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

This performance report
This performance report for Palm Lake Aged Care Deception Bay (the service) has been prepared by Katherine Richards, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
the Assessment Team’s report for the assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with older people, representatives, staff, management, and others; and
the provider’s response to the assessment team’s report received 29 April 2025.

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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Requirement 2(3)(a): The provider is to ensure systems and processes for assessment and planning effectively capture risks to consumers’ health and well-being and inform delivery of safe and effective care, particularly in relation to behaviour support planning and use of restrictive practices.
Requirement 3(3)(a): The provider is to ensure each consumer is provided safe and effective, best practice, tailored care to each consumer to optimise their health and well-being, including for supporting changed behaviours and use of restrictive practices. 
Requirement 8(3)(d): The provider ensures risk management systems and practices are effective for management of high impact or high prevalence risks of consumers, and incident data used to inform service wide improvements or prevent further incidents.


Standard 2
	Ongoing assessment and planning with consumers
	

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


Findings
The Assessment Team recommended this Requirement Not Met as assessment and planning had not considered risks to consumer health and well-being, and did not contain sufficient information to inform safe and effective care delivery. Deficiencies identified related to a lack of assessment, planning, and documentation to support consumers’ behaviours, placing consumers at risk. The service has not demonstrated use of effective and individualised assessments to determine if care and safety strategies or prescribed medications result in use of restrictive practice. 
The Assessment Team brought forward the following evidence, gathered through interviews, observations, and document reviews, relevant to my findings: 
Behaviour support plans lacked comprehensive and individualised information to inform provision of care. Assessment and planning processes had not consistently captured triggers or identified person-centred support strategies to minimise risks.
Assessments to inform of risk and impact associated with changed behaviours, including with a change of circumstance or incident, were not timely. 
Care planning documentation did not recognise behaviours as potential signal of distress, unmet need, or expression of communication.
Recommendations from behaviour support specialists were not always reflected in behaviour support plans. 
Documented evidence of increasing frequency and severity of changed behaviours for 3 consumers did not trigger further assessment. 
· Where the changed behaviours of a consumer had direct impact on other consumers, included targeting female consumers and controlling their free movement and actions, the service did not capture this information within assessment and planning documentation for the consumer or others impacted. Assessment and planning did not consider new triggers, emergence and increasing occurrence of the behaviour, or strategies to maintain safety of the consumer or others.
Staff stated they had insufficient time to chart, monitor, and review behaviours and support strategies.
· Agency staff did not have access to sufficiently detailed information to effectively support consumer behaviours or identify changes.
Care planning documentation did not always identify risks associated with chemical restraint or outline ongoing monitoring and evaluation.
Assessment and planning practices did not clearly identify consumers may be subject to restrictive practices. 
· Care planning documentation did not contain evidence of assessment and planning to determine whether security practice of locking doors may impact free movement of consumers and result in environmental restraint. 
· Assessments for consumers prescribed protective headwear to minimise harm from falls did not include risk assessment for mechanical restraint due to restriction of freedom of movement or impact on human rights.
· Care planning documentation did not contain sufficient information to determine if prescribed medications were or were not a chemical restraint, nor assessments for ongoing monitoring and evaluation of the impact of medication on consumer well-being.
The provider has not agreed with the findings in the Assessment Team report, stating some of the information has been taken out of context. They contend: 
Overall, assessment and care planning actions were appropriate and resulted in positive outcomes for each consumer, although there is some room for improvement in behaviour support plans where strategies were generic, or consumer behaviours not fully described.  
When the consumer displayed behaviours aligned with those already documented, this would not trigger requirement to review assessment and planning.  
Where behaviour specialists have reviewed consumers, recommendations have been incorporated into assessment and planning outcomes, evidenced in attached documentation.
The named consumer with emerging behaviours impacting others was new to the service, and still undergoing initial assessment and planning. The behaviours had escalated quickly and coincided with the assessment contact. Other assessments were being undertaken, including delirium screen, and referrals for reviews by behaviour specialists and the medical officer.
A review of medication charting and diagnoses has been undertaken of named consumers to determine whether their psychotropic medication is or is not chemical restraint. 
· For one consumer, the provider acknowledged the medication was recognised as chemical restraint on the medication chart but not within the behaviour support plan, and this has been rectified.
· For another consumer, whilst the medication was for a mental health condition, they acknowledged there was insufficient guidance for staff on how and when this should be used. This also has been rectified. 
· However, for other consumers the medical officer has clearly outlined the reason for prescribing on the medication chart with most of those named by the Assessment Team having correlated mental health conditions.
The locking of doors is for safety, rather than to restrict movement of consumers, and staff could support access if required. The measures do not pose a risk to consumers, or their human rights, and there was no evidenced impact or concerns from consumers or representatives.
There was an oversight in undertaking assessments for 2 consumers with bed rails, subsequently identified as mechanical restraint. However, this does not reflect a lack of understanding about restrictive practices. Protective devices, such as headwear, were not a restrictive practice as they were to prevent harm arising from falls, not used for changed behaviours, and did not hinder the movement of consumers. 
The response offers explanation of circumstances and relevant assessment and planning documentation for each consumer named within the Assessment Team report. Relevant policies, procedures, and training records are also included. 
Improvement actions commenced include undertaking reviews of all behaviour support plans to ensure information is individualised and person-centred, in line with best practice guidance, and undertaking a comprehensive review of chemical restraint documentation and practices, including within the behaviour support plan. Clinical support has been enhanced, including engaging the services of a nurse advisor, and staff education has been commenced at both service and organisational level. Incident management is being reviewed daily, and behaviour support plans reviewed daily following incidents. Case conferences are being coordinated to discuss identified risks. A review of the perimeter restraint process is being undertaken, along with individual risk assessment for each consumer to determine if they were environmentally restrained or suitability to support independent exit and entry after hours.   
I acknowledge the provider’s response and have carefully considered all evidence before me in coming to my decision. The provider has accepted there is room for improvement in assessment and planning processes to capture consumer risks and inform delivery of safe and effective care within behaviour support plans. I have placed weight on this within my determination as relevant risks to a consumer’s safety, health and well-being need to be assessed, discussed with the consumer, and included in planning a consumer’s care. Capturing this information is especially important for new or temporary staff, such as agency staff. 
The provider maintains there was no need to review behaviours if they aligned with those already documented, however, I consider this approach fails to identify if there are escalating or evolving behaviours or risks. For the named consumers with increased verbal behaviours, these had begun to contain threats of harm or potential reaction of others, this fails to identify new and emerging risks for not just the individual but those around them. An absence of documentation and oversight has not identified assessment and planning did not capture all consumer behaviours and risks, and did not allow recognition of increases to frequency and duration of behaviours of named consumers. These practices do not demonstrate consideration of how distressing this may be to the individual or those witnessing it.
I find the provider has not demonstrated effective assessment and planning processes to inform where a practice is or is not a restrictive practice with associated risks and directions for use.
Mechanical restraint is a practice or intervention that is, or that involves, the use of a device to prevent, restrict or subdue a consumer’s movement. The provider needs to have systems and processes in place to ensure individualised assessment is undertaken by an approved health practitioner as per the Quality of Care Principles 2014 to determine if a device is a restrictive practice. The use of head gear or protectors may restrict the consumer freely touching their head, ears or hair and can impact the consumers dignity and human rights. 
Similarly, the provider did not demonstrate systems and processes for individualised assessment of consumers who may be subject to environmental restraint. The provider outlined access strategies to support consumers with free access to their environment, however, the provider has not demonstrated how each consumer's individual needs and circumstances are assessed to understand the effect these strategies or interventions have on the individual consumer to determine if their rights or freedom of movement may be restricted. 
With regards to chemical restraint, I am not satisfied the provider has recognised obligations to ensure assessment and planning have identified whether medication is or is not a chemical restraint, as they rely solely on prescribing indications from the medical officer rather than considering the impact to the individual. I acknowledge the provider has recognised the lack of clarity within assessment and planning on when ‘as required’ psychotropic medication should be administered, even when it is not a chemical restraint. However, systems and processes for assessment for identification, use, monitoring, and evaluation of chemical restraint were not effectively demonstrated.  
Based on the evidence before me, I find the service has not demonstrated effective systems and processes for assessment and planning to capture risks to consumers’ health and well-being and inform delivery of safe and effective care, particularly in relation to behaviour support planning and use of restrictive practices.
Accordingly, I find this Requirement not compliant. 


Standard 3
	Personal care and clinical care
	

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


Findings
The Assessment Team recommended this Requirement Not Met, as the service had not recognised how a lack of tailored care strategies for supporting changed behaviours impacted the health and well-being of each consumer or posed risks to those around them. 
The Assessment Team brought forward the following evidence, gathered through interviews, observations, and document reviews, relevant to my findings: 
The service has not demonstrated comprehensive and personalised assessment, planning, implementation, and evaluation of behaviour support strategies for individual consumers, which impacted the delivery of care. 
Best practice support strategies had not been implemented when consumers experienced changed behaviours, including when there was escalation in frequency or risk to other consumers. 
Staff did not consistently demonstrate awareness of individual consumer risks or management strategies, including triggers and supports for consumers experiencing a change or escalation in behaviour. 
· Two consumers were identified with recent changes of behaviour, including increased frequency and impact or threat of risk to other consumers.
· Staff explained the need to monitor consumers when behaviours impacted other consumers, and redirect if required, but did not intervene or implement strategies during multiple observed occurrences of the behaviour. 
Documentation for consumers with changed behaviours did not evidence attempts to understand the behaviour experience and develop person-centred support. When consumers demonstrated changed behaviours, underlying needs were not considered to support understanding of the individual or development of personalised care strategies.
The service did not demonstrate application of legislative requirements for the use of chemical restraints to ensure it was used appropriately, only as a last resort and only after alternative behaviour support strategies had been trialled and evaluated for effectiveness. Documentation does not clearly articulate the reason chemical restraint is necessary, nor consistently evidence record of consultation and informed consent for use.
· Where chemical restraint was administered, documentation has not consistently evidenced assessments undertaken to determine the need for the medication, use and effectiveness of individualised alternate strategies prior to use of medication, monitoring of intended outcome and well-being of the individual.
Practices of documenting changed behaviours was not consistent, with some records captured in behaviour charting and some in progress notes. Triggers and support strategies were not well evidenced, effectiveness of outcomes not routinely recorded, and analysis was limited. 
Only some staff could explain specific strategies for consumers. Staff were not always aware of the behaviour support plan and some said they would speak with clinical staff for direction if changed behaviours were observed. However, the service has reliance on agency staff, who do not have detailed knowledge of consumers to provide such guidance.
A representative raised concerns about consumer safety due to incidents with other consumers, reporting dissatisfaction with being told nothing could be done as the other consumers had dementia.  
The provider’s response includes detailed information and supporting documentation on practices, policies, and named consumers. They contend:
The handover processes relied upon to share information between staff and policies and procedures inform provision of best practice care. 
Staff receive extensive training on dementia, engagement, assessment, and development of behaviour support plans. Whilst reviews of care are undertaken regularly, taking a multidisciplinary approach and involving consumers and representatives, actions are not always able to prevent incidents from occurring.
Comments relating to dissatisfaction of consumers and representatives with provision of clinical and personal care is generalised, with only one example brought forward, and therefore cannot be addressed. For the named representative with concerns, they have taken actions to improve communications and care. 
Comments on documentation practices cannot be specifically addressed due to an absence of details, including role designations. Documentation practices vary by staff role and situation, and include charts, records, and progress notes. Their review shows incidents have been recorded in one form of documentation, but not doubled up in multiple locations, and they have been unable to investigate issues raised by the Assessment Team without more specific details. 
Instances of the behaviours do not always correspond to escalation in condition but could be from other causes, including variations in sleep, interactions, and other internal/external factors which may not be apparent. Disagreeable interactions with others can occur within any setting, and do not indicate underlying changes in condition or well-being. Although triggers for changed behaviours were not always recorded, underlying medical conditions were not considered likely to be causes for the named consumers. 
Where chemical restraint is prescribed, assessment is undertaken and consent for use obtained, however, onus for gaining valid and informed consent lies with the medical officer. 
· They acknowledge there are instances where documentation has not evidenced staff have used tailored strategies prior to administration of chemical restraint.
There was no evidence of the consumers with escalating behaviours carrying out verbalised threats or making physical contact with other consumers. 
· One consumer was new to the service, with staff still developing the care and services plan, and actions undertaken at the time were reasonable given the sudden changes. 
· Whilst the Assessment Team report staff did not intervene during periods of observed changed behaviours, they question whether it was warranted in the circumstances, particularly given the absence of incident in this period. 
· Actions taken, including delirium screening, referrals, and consultation with family, were timely and appropriate, and there were no incidents impacting to other consumers.
Agency staff use for the sampled period to represent 7% of clinical shifts and this is not high. Where agency staff are used, an onboarding and orientation process is in place to ensure staff have sufficient knowledge of consumer care needs and best practice policies and procedures. 
Improvement actions commenced include review of consumer documentation and needs, including behaviour support plans and assessments relating to restrictive practices. A daily review of use of ‘as required’ chemical restraint has been commenced with medication chart reminders to reinforce the requirement to try non-pharmacological strategies before administration. Auditing and review of behaviour charting will be undertaken to ensure use and effectiveness of strategies. Staff will receive education on informed consent, and the clinical manager will coordinate a case conference with the medical officer or nurse practitioner to discuss potential restrictive practices. Clinical support has been enhanced, including engaging the services of a nurse advisor and presence of executive quality and training staff on site whilst there is ongoing recruitment to fill senior roles. 
I acknowledge the provider’s response and have carefully considered all evidence before me in coming to my decision. Whilst the provider contends documentation is complete, with practices varied by staff role and situation, I find this has not enabled effective oversight to ensure strategies for care meet individual needs of consumers. The provider has identified a range of possible underlying causes of changed behaviours, including poor sleep, pain, and interactions with others, however, I find inconsistencies in current reporting practices do not enable the service to respond to changing needs of consumers. 
Areas for improvement in documentation had not been identified prior to the assessment contact, and contrary to the provider’s response, I find there is evidence of this impacting consumer care. Staff did not have sufficient guidance to provide person-centred support to consumers, evidenced through observations and interviews, with reliance on clinical staff for guidance instead of using documented effective behaviour support strategies. Documentation did not reflect staff considered the causes of changed behaviours could have impact on the well-being of consumers, as they had not considered as communication of an unmet need or signal of distress. 
The service could not demonstrate chemical restraint was used as a last resort after other strategies had failed, or how the consumer’s well-being was monitored following use. The provider considers this to be a documentation issue, identifying it as an area for improvement, but have not addressed the impact of not having directions to monitor consumers following use. Current processes and oversight had not identified the deficiencies in meeting legislated requirements prior to the assessment contact. 
Rather than demonstrate effective systems and processes to identify consumers subject to environmental restraint, the provider has focused on whether or not consumers have expressed an interest in moving freely inside and outside the service independently, which is also not reflective of understanding of obligations outlined within the Quality of Care Principles 2014.
The provider questions whether there was a need for staff to intervene when a consumer was observed to be demonstrating behaviours, however, the evidence before shows staff did not have knowledge of what to do if intervention was required. The providers’ response did not demonstrate awareness that risk to the safety of the individual consumer and others can exist without a consumer carrying out verbalised threats or making physical contact with other consumers. Furthermore, an explanation that staff were still getting to know one consumer but did not hold concerns as there was no recorded history of the displayed behaviour, fails to consider this increases the unpredictability of consumer actions and risk of harm to others.
Irrespective of whether the service’s use of agency staff is, or is not, considered high, there is acknowledged reliance of agency staff to provide clinical care, particularly in the memory support unit. The orientation and onboarding process submitted by the provider outlines the purpose and reliance on behaviour support plans, and therefore deficiencies in documentation create heightened risks to the consumer where care is provided by staff who are unable to access essential care directives. 
Based on the evidence before me, I find the service has not demonstrated consumers are provided safe and effective personal and clinical care that is best practice, tailored to their needs, and optimises their health and well-being.
Accordingly, I find this Requirement not compliant. 


Standard 8
	Organisational governance
	

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


Findings
The Assessment Team recommended this Requirement Not Met, as the service could not demonstrate effective risk management systems and practices to manage high impact or high prevalence risks. The risk management framework did not support effective oversight of incidents to identify, manage or prevent incidents, or evaluate mitigating strategies. The service was unable to demonstrate how analysis and evaluation of incidents and high impact or high prevalence risks at governance level has led to system improvements.  
The Assessment Team brought forward the following evidence, gathered through interviews, observations, and document reviews, relevant to my findings: 
There was no documented evidence of clinical oversight, including of behaviour support plans, in line with documented policies and procedures. 
Management said the lack of accurate reporting of clinical indicator data from clinical management has contributed to the inadequate recognition and oversight of high incident and high prevalence consumer risks, including changed behaviours.
Management was unable to demonstrate full understanding of restrictive practice responsibilities in relation to chemical, mechanical, and environmental restraint. 
Systems and processes were not in place to ensure individualised assessment is undertaken to identify impact of safety measures to determine if it resulted in a restrictive practice, impacting freedom of movement or human rights, with consideration of risks.
A clinical governance review was undertaken in January 2025 for reported inadequacies in behaviour support plans, however, it did not identify and address the departures from best practice in relation to behaviour support plans and restrictive practices.
Management could not demonstrate how collected incident data was used to inform service wide improvements or prevent further incidents. Implemented strategies for incidents arising from changed behaviours were often universal and not subsequently evaluated for effectiveness or applied to consumer care planning documentation.  
Incidents were not consistently documented. 
· Whilst management were aware of identified incidents which included threat of harm to others, they did not demonstrate an effective process was used to capture and document the incidents, undertake subsequent investigation, or apply strategies to ensure the safety of those involved. 
· Actions to protect vulnerable consumers were only taken after identification by and feedback from the Assessment Team.
The provider’s response includes further commentary and information in relation to the Assessment Team’s report. They contend:
They recognise the challenges experienced within the leadership team, outlining activities commenced in February 2025 to support clinical management and enhance governance, and subsequent personnel changes and recruitment actions. 
Enhancements for the memory support unit were identified to improve engagement and outcomes, although there was no specific focus on behaviour support plans. 
A need for staff education and support on developing plans had already been identified. 
· Evidence of organisational improvements commencing June 2024 is included, however, the provider’s comments on this appear to be incomplete and do not outline progress or evaluation. 
· The relevant document attached shows the introduction of an online education program, with a comment on progress dated 2 August 2024 stating there was variable attendance but positive interactions. Actions were closed 1 February 2025 without additional insights. 
· Education sessions and workshops have been provided to staff to improve understanding of dementia, engagement with consumers, deterioration, and risk management. 
Policies and processes recognised legislative obligations for restrictive practices. A comparison to national averages of use of environmental and chemical restraint has been undertaken, and their numbers are appropriate given the size the memory support unit and changing needs of consumers. 
An analysis of behavioural incidents has been undertaken, noting that whilst behavioural incidents accounted for 50% of those in the memory support unit, they were only 14% for the service in entirety. 
· Staff are not required to report consumer behaviours as incidents where they are usual, managed, not escalating, and not posing a risk to others.
· Reliance on reporting under the Serious Incident Report Scheme (SIRS) is not a true correlation of incidents or impact. 
· Some of the incidents raised by the Assessment Team occurred immediately prior to and during the assessment contact, and it would be unreasonable to expect a thorough investigation and outcome in such a short period. 
A review of the vulnerable consumer did not support the need to identify concerns for this consumer within their behaviour support plan, as there is only one record of incident in 2023, however, they have ensured there are strategies to monitor and support the consumer’s safety and well-being.
The service did have strategies to mitigate some of the risks associated with use of agency staff. These included using agency staff who were familiar with consumers, routines, and processes. 
Improvement actions commenced include daily review of incidents to identify trends, and daily meetings to discuss high risk incidents, repetitive behaviours, and strategies with weekly discussions with the clinical governance manager. The clinical manager will review allocation of staff members to ensure continuity of care in the memory support unit where possible and attend daily clinical meetings to discuss changes in consumer condition. An audit on bed rails will be conducted and where there is no restrictive practice in place, remaining bedrails will be locked to prevent unauthorised use. A review of consumers free access to the building, including for after hours, will be undertaken and risk assessments for environmental restraint done if required. Additional support has been provided to clinical management whilst ongoing recruitment is undertaken, and a nurse advisor appointed. A pharmacy review of medication charts is being undertaken and the medical officer engaged in relation to polypharmacy and psychotropic medication. A comprehensive training program has been developed. Agency staff are not being allocated to the memory support unit unless to provide one on one staffing for a consumer, and handover processes have been modified to ensure staff receive sufficient information. 
I acknowledge the provider’s response and have carefully considered all evidence before me in coming to my decision. As identified in Standard 2 Requirement 2(3)(b) and Standard 3 Requirement 3(3)(a), the service lacked effective monitoring and oversight of increased frequency or severity of consumers’ changed behaviours. Whilst I understand the provider’s position on incident reporting of behaviours to be by exception or where there is risk to others, I find there has been no alternate processes to identify emerging risks and develop mitigating or preventative strategies.
I agree with the provider’s assertion that a reliance on SIRS incident reporting should not solely be relied upon as a dependable indicator, however, the risk management framework should include systems and processes to identify current and emerging risks in order to address, reduce, or prevent harm. I find these were not demonstrated. Where incidents were captured, the service had not effectively used information to evaluate strategies to ensure they reduced recurrence. Whilst the provider has explained incidents occurring just prior to the assessment contact had not been investigated due to insufficient opportunity, they have not addressed why these were identified within progress notes but not reported through the incident management system, especially given the threat of harm to other consumers and staff. 
Although management acknowledged a lack of accurate reporting on clinical indicators from clinical management, an effective governance process and risk management framework should have identified and responded to this. 
The provider had recognised required improvements for behaviour support plans in June 2024, and whilst actions were implemented, I find there is no compelling evidence of them being effective. My finding is influenced by the service self-identifying and escalating inadequacies in January 2025, which is mere days before organisational actions were closed. Actions taken to provide support to clinical management had not recognised the extent of issues or risks for consumers residing in the memory support unit, focusing on improvements to the environment rather than assessment, planning, care delivery, and incident management.
As outlined in Standard 2 Requirement 2(3)(a), the provider has not demonstrated understanding of restrictive practice responsibilities in relation to chemical, mechanical, and environmental restraint. Whilst they have acknowledged omission of identifying use of bedrails for two consumers, the response has not effectively recognised associated risks for psychotropic medication, protective devices, and locked doors on each consumers’ condition, human rights, dignity, and free movement.
Based on the evidence before me, I find the service has not demonstrated there are effective risk management systems and practices for management of high impact or high prevalence risks of consumers, or use of incident data to make meaningful changes for consumers. 
Accordingly, I find this Requirement not compliant. 
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