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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 Bethania Aged Care Facility (the service) has been prepared by Mandy Earley, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:2].  [2:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.] 

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


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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report. 
The provider ensures:
· Requirement 2(3)(a) assessment and planning captures risks and informs care related to environmental restraint of consumers and uses tailored strategies to inform care delivery for consumers who experience changed behaviours, including refusal of medication.
· Requirement 3(3)(a) the use of chemical and environmental restraint, including behaviour support strategies is managed in line with legislative requirements to ensure consumers receive safe and effective care.
· Requirement 7(3)(a) the number and mix of the workforce members enables staff time to carry out their role and provide safe, effective care to consumers and extended call bell wait times are monitored and managed. 
· Requirement 7(3)(d) staff and management demonstrate knowledge of restrictive practices, incident management, behaviour support and Serious Incident Response Scheme (SIRS), including their roles and responsibilities related to these.
· Requirement 8(3)(d) effective governance systems in place to manage risk related to restrictive practices, behaviour support, medication management, incident management and SIRS.
· Requirement 8(3)(e) effective clinical governance and oversight of management of changed behaviours, chemical and environmental restraint and use of audit as a monitoring tool.


Standard 2
	Ongoing assessment and planning with consumers
	

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

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


Findings
Requirement 2(3)(a)
The Assessment Team recommended Requirement 2(3)(a) not met. The service demonstrated use of assessment and planning to create initial care and services plans for new consumers, however, did not effectively capture risks and inform care for changed behaviours of consumers, including refusal of medication. The service could not demonstrate assessment and planning considered the impact of secured doors on consumers to individually identify if it may be a restrictive practice with associated risks. Where restrictive practices had been identified, assessments were generic and had not captured individual risks and impact to each consumer.
Whilst the service had identified need for improvement in behaviour support plans (BSPs), and commenced review, the updated BSPs lacked detail, did not consistently demonstrate use of holistic assessments to understand reasons for changes in behaviours, including reasons for refusal of care, or capture all successful strategies used by staff to inform care. Where the behaviour included regular refusal of medication, there was no evidence of risk assessments to understand impact to the consumer’s health and well-being. 
The provider did not agree with all the findings of the Assessment Team in relation to isolated or occasional incidents of refusing medications being considered changed behaviours. They acknowledged repeated or persistent refusal may pose a risk to the consumer’s health or well-being and would review guidelines to ensure staff were aware of when this necessitated action. 
There have been no complaints or concerns from consumers about their ability to leave or move freely within the service and of the consumers who had not been assessed, none had a history of attending or wishing to attend activities external to the service and restrictive practice assessments have not been required.
The provider conceded that behaviour monitoring and charting has not always been optimal and BSPs do not consistently reflect individualised behaviour management strategies to allow staff to effectively support the consumer. The provider advised named consumers’ BSPs have since been reviewed and updated to reflect individualised support strategies.
The Plan for Continuous Improvement (PCI) under Requirement 2(3)(a) includes actions to:
· Ensure all BSPs are reviewed, and training is to be provided on expectations of documentation within the BSP.
· Monitoring of medication refusal incidents and review of BSPs accordingly.
· Review of environmental restraint processes, assessment and discussion with consumers/representatives.
I acknowledge the provider’s response including evidence and documentation provided and planned improvement actions. In coming to my decision, I have considered all the evidence presented by the Assessment Team. This includes evidence brought forward in Standard 3, Requirement (3)(a) relating to changed behaviours and trends in consumer refusal of medications. Whilst improvement actions were underway to address assessment and care planning related to restrictive practices and behaviour support including for medication refusal, these systems and processes need further time to be embedded. The service did not demonstrate effective assessment and planning in the consideration of risks related to environmental restraint for consumers.
I therefore find this Requirement is not compliant.
Requirement 2(3)(e)
The Assessment Team recommended Requirement 2(3)(e) not met, finding care and services were not reviewed consistently for effectiveness, particularly related to medication management, behaviour support and skin integrity. Incidents did not routinely trigger review of strategies for consumer safety and well-being. One consumer’s change of skin integrity had not triggered a review of their assessment and strategies. 
The provider contends there is a lack of evidence to support some of the statements made by the Assessment Team, including findings of ineffective incident review processes. Supportive evidence has been provided for named consumers, including those requiring review of behaviour support plans and changes to skin integrity, to demonstrate effective processes for review following incident or change of condition. 
I acknowledge the provider’s response including evidence and documentation provided and planned improvement actions. In coming to my decision, I have considered all the evidence presented by the Assessment Team. This includes evidence brought forward in Standard 7 relating to an altercation between 2 consumers. Although a review of behaviour support plans was not undertaken immediately in response to the incident, documentation demonstrated monitoring, offer of alternate solutions, and referral for emotional support. 
Whilst information was provided related to deficits in reviewing consumer care following an incident, the provider’s response with associated information identifies overall assessment and care planning is reviewed following an incident. One incident related to a consumer with medication in their room did not include sufficient information to inform my decision.
I do not consider the evidence before me demonstrates systemic failings in assessment and planning processes, and the service has demonstrated care and services plans are updated following changes to consumer needs, goals, and preferences.  
I therefore find this Requirement is compliant.

Standard 3
	Personal care and clinical care
	

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

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Compliant


Findings
Requirement 3(3)(a)
The Assessment Team recommended Requirement 3(3)(a) not met as whilst consumers and representatives expressed satisfaction with care, the service was unable to demonstrate that each consumer received safe, effective care based on best practice. Deficiencies were brought forward in relation to medication management, wound care, support for consumers displaying changed behaviour, and where restrictive practices are used as part of consumer care. 
The Assessment Team brought forward the following evidence relevant to my decision:
· Staff did not have access to sufficient guidance to understand changes in consumer behaviours and provide tailored support. Where care staff had identified effective strategies to support changed behaviours, these had not been shared within behaviour support plans.
· Charting of consumers’ changed behaviour was not consistently undertaken to enable analysis of incidents, and when completed included generalised information.
· Consumers’ refusal of medication was not recognised as changed behaviours, and incident reporting did not capture analysis of reasons for refusal.
· The Assessment Team found the security practice of locking doors and the use of a pin code to operate the doors may impact free movement of consumers and result in environmental restraint which had not been managed in line with legislative requirements.
· The service did not demonstrate application of legislative requirements for the use of chemical restraint to ensure it was used appropriately, as a last resort and only after alternative behaviour support strategies had been trialled and evaluated for effectiveness.
· Inconsistencies in wound care documentation were not in line with best practice or consumers’ wound care planning.
The provider’s response reflects: 
· Isolated or occasional incidents of refusing medications are not considered changed behaviours, however, repeated or persistent refusal may pose a risk to the consumer’s health or well-being. Guidelines would be reviewed to ensure staff were aware of when this necessitated action. 
· Understanding the BSPs did not consistently reflect individualised behaviour management strategies, with identified deficits in BSPs subsequently reviewed.  
· Deficits in staff documentation of strategies trialled prior to the administration of chemical restraint. Staff education is being provided to reinforce the importance of adhering to legislative requirements and a new process has been implemented to guide staff in the use of a psychotropic medication which may constitute a chemical restraint.
The PCI identifies planned improvement actions related to:
· Behaviour charting and the refusal of medications and includes processes for clinical management to monitor changed behaviours and the effectiveness of behaviour support strategies for consumers. 
· Implement daily monitoring by clinical management to identify the administration of medication which is administered as a chemical restraint.
· An update to the electronic medication system to reinforce the practice of trying non-pharmacological strategies before the administration of medication as a chemical restraint.
· Review perimeter restraint processes, discuss environmental restraint with consumers, complete individual assessments and implement strategies to mitigate risk. Provide information to consumers who have the appropriate ability of cognition to enter and leave the service.
I acknowledge the provider’s response including evidence and documentation provided and planned improvement actions. Regarding wound management, I would strongly encourage the provider to ensure they have robust clinical oversight practices to ensure wound management processes are consistently undertaken for consumers with wounds.
Improvement actions to review restrictive practices and update BSP’s were underway prior to the performance assessment. However, the Assessment Team identified further deficits in the individualisation of BSPs which had already been reviewed and updated as part of the service’s improvement actions, and this has been acknowledged by the provider. These actions have not yet been fully implemented at the service therefore the effectiveness and sustainability of the improvements cannot yet be demonstrated.
Rather than demonstrate effective systems and processes to identify and support consumers unable to access external areas of the environment, 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 did not demonstrate the use of chemical restraint is managed in line with legislative requirements including to ensure it is used appropriately, as a last resort and after alternative non-pharmacological strategies are trialled and evaluated for effectiveness. 
I am not satisfied each consumer is receiving tailored safe and effective clinical care, reflective of best practices in relation to behaviour support and chemical and environmental restrictive practices. 
I therefore find this Requirement is non-compliant. 
Requirement 3(3)(b)
The Assessment Team recommended Requirement 3(3)(b) as met identifying:
· The service has processes to manage most high-impact or high-prevalence risks associated with the care of the consumer. Clinical indicator data assists the identification of high impact and high prevalence risks, and the clinical manager analyses clinical indicator data on a monthly basis.
· Medication management incident data reflects medication incidents related to delays in administration of time sensitive medication, nil stock of medications and consumer refusal of medications. Gaps in relation to consumer refusal of medications were addressed under Requirement 3(3)(a). 
· The service had achieved success in reducing time sensitive medication errors and other medication errors in April 2025 through implementation of a range of actions including daily monitoring through a medication administration report, education for staff and processes to identify consumers with time sensitive medications. Staff were aware of the importance of administering time sensitive medications on time and a consumer who previously has had incidents of time sensitive medication being given late, advised they are satisfied with their medication administration.  
I am satisfied that, while there are some ongoing instances of absence of stock of medication, there has been a reduction in these incidents since the implementation of the electronic medication system and consumers/representatives did not raise any ongoing concerns in relation to missed medications. 
Based on the evidence before me, I find overall the service has ensured the management of high impact, high prevalence risks associated with the care of each consumer.  
I therefore find this Requirement is 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)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant


Findings
Requirement 7(3)(a)
The Assessment Team recommended Requirement 7(3)(a) not met as consumers and representatives said they do not think there is enough staff to attend to consumer needs in a timely manner. Care staff advised they do not have time to complete care documentation, agency care staff do not have access to the care management system to assist with this and the Assessment Team found evidence care documentation is being completed ahead of time in anticipation of care delivery. Analysis of call bell reports is not used to identify any impact on consumers who experience an extended call bell wait time and call bell analysis is not used to improve care outcomes for consumers. The service is not meeting its mandatory care minute targets.
The provider contends:
· Feedback from 3 out of 4 consumers and representatives about staffing concerns and showed they had conducted their own investigation which provided further detail and context to the Assessment Team’s finding. They advised however they would take a representative’s feedback related to staff not being available to a staff meeting for discussion.
· They were asked about working towards meeting their mandatory care minute targets, however, describes how they are continuing to work towards this and roster accordingly.  Care staff hours have been adjusted to ensure the service is meeting required care minutes, however evidence to support this was not provided.
In their response the provider:
· Acknowledged care documentation had been completed ahead of time, advised action has been taken related to this and they will raise concerns about time required to complete documentation at the next staff meeting. 
·  Included a call bell analysis completed since the Assessment Contact and acknowledged there are call bell response times over 10 minutes, which they will discuss with staff and implement strategies to improve.
· Advised a call bell satisfaction survey will be conducted with consumers.
· Stated call bell report analysis will be completed on a weekly basis. 
Whilst I acknowledge the evidence in the provider’s response related to agency staff having access to the care management system, the evidence provided in the response only demonstrated agency registered nursing staff can access the care management system. The concern raised was related to care staff not having enough time to complete documentation as they are also required to do this for agency care staff who do not have access to the care management system, and this has not been addressed in the provider’s response.
The PCI in the provider’s response identifies planned improvement actions to be:
· Analysis of call bell reports against consumer incidents for the past month.
· Any consumers with an extended call bell time to have assessment and review of their condition.
· A review of the roster against recruitment needs.
· A review of unplanned leave and trend analysis. 
· A quote has been requested for an upgrade to the service’s call bell system.
I acknowledge the provider’s response including supporting evidence and planned improvement actions. Whilst I appreciate staffing challenges during Cyclone Alfred, evidence brought forward by the Assessment Team does not relate solely to the period during which Cyclone Alfred had an impact. 
I considered these pieces of evidence to inform my decision:
· Care staff are required to complete care documentation for agency care staff who do not have access to the care management system.
· Care documentation being completed in advance of care delivery.
· Analysis of extended call bell reports not being used to inform impact on consumer care delivery.
· The service not meeting mandatory care minute requirements. 
I find the service has not ensured the number and mix of members of the workforce deployed enables the delivery and management of safe and quality care and services.
I therefore find this Requirement non-compliant.
Requirement 7(3)(d)
The Assessment Team recommended Requirement 7(3)(d) not met as:
· Management and staff did not consistently demonstrate knowledge of restrictive practices, behaviour support and the SIRS.
· Care staff said they have not received training on SIRS. 
· Mandatory training records provided did not capture training undertaken relating to restrictive practices and SIRS.
· Training records did not contain dates, or the content covered in training. 
· No evidence was provided to support training provided in relation to increased medication incidents. 
The provider did not agree with some of the Assessment Team’s findings in relation to provision of staff training and staff knowledge related to SIRS, identification of an incident of abuse and restrictive practices.  The provider said:
· Training has been provided to staff in SIRS and restrictive practices and the staff handbook provides information about incident management, although moving forward restrictive practice education will be changed to a mandatory training component. 
· Questions about behaviour support, SIRS or restrictive practices may not have been understood or been within the scope of care staff knowledge to answer, however said face to face training in dementia and behaviour management will be conducted for staff. 
· Training records provided during the performance assessment were in data format, however the content is available via the training platform.
· An increase in medication incidents is related to agency staff practice therefore further related training for service staff was not required and the service has advised the agency of their concerns. Changes had been made to service documentation for agency staff as reported by the Assessment team. 
The provider did not address the lack of dates on some training records. The PCI states education is to be provided to clinical and care staff regarding restrictive practices, BSPs, incident management and SIRS. 
I acknowledge the provider’s response and the related evidence which I have reviewed.  In relation to staff not recognising a cited incident of abuse, evidence provided demonstrates an internal incident report was completed at the time of occurrence; however, management did not consider requirement to submit under SIRS until after feedback from the Assessment Team. Training records provided demonstrate some staff have completed training in incident management, however, it was not clear what this training included, and information related to training for SIRS was not provided. 
Whilst I consider it reasonable for different staffing roles to have different knowledge and expectations relating to restrictive practices and behaviour support, the organisation needs to ensure care staff are trained and supported to assist in protecting against risk and improving outcomes for consumers. The evidence before me shows staff have not been supported through assessment and planning processes to incorporate care staff knowledge about the consumer to assist with changed behaviours and minimise the use of restrictive practices. 
The service had undertaken improvement actions which have been effective in reducing the number of medication incidents and advised errors are attributed mainly to agency staff and actions have been taken to address this risk.  
My decision has placed weight on staff and management not demonstrating consistent knowledge of restrictive practices, incident management, behaviour support and SIRS including their roles and responsibilities related to these.
I therefore find this Requirement is 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

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


Findings
Requirement 8(3)(d)
The Assessment Team recommended Requirement 8(3)(d) not met as the service did not demonstrate:
· Effective systems for the management of high impact, high prevalence risks in relation to restrictive practices, changed behaviours, and behaviour support.
·  Governance systems ensure the incident management system is effective. 
· A new medication management system implemented prior to the performance assessment was still resulting in stock medication not always being ordered and available to administer to consumers. 
In response, the provider advised:
· The related relevant policies and procedures in place.
· Improvement actions had been developed and were underway related to restrictive practices and behaviour support prior to the performance assessment.
· All consumers’ BSPs have now undergone a review and updated where required.
· A restrictive practice decision making process has been developed and trial of this is awaiting approval from the organisation’s clinical governance committee
· A review of the organisation’s restrictive practice has occurred and will be tabled in the relevant governance committee.
· Some medication incidents have been reported more than once by staff skewing the extent of the issue and further training will be provided to strengthen staff practice and knowledge.
· A new process has been implemented and all incidents identified as potentially requiring SIRS reporting will be escalated to the organisation’s senior executive management for review to ensure appropriate management and reporting.
· Training in SIRS is being organised from the Commission for relevant organisation and service staff.
· A planned action is the implementation of an industry used benchmarking platform to improve the provider’s governance of auditing and benchmarking systems, however this has not yet occurred.
The provider did not agree they had failed to recognise and manage risks in line with legislation regarding the use of environmental restraint relating to locked doors and pin pad operations. The provider said most consumers do not wish to leave the service during the hours when doors are locked, and staff are able to determine if an assessment is required should a consumer wish to leave. 
The PCI for 8(3)(d) referred to Standard 2 improvement actions related to:
· Review, investigation and management of incidents.
· Assessment and management of environmental restrictive practice. 
Additional actions in the PCI recorded under 8(3)(d) are:
· The clinical lead to support with analysis of quality indicator data.
· Education for staff related to medication policy and procedure.
· Two weekly medication stock counts and ensuring consumer’s medication is ordered as required. 
I acknowledge the provider’s response and the related evidence which I have reviewed. I agree with both the Assessment Team and provider that improvement actions related to behaviour support and restrictive practices were underway prior to the performance assessment, however the improvement actions are not yet embedded. The Assessment Team identified some BSPs which had already undergone review through the improvement actions, required further development and the service requires further time to ensure improvement actions are effective. The PCI did not identify improvement actions for systems to ensure any unrecognised restrictive practices in place would be reported under SIRS.
I agree with the both the provider and Assessment Team that it is too soon to evaluate the effectiveness of the recently introduced medication system, although I recognise the provider has evaluation scheduled as part of the implementation process and improvement actions to manage ordering of medication stock. 
I find the service has not demonstrated it has effective governance systems in place to manage risk related to restrictive practices, behaviour support, medication management, incident management and SIRS.
I therefore find this Requirement is not compliant.
Requirement 8(3)(e)
The Assessment Team recommended Requirement 8(3)(e) not met owing to:
· Lack of a shared understanding and oversight of the use of restrictive practices relating to chemical and environmental restraint of consumers and management of changed behaviours. 
· Classification of the use of bedrails identified and reported as physical restraint, as opposed to the correct category of mechanical restraint in both internal documentation and through external clinical indicator reporting. 
· Deficits in the oversight, monitoring and managing of risk for consumers related to medication management and changed behaviours. 
· The completion of clinical audits did not identify deficiencies relating to the identification and use of restrictive practices; where issues were identified through auditing, improvement actions were not developed and implemented.
In the response the provider advised:
· The clinical governance framework has now been reviewed, improvements made and implemented and effectiveness will be reviewed in August 2025. 
· Action has been taken to rectify the misclassification of bedrails.
·  All consumers with a restrictive practice in place have now had their BSP reviewed to ensure it addresses legislative requirements.
·  A workshop is planned to strengthen staff knowledge and practice in incident and audit analysis. 
· Medication management guidelines will be updated to include management of refusal of medication and how this may relate to changed behaviours.
I acknowledge the provider’s response and the related evidence which I have reviewed. Based on the evidence before me, I am not satisfied there was effective clinical oversight by management and monitoring of restrictive practices and behaviour support to ensure effective care delivery for consumers. This includes the monitoring and use of audit to identify and rectify issues relating to clinical care and service delivery. The provider advised they have implemented strengthened clinical governance related to restrictive practices and minimising restraint; however, these systems and processes are not yet embedded. 
In coming to my decision of non-compliance, I have also placed weight on findings of non-compliance in Standard 2 Requirement (3)(a) in relation to assessment and planning not meeting legislative requirements for behaviour support and use of restrictive practices and Standard 3 requirement (3)(a) in relation to management of changed behaviours, chemical and environmental restraint. 
I therefore find this Requirement is not compliant.
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