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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 Care Bargara (the service) has been prepared by S McFaul, 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, which was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others; and
the provider’s response to the Assessment Team’s report received 5 September 2025. The response includes commentary to address aspects of the Assessment Team’s report, as well as supporting documentation.

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not applicable as not all requirements have been assessed

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not applicable as not all requirements have been assessed

	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 3 requirements (3)(a) and (3)(b)
The provider ensures:
consumers are provided personal and clinical care in line with their assessed needs and preferences, which is best practice, tailored to their needs, and optimises their health and wellbeing, including in relation to skin integrity, behaviour support and pain management; and
high-impact or high-prevalence risks associated with the care of consumers are appropriately managed, including risks relating to post fall management and monitoring of deterioration.
Standard 8 requirements (3)(d) and (3)(e)
The provider ensures:
the organisation’s risk management systems and practices, including in relation to high-impact or high-prevalence risks, and managing and preventing incidents are reviewed to ensure effectiveness; and
the organisation’s clinical governance framework is reviewed to ensure effectiveness.



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)(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
The Assessment Team assessed requirements 2(3)(a) and 2(3)(e) and recommended both met. The Assessment Team provided the following information gathered through interview and document review.
Risks to a consumer’s health and wellbeing are being assessed by suitably qualified staff and are regularly reviewed. The provided utilises a range of validated assessment tools that are contained within provider’s electronic care management system, which are used to inform the delivery of care and services. The provider has made significant improvements to behaviour support plans, with most reviewed to reflect consumer behaviour, triggers, risks, and effectiveness of strategies.
The provider has proactive systems and processes in place to ensure care and services are reviewed regularly for effectiveness, and when circumstances change, or when incidents impact on the needs, goals, and preferences of the consumer. Care documentation sampled evidences assessment, and consumer care plans have been reviewed for effectiveness in July and August 2025, including following an incident or change in a consumer’s condition, needs or preferences. 
Based on the Assessment Team’s report, I find requirements 2(3)(a) and 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.
	Not Compliant

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


Findings
This Quality Standard is non-compliant as the 2 requirements assessed are non-compliant. 
Requirement 3(3)(a) – The Assessment Team found each consumer was not receiving safe and effective personal and clinical care, including in relation to skin integrity, behaviour support and restrictive practice. The Assessment Team recommended requirement 3(3)(a) not met, and provided the following information gathered through interviews and document review.
In relation to skin integrity, Consumer A returned from hospital in July 2025 with incontinence associated dermatitis (IAD), and the wound chart initially identified wound care should be undertaken each day. In August 2025, the wound was reclassified and the dressing changed to second daily wound care. Care documentation did not evidence a formal clinical assessment was conducted to support the reclassification of the wound. A skin assessment identified Consumer A as high-risk for pressure related injuries, however, only 2 entries were noted on repositioning charts over a period of several weeks. Clinical staff reported the consumer’s pain contributes to reduced mobility, and the consumer was referred to the medical officer and prescribed a strong analgesic. A pain assessment plan was in place, however, there was no documentation to support the ongoing monitoring of pain, and pain management was noted to be reactive, not proactive. 
Consumer B is diagnosed with a severe cognitive impairment, is non-verbal and remains in bed for most of the day, with mobilisation to a chair every other day. Consumer B developed an unstageable pressure injury, and care documentation identifies them as at high risk of pressure injuries. Wound charting demonstrates wound care was undertaken in line with the care plan, however, the most recent skin assessment did not include reference to the wound. Repositioning charting only contained a few entries. A representative for Consumer B advised past care plans were provided without the opportunity for input or requests for changes.
Consumer C was observed to have a bruise on their hip on the morning of 3 August 2025, with wound charting not commenced until the following day. Wound charting evidenced photographs attached to the chart were of Consumer C’s arm. Clinical staff acknowledged the deficits in the delay in wound charting.
In relation to behaviour support and restrictive practices, Consumer D has a diagnosis of Parkinson’s disease and an acquired brain injury. The representative advised they are happy with the care and services provided. The behaviour support plan for Consumer D contained generic strategies, with limited person-specific detail. Care documentation showed increased behaviours in early August 2025, including agitation and yelling. Documented interventions were not personalised, and the provider was unable to demonstrate how strategies were tailored to support Consumer D’s behaviours or provide evidence of an individualised behaviour support plan. Care charting did not include a structured plan for toileting beyond standard continence support, and the lifestyle chart contained only limited entries, which did not reflect Consumer D’s personal preferences or previously active lifestyle. Consumer D is subject to chemical and environmental restraint; however, the provider could not demonstrate effective monitoring of prescribed psychotropic medication.
Consumer E lives with dementia and is subject to chemical restraint. A representative for Consumer E advised they are not happy with the care, they have never received a care plan and have not signed a consent form in the last 12 months, causing confusion around medications. The provider was unable to provide evidence that informed consent was effectively monitored and managed. Consumer E has a behaviour support plan and behaviour charting records ongoing changed behaviours, however, strategies to support these behaviours were generic. The provider was unable to demonstrate that post referral recommendations from external specialists were documented and implemented by staff. 
Consumer F is prescribed a pain patch and anti-depressants. On one occasion, the pain patch was not applied due to stock availability, and on another occasion the patch was applied 19 hours late. There was no evidence pain was monitored during these periods where the patch was not applied. 
The Assessment Team observed 4 low lying beds to the floor, and the bed height was not maintained to the recommended height. Management reviewed all beds to ensure they were at the correct height, and acknowledged where low beds are utilised, there should be risk assessments and consideration of mechanical restraint. 
Consumer G had 29 medication incidents recorded in documentation from February to July 2025, with 20 noted as refusal, and 4 related to no stock.
A review of time-sensitive medications from 16 to 30 May 2025 evidenced 45 medications administered late, 33 administered early and 29 missed medications. A second report from 1 to 14 August 2025 evidenced 8 administered late, 16 early and 3 missed. 
The provider, in their response, provided clarifying information for several consumers and included improvements undertaken following the assessment contact.
In relation to Consumer A, a wound chart relating to the IAD was provided, and evidenced when the wound was reclassified, the consumer’s skin was healthy and pink. The wound chart contained commentary of the reclassification of the wound. A skin assessment was provided, which was undertaken prior to the assessment contact, and contained strategies to minimise the risk of pressure injuries, including an air mattress and regular repositioning. Progress notes demonstrated the consumer’s pain was regularly monitored, and non-pharmacological interventions were trialled to manage the consumer’s pain. 
In relation to Consumer B, the provider evidenced progress notes which demonstrated an attempt was made to contact the representative about the care plan on several occasions prior to the assessment contact. A full care conference was undertaken following the assessment contact to address the representative’s concerns. The provider asserted repositioning is not charted on a repositioning chart and provided an updated skin assessment for the consumer, however, no further evidence to support monitoring of repositioning was provided. 
In relation to Consumer C, the provider clarified the bruise was identified in the evening of 3 August 2025, with the wound chart commenced several hours later. Progress notes directly following the identification demonstrate the representative and medical officer were contacted directly after the bruise was identified. A wound chart was provided and demonstrated no pictures of Consumer C’s arm was present. 
In relation to Consumer D, the provider acknowledged the behaviour support plan was not personalised and provided an updated plan which contained personalised strategies to support the consumer. Behaviour charting following the assessment contact demonstrates a significant decrease in behaviours for Consumer D, following implementation of more personalised strategies. Behaviour charting demonstrates non-pharmacological strategies are trialled prior to administration of psychotropic medication. 
In relation to Consumer E, the provider acknowledged communication was previously a concern within the service and provided evidence of care consultations which occurred with the representative following the assessment contact. Progress notes for March and November 2024 demonstrate communication regarding the psychotropic medication, including the risks associated with its use, such as disrupted sleep and increases risks of falls. The provider acknowledged appropriate monitoring of Consumer E’s sleep was not undertaken and has implemented a range of improvement actions for the consumer, including sleep charting, regular review of sleep data and prioritisation of non-pharmacological sleep interventions. 
In relation to Consumer F, the provider asserts the consumer did not experience adverse impact on the occasion the pain patch was not applied, however, acknowledged pain charting and monitoring was completed inconsistently following the missed pain patch. The provider has undertaken a pain assessment and reviewed the consumer’s pain management plan. 
In relation to Consumer G, the provider presented evidence which asserts medication incidents have significantly decreased for the consumer in recent months. The provider acknowledged a significant number of incidents in February and March 2025 warranted further scrutiny, however, evidenced correctional strategies implemented were effective in reducing medication incidents for this consumer. 
I acknowledge the provider’s response; however, I find the provider was unable to demonstrate personal and clinical care was best practice and optimised the consumer’s health and wellbeing.
In coming to my finding, I acknowledge the ongoing improvements the provider is undertaking; however, I consider these improvements will take a significant period to implement and embed within the service. 
I have considered the information provided relating to skin integrity, and I acknowledge whilst consumer wounds were monitored, the provider did not evidence how repositioning is monitored to minimise the development of pressure injuries. I have also considered Consumer A was identified as high-risk of pressure injuries, and the provider did not demonstrate prevention strategies, over appropriate oversight of consumers at high risk of pressure injuries.
I acknowledge Consumer D’s behaviour support plan was updated and has been effective in supporting changed behaviours, however, I find ongoing improvements relating to behaviour support will take time to implement.
I consider whilst actions were taken to review Consumer E’s pain management, these actions were reactive, and the provider was unable to demonstrate how the consumer’s pain was monitored in the period where the pain patch was not applied.
For the reasons detailed above, I find requirement 3(3)(a) non-compliant.
Requirement 3(3)(b) – The Assessment Team found high-impact or high-prevalence risks associated with the care of consumers were not effectively managed, specifically in relation to pain, post fall management and behaviour support. The Assessment Team recommended requirement 3(3)(b) not met and provided the following information which was obtained through interviews and document review. 
Consumer D is identified as at high risk of falls and experienced 2 falls over a 3-day period. A medication for low blood pressure was withheld, and despite low blood pressure readings, there was no documented evidence staff escalated concerns to a medical officer or implemented interim clinical management strategies, such as increased monitoring. Two hours later, the consumer was transferred to hospital following an unresponsive episode. Upon return from hospital, progress notes and incident reports did not evidence a post hospital review, adjusted care planning or strategies to mitigate the risk of further low blood pressure episodes. 
Following Consumer D’s return from hospital, they sustained 3 falls overnight, and only 2 pain chart entries were noted following these falls. Clinical staff misinterpreted instructions on the medication chart, resulting in pain medication being withheld. Post fall neurological observations were not undertaken following any of the falls.
Consumer C lives with chronic pain and has experienced falls resulting in fractures. Consumer C experienced a fall in July and August 2025. For the fall in July 2025, no analysis was undertaken of the cause of the fall, and Consumer C sustained rib fractures following this fall. For the fall in August 2025, Consumer C was observed to have a haematoma on the left hip, and the completed incident form did not identify if this was a result of a traumatic fall, instead saying it was a bruise. The Assessment Team advised no pain monitoring was undertaken prior to hospital transfers, and Consumer C remained in the service for 12 hours prior to hospital transfer. Medication charting for July and August 2025 evidenced pain monitoring was not undertaken each time as required analgesia was administered. 
The Assessment Team advised a review of clinical files demonstrated inconsistencies with post fall management of neurological observations and pain management, however, did not provide commentary or additional examples of missed post fall monitoring. 
The provider refuted the Assessment Team’s findings, however, did not present evidence relating to Consumer D’s unresponsive episode or subsequent falls.
In relation to Consumer C, the provider presented progress notes which evidence clinical staff recommended a hospital transfer upon initial assessment of the consumer, however the representative refused hospital transfer until 12 hours after the haematoma was initially identified. Incident reports and progress notes demonstrate the consumer denied a fall or other traumatic injury, and upon return from hospital, the consumer was reviewed by the physiotherapist. 
I acknowledge the provider’s response, however, I find the provider did not demonstrate effective management of high-impact or high-prevalence risks associated with the care of each consumer. 
In coming to my finding, I acknowledge the appropriate management of Consumer C following identification of the haematoma. However, the provider did not present evidence to support appropriate oversight and management of Consumer D in relation to their low blood pressure and unresponsive episode. I consider Consumer D’s pain was not monitored effectively, and the consumer did not receive pain medication for several hours due to a misinterpretation of the medication chart. I also consider the provider did not identify how the risks to Consumer D would be mitigated in the future.
For the reasons detailed above, I find requirement 3(3)(b) non-compliant.


Standard 7
	Human resources
	

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

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


Findings
Requirement 7(3)(a) – The Assessment Team found the provider was unable to demonstrate the workforce is planned to enable, and the number and mix of the members of the workforce enables the delivery of safe and quality services. The Assessment Team recommended requirement 7(3)(a) not met and provided the following evidence which was obtained through interviews and document review. 
The complaints register for the 4 weeks prior to the assessment contact documented multiple staffing related concerns, including lack of personal care following an operation due the service being ‘short staffed’, a lack of assistance available at mealtimes and a high use of agency and unfamiliar staff. 
The average call bell response time was significantly under the 10-minute target response time, however, 17% of calls were over the 10-minute target time. Consumer D is at high risk of falls, with mitigation strategies for falls management stating staff are to ensure call bell sensors are in place and answered promptly. For a 2-week period in July 2025, 18 of 114 call bells had a response time of over 10 minutes, with the longest response time an hour and 24 minutes. No investigation was undertaken to assess the reasons or any impact which may have resulted from the delayed response time.
Management advised the organisation has introduced enhanced workforce planning strategies to address service level and organisation wide deficiencies. However, at a service level, recruitment strategies were not effective in addressing gaps. While mandatory care minutes were achieved, agency use was high, accounting for just under 50% of staff. Allocation shifts for a week in August 2025 showed at least one unfilled shift each day. On 6 August 2025, the evening shift had 2 unfilled care shifts and one unfilled clinical shift and overnight had one unfilled clinical shift. Management advised there are strategies in place to adjust the roster in these instances, however, this was not documented on the roster or allocation sheets.
The provider refuted many of the Assessment Team’s findings, and reiterated the significant improvements undertaken in relation to improving staffing levels within the service. 
In relation to complaints noted in the feedback register, the provider acknowledged these complaints, and evidenced investigations undertaken to resolve complaints. In relation to the complaint regarding a lack of personal care, the provider evidenced the consumer’s call bells were responded to in line with call bell response times, and progress notes from the medical officer demonstrated a satisfactory recovery time for this consumer following their operation. For 2 complaints relating to a lack of assistance at mealtimes, care documentation demonstrates each of the identified consumers receive support in line with their care plan. For one consumer, who has experienced weight loss, progress notes and care plans demonstrate the consumer’s weight loss was related to general deterioration, with the consumer commencing end of life care in September 2025. 
The provider presented monthly call bell response analysis which evidence the number of call bells responded to in over 10 minutes has decreased each month from June to August 2025. Call bells are reviewed each day, and responsiveness is tabled at staff meetings to facilitate discussion and promote continuous improvement. In relation to Consumer D, monthly analysis demonstrates the average response time to Consumer D’s call bells has decreased by 43%, with the average response time now 3 minutes and 54 seconds. 
The provider advised they continue to implement targeted recruitment initiatives which are aimed at attracting a suitably skilled workforce, with 4 clinical staff due to commence in the coming months. To support and improve staff engagement and retention, recognition and rewards programs have been implemented, and workforce management updates are provided at both staff and consumer meetings. From June to August 2025, 24 new staff have commenced, and 15 staff have been terminated, reflecting ongoing growth and an increased workforce capacity. Following the April 2025 roster review, the hydration care staff shift was extended to 7 days a week to increase support at mealtimes, 2 evening care shifts and one additional overnight care shift were implemented to reflect similar hours to morning shifts. Following the July 2025 roster review, the provider implemented a range of additional shifts, including an additional lifestyle staff 7 days a week, redistribution of 2 clinical support shifts so both morning and evening shifts are covered. A recruitment effort is currently underway to recruit an additional clinical nurse shift, which will increase clinical oversight at the weekends.
The provider acknowledged agency use, advising it peaked in June 2025 following an infectious outbreak. Agency staff are generally engaged on a long-term basis through block bookings over several weeks or months to support continuity of care for consumers. Agency staff receive a comprehensive orientation upon commencement, and a tracking sheet of agency staff orientation was provided within the providers response.
The provider advised they have placed a self-imposed restriction on admissions since April 2025, as part of an organisation wide commitment to maintaining safe and quality care. As a result, the service is currently operating at 86% capacity, however, staffing on the master roster is based on an occupancy rate of 95%. In relation to 6 August 2025, additional management staff were on site and provided assistance to clinical and care staff and remained on site until late in the evening. The overnight clinical shift was unable to be covered, so additional agency care staff were engaged to provide additional on the floor support. This planning was not reflected on the roster or allocation sheets, as agency allocation is recorded through payroll. 
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. In coming to my finding, I acknowledge evidence of complaints relating to staffing levels within the service, however, I consider the provider acknowledged and addressed these concerns at the time of these complaints. The Assessment Team did not present evidence of consumers who felt impacted by insufficient staffing levels at the time of the assessment contact. 
In relation to Consumer D, evidence presented by the provider demonstrates significant improvements in the call bell response time for this consumer. I have also considered the service wide monthly call bell analysis and find the provider has made significant improvements in relation to call bell response times. 
I consider the provider is meeting mandatory care minutes and has demonstrated strategies for recruitment and retention of staff, and note the decreased agency use from June to August 2025. I acknowledge the unfilled shifts on 6 August 2025, however, I consider this does not demonstrate systemic deficits in the workforce, and the Assessment Team did not present evidence of adverse events as a result of the unfilled shifts.
For the reasons detailed above, I find requirement 7(3)(a) compliant. 
Requirement 7(3)(d) – The Assessment Team found the provider was unable demonstrate the workforce is recruited, trained, equipped, and supported to deliver the outcomes required by these Standards. The Assessment Team recommended requirement 7(3)(d) not met and provided the following evidence which was obtained through interviews and document review. 
Feedback from consumers and representatives about staff knowledge, skills, and practices, relating to an infectious outbreak in June and July 2025, included concerns staff did not undertake appropriate infection control practices, and advised communication was poor during the outbreak. An outbreak summary review undertaken by the provider following the outbreak highlighted staff required additional education around clinical monitoring and documentation during outbreaks. 
Improvements were noted in recruitment processes, mandatory and ad hoc training, and orientation programs. These improvements included increased monitoring for completion of recruitment processes and mandatory training. All staff have completed mandatory education, with only those on extended leave remaining outstanding. An orientation and buddy program for new and permanent agency staff was implemented. Staff confirmed they received sufficient training and onboarding. The provider also undertook a range of reactive toolbox education sessions to address common deficits in staff practice. This training included policies, falls management, infection prevention and control, wounds, and medication management.
The Assessment Team advised whilst the provider demonstrated improvements in recruitment and education programs, aspects of service delivery, such as incident management, and clinical care and oversight were not yet correctly informing education for staff.
The provider refuted the Assessment Team’s findings. The provider asserted appropriate action was taken in response to concerns relating to staff practice following the recent outbreak, and in their response provided evidence of infection control toolbox sessions undertaken by staff.
The provider highlighted the high rate of completion for mandatory training, and in their continuous improvement plan evidenced planned improvement actions, including, but not limited to, scheduled observational audits of staff practice, and undertaking staff feedback and self-assessment. 
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. I acknowledge concerns raised by consumers and representatives relating to staff practice during an infectious outbreak. However, I consider the provider took appropriate action to address concerns raised, and evidence was provided of toolbox sessions undertaken following the outbreak. I also consider the provider self-identified the requirement for additional infection control training as part of the outbreak review.
I acknowledge the Assessment Team’s statement that training is not yet informing education for staff, however, the Assessment Team did not present evidence deficits in care were related to a lack of education and training. Staff interviewed confirmed receiving appropriate onboarding and training, and the Assessment Team evidenced where deficits in staff practice were undertaken, a toolbox session was implemented for staff. I place weight on the high completion rates for mandatory training and improved onboarding processes for permanent and agency staff.
For the reasons detailed above, I find requirement 7(3)(d) 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
This Quality Standard is non-compliant as the 2 requirements assessed are non-compliant. 
Requirement 8(3)(d) – The Assessment Team found the provider was unable to demonstrate effective risk management systems and practices and recommended requirement 8(3)(d) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
In relation to management of high-impact or high-prevalence risks, whilst improvements were noted in assessment and planning processes, these improvements did not always result in improvements in care and service delivery. Deficits were identified in requirements 3(3)(a) and 3(3)(b) in relation to behaviour support, continence management, pain management and medication management. A high-impact high-prevalence risk register was in place at the service, however, deficits in operational care and services for consumers meant information contained within the register was unreliable.
A clinical indicators template should be completed each month, however, the template relies on risks and incidents being correctly identified and reported by staff. Management acknowledged incidents were not thoroughly investigated, and this was a work in progress. Management demonstrated consumers with falls and other risks were identified and mitigation strategies were in place. However, the use of mitigation strategies was not always monitored or reviews. Call bell reports were not reviewed on a daily basis to mitigate risks for all consumers, particularly for consumers at high risk of falls. 
Whilst the service demonstrated daily reports were printed to review medication administration and time sensitive medications, management could not provide a date of when the last medication management review was undertaken. Management acknowledged they were aware of this deficit and presented documentation demonstrating they had initiated contact with the pharmacy to conduct the review.
In relation to identifying and responding to abuse and neglect, as incidents were not fully investigated and reviewed, they could not be relied upon to be accurate assessments of the potential for abuse and neglect. Management advised late or missed medications and those not administered due to lack of stock, were not always identified as incidents or assessed for a potential incident reportable to the serious incident response scheme (SIRS), and therefore, not always captured in clinical indicators. In relation to wounds, one consumer sustained a skin tear, which was documented as 2 separate incidents. Discrepancies were present between the incident forms, with one report alleging the skin tear was caused by staff during care provision. Management advised they were not aware of the 2 reports and would investigate further for possible reportable SIRS. 
In relation to supporting consumers to live the best life they can, processes are in place to support consumers with choice and risk to improve and enhance their quality of life. However, deficits in requirements 3(3)(a) and 3(3)(b) around the delivery of care and services demonstrates consumers were not always supported to live their best life. Dignity of risk processes were in place for some consumers to identify and reduce risks, however, for some consumers, risks associated with their care were not identified, mitigated, managed, and monitored for effectiveness. Consumers were at risk of preventable harm in areas including medication administration, pain management, post falls management and behaviour support, impacting their ability to live their best life.
In relation to managing and preventing incidents, deficiencies were identified in the reporting and investigation of incidents, and in the use of mitigation strategies to prevent harm to consumers. The Assessment Team observed multiple incomplete investigations, incorrect information, and a lack of management review on investigations. Management acknowledged investigations were not always thorough and staff knowledge was not yet at the organisation’s expected standard. Governing body oversight of risks and trends relied heavily on accurate service level reporting and reports, therefore, contained inaccurate data. 
As part of a proactive risk management strategy, the provider engaged an external consultant to conduct audits within the service. Action plans were provided to address deficits identified within these audits, however, management acknowledged many of these deficits were ongoing and corrective actions were a work in progress. The external consultants had been engaged to remain at the service for an indefinite period.
The provider acknowledged the Assessment Team’s report, and in their response advised a comprehensive review is being undertaken. The organisation wide improvements include, but are not limited to, a recent board appointment of a non-executive member and chair, corporate office leadership restructure, a new executive manager of clinical governance and increased monitoring activities to track improvements and ensure they are sustainable.
I acknowledge the provider’s response, however, I find the provider did not demonstrate effective risk management systems and practices. In coming to my finding, I have considered the actions currently being undertaken to improve governance processes within the organisation, however, I consider improvements of this magnitude will require time to embed and review. 
For the reasons detailed above, I find requirement 8(3)(d) non-compliant.
Requirement 8(3)(e) – The Assessment Team found the provider was unable to demonstrate an effective clinical governance framework and recommended requirement 8(3)(e) not met. The Assessment Team provided the following information which was obtained through document review and interviews. 
Systems were in place for reporting, collecting, and analysing clinical data, however, these relied on accurate reporting at a service level. Deficiencies in service level operations clinical monitoring and oversight impacted on information received by the governing body. 
Whilst the organisation demonstrated self-identification of some deficits through internal and external audit processes, actions to correct, mitigate and manage deficits were not fully implemented at the time of the assessment contact. 
In relation to antimicrobial stewardship, policies were in place to ensure appropriate use of antibiotics for consumers and provided guidance on antimicrobial stewardship for staff. However, best practice antimicrobial stewardship was not demonstrated, with antibiotics still prescribed prior to or without pathology. Medication advisory committee meetings were required to be held 4 times a year, with the most recent meeting occurring in July 2025. Management acknowledged prior to this date, there were no records of these meetings occurring. 
In relation to minimising the use of restraint, the organisation had self-identified deficiencies in behaviour support and the use of restrictive practices across the organisation. The governing body advised an external organisation has been contracted to assist in reviewing and updating all care planning documentation and assessments for consumers at this service, including documentation relating to restrictive practices. However, management acknowledged the practice of managing and minimising the use of restraints was a work in progress. 
In relation to open disclosure, the organisation has policies to guide staff in the practice of open disclosure, and management and staff advised open disclosure was used in relation to complaints and incident management. The governing body stated they were aware of instances where open disclosure was required, and management escalated information to the governing body where appropriate. Documentation demonstrated the use of open disclosure by staff and management, and consumers and representatives stated they were offered apologies when issues occurred.
The provider acknowledged the Assessment Team’s report, and in their response advised a comprehensive review is being undertaken. The organisation wide improvements include, but are not limited to, a recent board appointment of a non-executive member and chair, corporate office leadership restructure, a new executive manager of clinical governance and increased monitoring activities to track improvements and ensure they are sustainable.
I acknowledge the provider’s response, however, I find the provider did not demonstrate effective risk management systems and practices. In coming to my finding, I have considered the actions currently being undertaken to improve governance processes within the organisation, however I consider improvements of this magnitude will require time to embed and review. 
For the reasons detailed above, I find requirement 8(3)(e) non-compliant.
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