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	Service included in this assessment:
	Provider: 6794 Palm Lake Care Operations Pty Ltd 
Service: 26552 Palm Lake Care Beachmere


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

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or 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 14 August 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 Applicable

	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 2 requirement (3)(e)
The provider ensures:
· assessments are reviewed at regular intervals and when a change in condition or incident occurs.
Standard 3 requirements (3)(a) and (3)(b)
The provider ensures:
each consumer receives safe and effective personal care and clinical care that is best practice, tailored to consumer needs and optimises their health and wellbeing.
high impact or high prevalence risks associated with consumers’ care are identified, managed, planned for, and monitored, including risks relating falls and post falls management.
Standard 8 requirement (3)(d) and (3)(e)
The provider ensures: 
· the organisation’s risk management systems and practices, including in relation to managing high impact or high prevalence risks, supporting consumers to take risks to live their best life, and managing and preventing incidents are reviewed to ensure effectiveness. 
· the organisations has an effective clinical governance framework, including for antimicrobial stewardship and minimising the use of restraint.

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.
	Not Compliant


Findings
This Quality Standard is not-compliant as 1 requirement has been found not compliant. The Assessment Team recommended requirements 2(3)(a) and 2(3)(e) in this Standard not met, and provided the following evidence gathered through interviews, document review and observations:
Requirement 2(3)(a) assessment and planning is not always current or reflective of consumer’s needs, goals and preferences, and risks to consumer health and wellbeing is not consistently considered. The service has an assessment process on admission, which does not include a validated malnutrition screening, and these are not completed for consumers as part of the assessment process and as such does not support the capturing of risks for consumers with risk of malnutrition.  
Eight named consumers’ assessments did not have risks consistently considered for their care and services including but not limited to skin integrity, mental health, medication, behaviour and pain management. For one named consumer with a diagnosis including depression, the service have not completed assessments using validated tools, and the behaviour support plan did not include individualised strategies to support staff deliver care. For a further 2 consumers with diagnosis including depression, assessment and planning did not consistently include information in relation to depression including strategies to assist manage and support the consumers. 
In relation to medication one consumer who is prescribed and administered anti-seizure medication did not have information included in their assessment and planning in relation to the risk of seizures and guidance for staff on how to manage the consumer safely if a seizure occurred. Staff confirmed they were not aware of the consumer’s history of seizures, what the signs of seizure were or the requirement to escalate to clinical staff. One named consumer who is prescribed and administers anti-psychotic psychotropic medication did not have the medication use or reason included in the behaviour support plan.  Documentation confirmed the medication is considered chemical restraint, however, assessments did not consider or include individualised strategies.
The provider acknowledged some information in the Assessment Team’s report and provided actions that have been implemented, added to their plan for continuous improvement, or are already in place to address those. In relation to medications and behaviour support, the provider’s response includes for 3 of 5 named consumers the evidence of discussion of risk and assessments completed prior to the assessment contact visit.  For one of those consumers the provider asserts they had recently moved to the home and within their admission assessment process and included the assessment they have completed post the visit for that consumer showing risks in relation to medications. For 2 named consumers the provider included evidence to show their care plan including behaviour support, had been reviewed and updated immediately following the assessment contact visit. In relation to the risks associated with nutrition, the provider asserts a mini nutritional assessment (MNA) has been completed for every consumer at the service and for the named consumer this was undertaken in July 2025 a few days prior to the assessment contact visit, and a dietary needs assessment completed during admission in May 2025.  The provider asserts the care plan was updated following the MNA.
I acknowledge the information in the Assessment Team’s report, however, have come to a different view and find assessment and planning is undertaken with the consideration of risks to consumer health and wellbeing.  In coming to my finding, I have considered the evidence from the provider for 7 of the 8 named consumers including updated care plans, behaviour support plans, and assessments completed.  In relation to the consumer with pain management and mental health assessments, I have considered information in the provider’s response that shows assessments have informed the consumers care plan including mental health and records pain management. For the consumer who had recently entered the service in June 2025, I have considered the evidence from the provider that shows various assessments completed and acknowledge the admission process was ongoing at the time of the assessment contact. I find the provider has undertaken assessment that has informed care planning, however, acknowledge consumer feedback and in relation to care delivery I have considered this in requirements 3(3)(a) and 3(3)(b).
In relation to the named consumer who experiences seizures, I have considered information in the provider’s response that shows care planning has been updated to reflect a care plan to guide staff practice in the event the consumer may have a seizure, and while this was not in place for that consumer at the time of the assessment contact, it was implemented immediately following.
In relation to behaviour support, I acknowledge the deficits identified in the Assessment Team’s report for multiple consumers and have considered this in requirement 3(3)(a) where it is more aligned with care delivery.
Accordingly, I find requirement 2(3)(a) compliant.

Requirement 2(3)(e) the service did not demonstrate they had an effective process in place to ensure consumer care is reviewed at regular intervals or when a change in condition or incident occurs.  Two named consumers were prescribed end of life medications at the beginning of 2025, however neither were receiving end of life care.  Documentation showed the service had not undertaken a review of either consumers medications to determine if those medications were required.  Documentation for one named consumer with a mental health diagnosis confirmed they had been prescribed a new anti-depressant medication, but staff had not undertaken an assessment since the new medication was in place. The consumer confirmed they have raised issues about their mental health to staff, but this has not triggered a review, and they said staff have not consulted them on their needs and preferences.  The consumer has issues with pain and had a pain patch in place for ongoing pain relief.  The pain relief was ceased in May 2025, but no review of pain or assessment was undertaken post the change.
Documentation confirmed for one consumer a new psychotropic medication was administered in February 2025 and was considered a chemical restraint, however, a review of behaviour support was not actioned until several months later in May 2025.  The consumers representative confirmed they had spoken to staff about increased behaviours they had observed with their consumer, which was recorded in progress notes at the beginning of July 2025 which did not trigger a review of care and services for that consumer. One consumer had their schedule 8 pain medication dosage doubled in May 2025 with no review or pain assessment completed following the change.  The consumer confirmed they were not experiencing breakthrough pain prior to the increase in medication dosage and was no consulted.
The provider acknowledged the information in the Assessment Team’s report and included evidence of actions implemented prior to and post the assessment contact visit. For the named consumer who expressed concerns about their pain regime being changed during May 2025, the provider asserts the consumer had surgery in relation to a fracture and was subsequently reviewed by the medical officer and pain medication increased.  The provider included information to show the representative for the consumer requested pain relief to be administered prior to personal care, as the consumer experiences pain despite being unable to articulate pain. Documentation included in the provider’s response shows a review of pain by the clinical manager undertaken in July 2025. Documentation evidenced the consumer has capacity to make their own medical decisions, can express pain and expressed they did not want medications ceased or changed.
In relation to the 2 named consumers who have end of life medications prescribed without at the time receiving end of life care, the provider asserts for one consumer’s palliative medications were put in place following a review in September 2024, further reviews in April and May 2025.  The provider’s response includes additional commentary that shows a review in July 2025 occurred with the end of life medications ceased, with the representative expressing wish for them to be continuing to be prescribed in case the consumer suddenly deteriorates. For the other named consumer, the provider included additional information and commentary that shows the consumer had an incident in February 2025 that triggered the prescription of anticipatory end of life medications, they were subsequently reviewed by the medical officer in May 2025 and those medications ceased.
In relation to behaviour support, the provider acknowledged gaps in documentation and asserts they have an action added to the plan for continuous improvement to review consumer behaviour support plans.  For the consumer who did not have their behaviour support plan reviewed for almost 3 months after changed behaviours and medication changes, the provider asserts the consumer was administered chemical restraint prior to their admission in 2023, and they have referred in August 2025 to a dementia specialist for additional strategies.
I acknowledge the additional commentary, information and evidence in the provider’s response, however, find the service did not demonstrate care and services are regularly reviewed, or staff consistently review consumer care when a change or incident occurs. In coming to my finding, I have considered the information in the Assessment Team’s report in relation to behaviour support which shows for the named consumers with changed behaviours reviews are not consistently occurring when changes in condition happen.  I have also considered information that shows behaviour support plans for multiple consumers did not reflect a review of care was undertaken in regular intervals, or when changes occur. For the consumer with medication changes in February 2025, I have placed weight on information in the Assessment Team’s report that shows a delay in reviewing the consumers care and services to identify behaviour support strategies, and further referral for review by a dementia specialist did not occur until after the assessment contact visit.
In relation to the consumer’s prescribed end of life medications, I acknowledge the information in the provider’s response that shows care has been reviewed for those 2 named consumers at regular intervals.
I acknowledge the actions taken by the service following the assessment contact visit and planned to implement in relation to the review of assessment and planning, specifically in relation to behaviour support and those that are ongoing and find these will need more time to be fully embedded to achieve efficacy.
For the reasons above, I find requirement 2(3)(e) 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

	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 not-compliant as 2 requirements have been found not compliant. The Assessment Team recommended requirements 3(3)(a) and 3(3)(b) not met, and provided the following evidence gathered through interviews, document review and observations. 
Requirement 3(3)(a) the service did not demonstrate consumers received personal care and clinical care that is tailored to their needs, optimises their health and wellbeing or in line with best practice.  The service did not demonstrate they delivered safe personal care in relation to consumer personal hygiene, or clinical care for each consumer in relation to behaviour support, restrictive practices, weight loss and falls management.
One consumer who is unable to mobilise or stand without staff support raised concerns about their personal care and described how they were often left in a soiled or wet continence aid after requesting assistance. They advised staff assist on their rising of the day, but they are left to ask for assistance when they need to use the bathroom as staff do not check on them regularly. The consumer confirmed they experienced skin irritations on their sacrum due to extended periods of time in soiled continence aids. Documentation reviewed confirmed the consumer has a directive for repositioning every 2 to 4 hours, however, there was no record of repositioning completed.
Documentation reviewed showed behaviour support plans are not tailored to consumer’s and contain generic strategies to manage behaviour prior to restrictive practices being administered.  For one consumer documentation showed non-pharmacological strategies recommended by a dementia specialist to manage behaviour were not being used to manage the consumer’s behaviour. One named consumer advised they had no knowledge as to why they had to sign a restraint authorisation for psychotropic medications that were palliative anticipatory medications. Management advised this was a precaution in case irregular clinical staff administered the medications for behaviour management. Management confirmed they were in the process of reviewing all care plans and consumers included on the psychotropic medications register.
In relation to unplanned weight loss, documentation for three consumers showed weight loss is not being regularly monitored, reviewed consistently or referred when there has been significant unplanned weight loss. Documentation for multiple consumers showed they had not been regularly weighed between January 2025 and July 2025. In relation to falls management documentation for one named consumer showed neurological observations are not consistently being taken in line with the organisation’s policy following a fall. 
The provider acknowledges some of the findings in the Assessment Team’s report and included actions taken and planned to address the deficits.  In relation to restrictive practices specifically chemical restraint, for one named consumer, the provider asserts the medication was prescribed for a mental health disorder and the medical officer updated the rationale for administration on 22 July 2025. In relation to unplanned weight loss the provider asserts the consumer’s weight is reviewed and referred when indicated, including additional information in their response for the named consumers. In relation to the named consumer who did not have neurological observations completed consistently post fall, the provider acknowledged the deficit and asserts the consumer did not experience harm as a result. In relation to personal care, the provider asserts they met with the named consumer at the beginning of August 2025 and there were no issues raised by that consumer.
I acknowledge the provider’s response, however, find the service did not demonstrate personal care and clinical care is always effective, tailored to consumers’ needs and preferences, optimises their health and wellbeing or is best practice.  In coming to my finding, I have considered information in the Assessment Team’s report in relation to behaviour support and restrictive practices that shows behaviour support is not always person centred, and acknowledge the provider has actions in place to review all care and service plans.  I have also considered in relation to restrictive practices, specifically chemical restraint, information in the Assessment Team’s report that shows valid informed consent is not consistently sought.  I acknowledge for one named consumer medications are administered due to a mental health diagnosis, however place weight on feedback from the representative that they had no discussion around the risks associated with the administration of those medications.
In relation to personal care, I have considered the information provided by the named consumer around personal care not always meeting their needs and how this impacted their skin integrity.  I acknowledge the consumer’s continence assessment has been reviewed post the assessment contact visit.
In relation to post falls management, I have considered information for the one named consumer who did not have neurological observations undertaken consistently post falls.  The consumer had multiple falls between April 2025 and June 2025 where staff have not followed their own post falls processes in relation to observations.  I acknowledge other post falls management processes were undertaken including referral and review by the physiotherapist, however, find the deviation from following the processes and not undertaken consistent neurological observations is not optimising a consumers health and wellbeing.
In relation to weight management, I acknowledge the information in the provider’s response for the named consumers that shows weight loss is identified and responded to through dietitian referral and review. I also acknowledge the process the service has for monitoring of consumer weights, which is supported by policies and procedures to guide staff practice.
I acknowledge the actions the provider has taken immediately following and planned in relation to behaviour support, restrictive practices, falls management and personal care, including the review of consumer care and service plans which is just over halfway through.  I find they will require time to fully embed for efficacy and encourage the provider to continue with those actions.
For the reasons above, I find requirement 3(3)(a) not compliant.

Requirement 3(3)(b) the service did not demonstrate they effectively manage high impact or high prevalence risks to consumer care in relation to pain, bowel, and medication management.  Three named consumers did not have their pain effectively managed. Consumers provided feedback in relation to pain management including they had not been consulted prior to pain medication changes and they have experienced pain since those changes were implented. Documentation showed staff do not consistently monitor or record pain as per the organisation.
Documentation shows staff do not consistently monitor or manage bowels. For one named consumer who has a history of constipation, staff are not monitoring bowels or not commnicating information to clinical staff for further review. In relation to medication management staff are not consistently undertaking safety checks prior to the administration of specific medications and not adminstering time sensitive medications within timeframes. For 7 consumers, documentation showed over 2 week period from 8 to 22 July 2025 50 medications were not provided within the 30 minute timeframes required.
The provider’s response acknowledges the deficits identified in the Assessment Team’s report and included additional actions taken following the assessment contact and planned to implement in relation to pain, bowel and medication management. Additional commentary included in the provider’s response shows for the named consumers the provider has included an action on their plan for continuous improvement to address the deficits identified. In relation to bowel management the provider has included additional information that shows for the named consumer’s, actions have been taken to update assessment and care planning for those consumers. In relation to medication management the provider acknowledges the deficits identified and included actions they were taking as part of their continuous improvements, and they have had discussions with one named consumer around their adminstration of time sensitive medications and a review of their assessment.
I acknowledge the information included in the provider’s response, however find the service did not demonstrate they effectively manage the high impact and high prevalence risks associated with the care of each consumer, specifically in relation to pain, bowel, and medication management.  In coming to my finding, I have considered and place weight on the information in the Assessment Team’s report that shows for multiple consumers pain was not effectively managed. I have also placed weight on the consumer experience and documentation including the lack of pain assessments. In relation to bowel management, I have considered information that shows for one named consumer with a history of constipation, the service did not have accurate or current information about the consumers condition to guide staff practice, or demonstrate their bowels were consistently monitored. I acknowledge the actions the provider has taken to review the consumer’s continence and toileting care assessment and place weight on the gaps identified for that consumer in relation to the management of their bowels and the impact on their quality of life. 
In relation to medication management, I have considered information in the Assessment Team’s report that shows for multiple consumers medication was not being administered or monitored in a safe manner, and for one consumer self administration of time senstive medication was not monitored safely, placing multiple consumers at risk of harm.  
I acknowledge all of the actions the provider has taken following the assessment contact and planned to implement as part of their plan for continuous improvement.  I find those actions will need time to be fully embeded to achieve the desired improvements in care and service delivery.
Based on the information above, I find requirement 3(3)(b) not 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
The assessment team recommended requirements 7(3)(a) and 7(3)(d) met as the service demonstrated they have the right mix and number of staff to deliver safe and quality care and services and staff were trained, equipped and supported to deliver the outcomes required by the standards.  
Consumers and representatives were satisfied there were enough staff to deliver care in the way they wanted that met their needs and preferences, and were confident staff were well trained and equipped to do their jobs. Staff said they felt supported to do their roles and they now had more permanent regular staff and less agency staff on duty. The service’s roster and allocation sheets showed the service showed registered nurse care minutes were met for July 2025.  Staff confirmed they undertake mandatory training and management follow up when they have not completed required modules on time. Agency staff confirmed they receive an orientation prior to starting at the service. Documentation showed police checks are monitored by the organisation’s human resource area.
As all requirements were not assessed there is no overall rating for this Standard.

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 not compliant as 2 requirements are not compliant. The Assessment Team recommended requirements, 8(3)(d) and 8(3)(e), not met and, provided the following evidence gathered through interviews, document review and observations. 
Requirement 8(3)(d) the service did not demonstrate its risk management system was effective in relation to the management of high impact and high prevalent risks to consumers care, supporting consumers to live their best life, incident management or recognising and responding to abuse or neglect. Documentation showed pain, bowels, unplanned weight loss and medications are not always monitored or managed effectively for consumers, post falls management or behaviour support processes are not followed by staff consistently. Risks associated with medications including late administration of time sensitive medications are not captured on the high impact high prevalence register, and late or missed medication incidents were not always captured to drive improvements in staff practice. 
Documentation confirmed incidents are not always investigated to identify strategies to mitigate risks to consumer harm and prevent recurrence. Consumers who choose to administer their own medications do not have appropriate assessment and planning to consider and mitigate those risks undertaken. The organisation’s governing body confirmed improved practices in relation to incidents and escalation to management for consideration of reporting via the serious incident response scheme (SIRS) have been implemented. 
The provider acknowledges the deficits identified in the Assessment Team’s report and provided actions they are taking and have planned as part of their plan for continuous improvement. Those actions include but are not limited to reviewing all consumer assessments, care and services plan, reviewing all weights to monitor weight loss, education on the deficits identified, a review of assessments for consumers who wish to self-medicate, and a new process of clinical management to review all incidents.
I acknowledge the actions the provider has and plans to take, however find they did not demonstrate they have an effective risk management system in place. In coming to my finding, I have considered information in the Assessment Team’s report that shows incidents are not always managed effectively to identify strategies to prevent recurrence or harm to consumers, the risk management system has not identified deficits in the management of high impact and high prevalence risks to consumers, and consumers who wish to take risks including self-medication are not supported to do so with appropriate risk mitigation strategies.
I have also considered information in Standards 2 and 3 that shows deficits in the assessment and planning and the management of high impact and high prevalence risks including clinical risks, specifically pain, falls, bowel, and behaviour management.
I acknowledge the actions the provider has included on their plan for continuous improvement and note the due date for some of those actions is October 2025. As such I find these will need time to be fully embedded for efficacy.
Based on the information above, I find requirement 8(3)(d) not compliant.
Requirement 8(3)(e) the service did not demonstrate it had an effective clinical governance system in place, clinical incidents including falls were not always analysed or strategies evaluated for effectiveness to prevent recurrence. The service identified gaps in their falls management and behaviour support practices and processes through internal audits between January and March 2025, documented improvement actions, however deficiencies in those areas were identified by the Assessment Team. Documentation showed there were almost seventy incidents of infection, with minimal information about the cause, and almost one third of consumers with infection receiving anti-biotic therapy without a definitive cause being identified.  The service has an effective open disclosure process with documented policies and guidelines for staff to follow.
The provider acknowledges the deficits identified in the Assessment Team’s report and provided actions they are taking and have planned as part of their plan for continuous improvement.  Those actions include but are not limited to reviewing all consumer care and services plans, a letter to medical officers reminding of antimicrobial stewardship responsibilities, review of all behaviour support plans, review of all restrictive practices in place including authorisations and consents, review of as required (PRN) chemical restraint usage,  and education to all staff around behaviour support, restrictive practices and antimicrobial stewardship.
I acknowledge the information in the provider’s response and actions included on the service’s plan for continuous improvement, however, I find the service did not demonstrate an effective clinical governance system is in place. In coming to my finding, I have considered information in the Assessment Team’s report that shows deficits in the use of restrictive practices including valid informed consent not consistently being sought and behaviour support not always being individualised.  I have also considered and placed weight on the information for antimicrobial stewardship that shows deficits in the monitoring and recording of infections to enable analysis of the use of antibiotics to ensure correct usage and effectiveness.
I acknowledge the actions the provider has included on their plan for continuous improvement and note the due date for several improvement actions is October 2025.  As such I find these will need time to be fully embedded for improvements to be achieved and encourage the provider to continue to identify and embed those improvement actions.
Based on the information above, I find requirement 8(3)(e) not compliant.
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