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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 Caloundra (the service) has been prepared by M Glenn, 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 consumers, representatives, staff, management, and others; and
the provider’s response to the Assessment Team’s report received 30 July 2025 which includes commentary and supporting information relating to deficits identified in the Assessment Team’s report, as well as a plan for continuous improvement.  


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 as not all requirements 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 2 requirement 2(3)(a)
The provider ensures:
· assessments are undertaken to identify risks to consumers’ health and wellbeing; and
· information gathered through assessments is used to develop appropriate management strategies, in line with consumers’ current care needs and preferences, to enable staff to provide safe, quality care and services.
Standard 3 requirements 3(3)(a) and 3(3)(b)
The provider ensures:
consumers are provided best practice, tailored clinical care which optimises their health and wellbeing and is in line with their assessed needs and preferences, including, but not limited to, monitoring of blood pressure, blood glucose levels and fluid intake; behaviour support; and chemical restrictive practices; and    
high impact or high prevalence risks associated with consumers’ care are identified, assessed, managed and monitored. This includes, but is not limited to, risks relating to bowel care, behaviours, restrictive practices, post falls monitoring and weight loss.

Standard 8 requirements 8(3)(d) and 8(3)(e)
The provider ensures: 
· organisational risk management systems and processes, including those relating to high impact or high prevalence risks and identifying abuse and neglect are reviewed to ensure effectiveness; and 
· the organisational clinical governance framework is reviewed, including in relation to monitoring and oversight of clinical care and staff practice, as well as deficiencies identified in assessment, planning and clinical care. 


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
The Quality Standard is non-compliant as one of the 2 requirements assessed is non-compliant.
Requirement 2(3)(a) - The Assessment Team found assessment and planning did not consider risks to consumers’ health and wellbeing, including in relation to use of psychotropic medications. The Assessment Team recommended requirement 2(3)(a) not met and provided the following information gathered through interviews and document review. 
Deficits were identified in behaviour charts and psychotropic medication monitoring to support the medical officer (MO) to make decisions about the suitability of a consumer’s as required (PRN) psychotropic medication commenced in May 2025. For another consumer, the care and behaviour support plan (BSP) did not include risks associated with a diagnosis of depression to guide staff in supporting the consumer. There are inconsistencies in electronic care system information relating to frequency of another consumer’s blood pressure (BP) monitoring. 
Assessment and planning does not demonstrate the appointment of a restrictive practices substitute decision maker to provide consent for a consumer’s chemical restraint. There has been no representative consent documented following reviews conducted in April 2025 and June 2025. Additionally, the restrictive practices assessment and authorisation does not show comprehensive assessment to support use of the chemical restrictive practice, that other relevant information has been evaluated to understand the consumer’s behaviours to support the use of the restrictive practice, or that risks and benefits of the restrictive practice have been communicated to the representative.
In coming to my finding, I have also considered evidence highlighted in requirements 3(3)(a) and 3(3)(b). Specifically, management have not considered how environmental restrictive practices used for some consumers impacts the free movement of other consumers. A consumer’s continence care plan does not identify constipation as a care issue, the consumer’s usual bowel pattern, or strategies to direct staff in relation to bowel management. For another consumer, behaviour chart records and progress notes do not consistently note the time of the behaviour, or personalised behaviour support interventions described by staff. 
The provider, in their response, indicates an initial new patient consultation was conducted in May 2025 where the MO reviewed a named consumer’s BSP which included detailed assessment of behaviour charting. The provider states another named consumer refused BP monitoring in April 2025 and May 2025, however, BP monitoring was completed in June 2025 and July 2025. Following a fall, the GP requested BP monitoring be attempted daily for a week, which has subsequently been ceased and the BP directive form updated. The provider states another consumer’s depression is managed through a prescribed medication and any changes in their behaviour are monitored and documented in the BSP. Following a subsequent review by the MO, the dose of the consumer’s medication has been reduced. The provider acknowledges inconsistencies in behaviour charting and implementation of best practice alternative strategies for another consumer, and in response, education toolbox talks have been delivered to staff on behaviour charting and PRN chemical restrictive practice.  
The provider states the organisation is currently reviewing the decision-making policy and plan to strengthen processes. The provider’s response includes an overview of a consumer’s prescribed regular antipsychotic medication, specialist and MO reviews, and consultation with the consumer’s legal representative. The response indicates on admission and identification that the medication was a potential chemical restraint, the restrictive practice assessment and authorisation form was completed with the representative. 
I acknowledge the provider’s response. However, I find assessment and planning processes do not sufficiently inform the delivery of safe and effective care and services, or consider risk. In coming to my finding, I have placed weight on the Assessment Team’s report.  
For consumer’s highlighted, care plans and other related care documentation do not include correct, sufficient or tailored information to guide staff in the provision of consumers’ care. For 2 consumers, there was insufficient or inconsistent information in monitoring charts, directives and continence care planning. For one of these consumers, deficiencies in bowel management has resulted in a change in their condition and hospitalisation. Personalised strategies described by staff are not reflected on behaviour charting or progress notes to enable identification and inclusion in the BSP to guide all staff in the management of a consumer’s behaviours. I have also considered management and staff have not demonstrated an understanding of their legislative responsibilities in relation use of chemical and environmental restrictive practices, including undertaking discussions relating to risks and consent. As highlighted in requirement 3(3)(a), use of environmental restraint has not been identified, therefore, related assessment and planning processes have not been undertaken to identify those consumers impacted. 
I acknowledge a BSP, included in the provider’s response, outlines behaviours, triggers, outcomes and best practice strategies to support a consumer, aligned with their diagnosis of depression.  
I acknowledge actions taken by the provider to address deficits identified for consumers highlighted in the Assessment Team’s report. However, the issues have not been identified by the organisation’s own processes and the provider’s response, including the plan for continuous improvement (PCI), does not include any planned actions specific to this requirement nor show how the provider plans to address the issues more broadly. 
For the reasons detailed above, I find requirement 2(3)(a) non-compliant.  
Requirement 2(3)(e) - The Assessment Team found care and services were not regularly reviewed for effectiveness and care plans did not consistently reflect consumers’ needs, goals and preferences in response to changed circumstances. The Assessment Team recommended requirement 2(3)(e) not met and provided the following information gathered through interviews and document review. 
A consumer’s dignity of risk form does not reflect the most recent speech pathologist review conducted in June 2025. Additionally, the consumer expressed dissatisfaction with current bowel management processes, which have been ongoing for 12 months, stating staff have not listened to their requests for another treatment option. The consumer’s bowel management requirements have not been reassessed. 
A consumer was involved in a serious incident response scheme (SIRS) incident in February 2024. The investigation states the representative believed the consumer’s recent medical diagnosis may have contributed to the incident and felt the consumer had not come to terms with the diagnosis. The care plan and BSP have not been reviewed or updated to include the diagnosis as a potential trigger. Staff could not describe the emotional support provided to the consumer following the incident and since, considering the investigation showed they may have unresolved issues related to their diagnosis. 
Individualised and personalised strategies documented in a consumer’s BSP dated July 2025 have not been updated in the restrictive practices assessment and authorisation and the care alert notification on the electronic system confirms this is incomplete. Prevention strategies described by care staff for a consumer who had a fall in April 2025 are not included in the care plan. 
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While I acknowledge evidence brought forward by the Assessment Team, I do not consider these instances are indicative of systemic issues relating to review of assessment and planning. In coming to my finding, I have placed weight on the provider’s response, including actions they have taken subsequent to the assessment contact.  
The provider states, and documentation included in their response shows, there were no changes in the consumer’s risks, condition or preferences following a speech pathologist review in June 2025. Recommendations made by the speech pathologist in April 2025 remain current and are reflected on the dignity of risk form; the date of the most recent review has been added to the form. The provider acknowledges issues highlighted for 3 other consumers and has updated related assessments, care plans or BSPs accordingly.  
I acknowledge the actions taken to address assessments and care plans for consumers highlighted in the Assessment Team’s report. However, the issues have not been identified by the organisation’s own processes and the provider’s response, including the PCI, does not include actions they plan to take to address the issues more broadly. I would encourage the provider to consider reviewing their processes relating to how they ensure information in assessment and planning is current and reflective of consumers’ current needs and preferences.
For the reasons detailed above, I find requirement 2(3)(e) compliant. 

Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	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
[bookmark: _Hlk205472182]The Quality Standard is non-compliant as the 2 requirements assessed are non-compliant.
Requirement 3(3)(a) - The Assessment Team found consumers were not receiving best practice, tailored care that optimised their health and wellbeing, specifically care relating to diabetes, pressure area care, BP monitoring, fluid intake monitoring and restrictive practices. The Assessment Team recommended requirement 3(3)(a) not met and provided the following information gathered through interviews and document review. 
A consumer’s blood glucose levels (BGL) have not been monitored in line with the diabetic management plan for 3 consecutive days in July 2025, and the MO has not been consistently notified when BGLs are outside of reportable range. Additionally, a food and fluid intake chart has not been consistently completed in line with the diabetic management plan, including for 5 days where no entries are recorded. The summary care plan notes directives for strict fluid charting. 
Monitoring practices to ensure a consumer was regularly repositioned were not demonstrated, with management explaining current practice is to rely on skin assessments while the organisation reviews policies and procedures. 
A consumer who requires regular BP monitoring experienced a period of elevated readings which were not escalated to the MO for review. There is no evidence to show the consumer’s BP or an episode of dizziness was reviewed by a MO until a fall 13 days post a high BP reading. Charting for another consumer shows BP monitoring has not been undertaken weekly, in line with care planning documentation, with only 5 readings recorded for 2025. 
Care documentation shows staff are required to offer a consumer regular fluids and maintain a food and fluid chart to monitor fluid intake. Charting shows fluid intake is not recorded accurately or that the consumer is only receiving limited fluids. The ‘important information’ section of another consumer’s care file states staff are to record fluid intake each shift. Charting to monitor fluid intake was ceased in June 2025 and an ongoing fluid monitoring chart commenced. Both charts show fluid intake has not been monitored adequately, and the chart commenced on 25 June 2025 has no entries. 
Environmental restrictive practices used for some consumers trigger doors to be locked when they are within proximity, however, management have not considered how this impacts the free movement of other consumers or considered the door as an environmental restraint.
A consumer prescribed a regular benzodiazepine to manage anxiety commenced a PRN benzodiazepine in February 2025. While the psychotropic medication register shows the PRN medication is not considered a chemical restraint, behaviour charting, the BSP and progress notes show the medication is used to manage a behaviour, which was corroborated by staff. Management said they do not consider the PRN medication a chemical restraint as other strategies are tried to address distress and the behaviour before it is administered. They said the medication is to manage anxiety not the behaviour. 
[bookmark: _Hlk127188995]Another consumer has been administered a PRN antipsychotic on 5 occasions over a 4 month period, there is no evidence of consent prior to administration or of monitoring of the effectiveness of the medication in a timely manner. On 3 occasions, the effectiveness was evaluated the following day. On one occasion, progress notes show deficits in behaviour charting and lack of evidence demonstrating the medication was used as a last resort. For this consumer, a regular antipsychotic medication was ceased following a MO review in February 2025. However, the medication was recommenced in April 2025 when the service transitioned from paper-based to an electronic medication system. The representative said the consumer had been incorrectly administered the medication without their consent and was only made aware the medication was still being administered during a case conference in May 2025. Management acknowledged the consumer’s regular antipsychotic medication was incorrectly documented following the transition of the medication systems. Management said there was no medication incident investigation raised in response.
The provider, in their response, included supporting documentation which shows a consumer’s BGLs were taken on 2 of the 3 days post the change in monitoring frequency, in line with required timeframes. The provider identified BGL readings were documented in 2 systems and has implemented actions to address this. The response also includes documentation to show notification of BGLs outside of reportable range to the MO. The provider acknowledges a MO review was not undertaken in response to a consumer’s elevated BP, and another consumer’s BP was not taken in line with care plan directives. For another consumer, the provider states food and fluid intake monitoring was a time-limited intervention and not intended as an ongoing clinical requirement. The provider acknowledges gaps in another consumer’s charting and a referral to the MO has been initiated to review requirements for ongoing fluid management. 
The provider asserts a PRN medication is intended to manage a consumer’s anxiety rather than behaviours, and the BSP provides specific strategies to address change in behaviours. In relation to a second named consumer, the provider states staff education on the use of PRN chemical restrictive practices, including documentation processes has commenced. For another consumer, the provider included further information relating to the change in medication systems and the regular antipsychotic medication reappearing in error on the electronic system. The provider states the medication was not administered as the clinical team were aware the medication had been previously discontinued, and the medication was ceased in May 2025 at the request of the consumer’s representative. 
The provider’s response includes a PCI to address the issues raised. Planned actions include, but are not limited to, providing education on diabetes and BP management, food and fluid charting and behaviour support strategies and charting; daily review of BGL, BP and food and fluid intake charting; weekly review of food and fluid charting and consumer review; and daily review of PRN psychotropic medication administration. Timeframes for completion of planned actions are noted as 31 October 2025. 
I acknowledge the provider’s response. However, this requirement expects each consumer receives safe and effective personal and clinical care which is best practice, tailored and optimises health and wellbeing. As such, I consider 4 consumers highlighted have not received effective clinical care and placed weight on evidence presented in the Assessment Team’s report.  
The evidence shows clear departures in clinical best practice and lack of monitoring and oversight of clinical care which has compromised, or has the potential to compromise consumers’ health and wellbeing. Appropriate, prompt actions have not been undertaken, including in line with documented directives, in response to elevated BGLs and BPs. While the provider asserts the MO is notified where BGLs are outside of reportable range, this is not evident in a consumer’s progress notes, included in the provider’s response, for 2 days in July 2025, and one of the 2 entries does not evidence monitoring of the consumer’s condition in line with the diabetic management plan. While I acknowledge email correspondence showing on 2 occasions since the assessment contact, the MO has been notified of BGLs outside of range, one of these emails, which includes 2 days of monitoring, shows the MO was notified over 24 hours after the elevated BGL was identified. 
Food and fluid charting has not been consistently completed which has not ensured appropriate oversight and monitoring of consumers’ intake to enable changes in their health, condition and wellbeing to be recognised and prompt action to be taken in response. While the provider states monitoring of one consumer’s food and fluid intake was a time-limited intervention, this is not supported by the Assessment Team’s report which indicates charting was in place beyond the dates referenced in the provider’s response. Additionally, a summary care plan included in the provider’s response includes an alert indicating food and fluid charting is in place.
I have also considered restrictive practices, specifically use of psychotropic medications, have not been used in line with legislative requirements. While not considered a chemical restrictive practice, documentation shows, and staff state, a PRN benzodiazepine is administered to manage a consumer’s behaviours. I would encourage the provider to ensure individualised assessments are undertaken to enable them to understand what the medication is being used for, when it is being used, and what it is staff expect to achieve through the use of the medication. For another consumer, consent prior to use of a chemical restraint, monitoring of effectiveness and use as a last resort was not evident. Additionally for this consumer, there is no evidence to show that when clinical staff became aware of a regular antipsychotic medication, which had been ceased in February 2025, being reflected on the new electronic medication chart that actions were taken to address this. The provider states this medication was again ceased on the 30 May 2025, 66 days after the medication was formally ceased by the MO in February 2025. The provider states the medication was not administered following implementation of the new electronic medication chart. This is not supported by the medication chart included in the provider’s response which shows the medication was administered on 18 occasions following implementation of the electronic chart.  
While I acknowledge there was no evidence demonstrating a consumer was regularly repositioned, the lack of related documentation in and of itself does not indicate that repositioning is not occurring. The Assessment Team’s report does not include feedback from staff about their understanding of this consumer’s repositioning requirements or evidence demonstrating the consumer has been impacted as a result. The provider’s response indicates that since admission in 2023, the consumer has not sustained any pressure injuries. The provider states pressure area charting will be tabled for discussion at the clinical governance committee meeting, and the PCI includes an action to review all skin assessments. 
I find the evidence relating to environmental restraint does not align with the intent of this requirement, that is, the provision of personal and clinical care. The evidence is more aligned with assessment and planning and risk management governance systems. As such, I have considered the evidence and the provider’s related response in my findings for requirements 2(3)(a) and 8(3)(d).  
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, specifically bowel care, behaviours, SIRS incidents, post falls neurological observations and weight loss are not effectively managed. The Assessment Team recommended requirement 3(3)(b) not met and provided the following information gathered through interviews and document review. 
Progress notes and charting shows a consumer, with a diagnosis of constipation, experienced a change in their usual bowel pattern over a 5 day period in July 2025, culminating in a decline in condition and transfer to hospital. There is no evidence to show notification to or review by the MO or completion of a clinical review by the registered nurses in response to the changed bowel patterns. Bowel charting from 2 June 2025 to 7 July 2025 shows the consumer went without a documented bowel motion from one day up to 12 days; with no charting completed at all on 2 days. The consumer is prescribed regular and PRN aperients. On occasions where PRN aperients have been documented as not being effective, there is no evidence to show further interventions or actions taken. Additionally, there is no evidence that the MO was contacted to review the consumer’s bowel management to identify if the medications were effective or needed adjusting. Continence care planning does not identify constipation as a care issue, include strategies to direct staff in relation to bowel management, or identify the consumer’s usual bowel pattern.  
Behaviour charts and progress notes do not show best practice alternative strategies are used prior to administering a consumer a PRN antipsychotic medication. Behaviour charts or progress notes do not consistently document the time of the behaviour or include personalised interventions described by staff. Medication administration charts show the PRN medication is not consistently reviewed for effectiveness after it is given, and on at least one occasion, effectiveness has been documented the following day. Progress notes for another consumer do not consistently reflect trial of best practice alternative strategies prior to administration of an antipsychotic medication. 
A progress note entry in April 2025 records an incident where staff saw a consumer hit another consumer with a utensil. The manager’s assessment of the incident differed from the staff who witnessed the incident and those who initially reviewed video footage. The final manager’s review indicates there was no unreasonable use of force identified or intention to cause harm, and concluded the incident was not a reportable incident under SIRS. 
Neurological observations have not been conducted for 3 consumers in line with service policy following unwitnessed falls in May, June and July 2025. For one of these consumers, reasons the observations were not conducted following 3 falls included ‘unable to attend due to med rounds, visual check attended, patient was asymptomatic’; ‘unable due to clinical meeting’; and ‘unable to attend due to med rounds, visual check attended. Consumer is comfortable.’ Incident investigation forms for all 3 falls indicate neurological observations were attended in line with the policy. Since May 2025, a consumer’s BP has not been consistently taken daily in line with MO directive which states ‘Because (the consumer) is high falls risk – I would appreciate daily BP reviews’. 
A consumer has experienced significant weight loss between February 2025 and July 2025. There are no progress notes related to weight loss during this period and no new strategies introduced since the last dietitian review in February 2025 to address further weight loss. A dietitian referral was initiated during the assessment contact in response to a request from the consumer’s family. Another consumer experienced significant weight loss from May 2025 to June 2025. A weight loss review conducted in July 2025 notes to continue food and fluid charts and consider referral to a dietitian if intake declines or weight loss continues. Food and fluid charts for July 2025 have not been consistently completed. 
The provider’s response, in relation to bowel management, outlined actions taken following the consumer’s return from hospital, and a family conference has been held which included a comprehensive review of the care plan. The provider acknowledges neurological observations were not conducted in line with organisational policy for the 3 consumers highlighted and BP monitoring was not completed in line with MO directives. The provider acknowledges formal review of a consumer’s weight loss was not conducted, and food and fluid charting was not consistently completed for another consumer. Both consumers have subsequently been reviewed by a dietitian and recommendations implemented. The provider acknowledges inconsistencies in behaviour charting and documentation of behavioural changes and implementation of best practice alternative strategies. In response, education toolbox talks have been delivered to staff on behaviour charting and PRN chemical restrictive practice. The provider, however, requested clarification regarding the definition of a timely manner in relation to review of effectiveness of antipsychotic medication, and states the effectiveness of medication for the 2 days highlighted had been noted. 
Planned actions to address the issues identified, outlined on the PCI, include, but are not limited to, providing education on management of bowels, falls, weights and behaviour support strategies and charting; daily review of bowel and neurological observation charting and PRN psychotropic medication administration; and monthly weight reviews. Timeframes for completion of planned actions are noted as 31 October 2025. 
I acknowledge the provider’s response. However, this requirement expects high impact or high prevalence risks are effectively managed for each consumer. I consider the evidence shows a lack of monitoring and oversight of clinical care practices related to the management of a range of high impact or high impact clinical risk areas associated with consumers’ care. Risks relating to bowel care, behaviours, restrictive practices, post falls monitoring and weight loss have not been effectively managed for 8 consumers highlighted. In coming to my finding, I have placed weight on evidence presented in the Assessment Team’s report.  
A consumer’s bowel care has not been effectively managed or monitored, with prompt actions not undertaken in response to changes in bowel patterns, including referral to the MO for review. This has resulted in a decline in the consumer’s condition and subsequent hospitalisation.   
I have considered restrictive practices, specifically use of psychotropic medications, have not been used in line with legislative requirements. Psychotropic medication have been administered to manage consumers’ behaviours without prior trial of non-pharmacological, best practice strategies, and administration and efficacy of psychotropic medications administered is not consistently documented, or documented in a timely manner. The provider states the effectiveness of medication administered to a consumer on the 2 days highlighted had been noted. This is not supported by progress notes dated May 2025 which states the ‘effectiveness (of the medication) is to be assessed’. In their response, the provider requested clarification regarding the definition of a timely manner in relation to review of effectiveness of antipsychotic medication. I would counter with where a medication is administered to influence a consumer’s behaviour, good clinical monitoring should be undertaken to observe the effects and impacts of the medication and to ensure other person-centred support strategies continue to be provided to support the consumer’s quality of life and wellbeing and to minimise the level of distress being experienced. 
Neurological observations have not been consistently conducted following unwitnessed falls, in line with the service’s policy, and reasons documented by staff for not attending a consumer’s observations are not sufficient nor do they demonstrate understanding of the purpose of using neurological observations to monitor for early detection or change in the consumer’s condition. Additionally, where weight loss has been identified, appropriate actions have not been taken, including review or implementation of new strategies, referral to a dietitian or consistent charting of food and fluid intake to enable effective monitoring of intake to occur. 
In relation to continence care documentation, I find this evidence is more aligned with assessment and planning processes and have considered this evidence in my finding for requirement 2(3)(a). Additionally, the evidence relating to a consumer to consumer incident does indicate the consumer’s behaviours are not being effectively manage. I find the evidence is more aligned with the organisation’s governance systems as they relate to management of risks and have considered the evidence and the provider’s related response in my finding for requirement 8(3)(d).  
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
The Assessment Team assessed requirements 7(3)(a) and 7(3)(d) and recommended both met. The Assessment Team provided the following information gathered through interviews and document review relevant to my finding. 
The workforce is planned to enable the delivery and management of care and services. A master roster is maintained, based on meeting mandatory care minutes and ensuring there is sufficiently skilled staff, mix and numbers to enable consumers’ needs to be met. There are processes for planned and unplanned staff leave, with vacant shifts filled with the service’s own staff and agency staff. Staff said there are sufficient staff rostered to enable them to meet consumers’ needs, and overall, consumers and representatives are satisfied with staffing levels.
There are processes for recruitment, orientation, including for agency staff, and staff training. Mandatory training is provided, and monitoring processes ensure staff completion of training within required timeframes. Additional staff training is provided to improve their knowledge and skills in response to the needs of consumers, legislative requirements and clinical data, with clinical data, audits and staff and consumer/representative feedback used to identify training needs. Staff said they are given the opportunity to ask for additional training during the performance appraisal process and at staff meetings, and agency staff said they receive orientation before commencing their shift. While most consumers and representatives are satisfied service staff are trained, most are not confident in agency staffs’ knowledge of consumers’ care needs. 
While deficiencies in staff practices have been identified in relation to assessment, planning and provision of clinical care, I have considered this has been impacted by poor clinical governance, including lack of monitoring and oversight of clinical care practices. Evidence presented by the Assessment Team, specifically for requirement 7(3)(d), shows staff receive sufficient training to perform their roles. Staff interviewed described their responsibilities for monitoring and recording, including for areas where deficiencies have been identified. 
Based on the Assessment Team’s report, I find requirements 7(3)(a) and 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
The Quality Standard is non-compliant as the 2 requirements assessed are non-compliant.
Requirement 8(3)(d) - The Assessment Team found the organisation’s risk/incident management system did not have effective oversight of consumer incidents, including SIRS incidents, or the impact of high impact or high prevalence risks. The Assessment Team recommended requirement 8(3)(d) not met and provided the following information gathered through interviews and document review. 
The chief executive officer is responsible for reporting to the board, including of risks/incidents needing immediate actions. Clinical governance committee minutes show SIRs are documented according to incident the type. The minutes only reflect senior management attended a comprehensive review of SIRS and do not demonstrate actual governance/oversight, such as what happened, actions implemented, what next to mitigate the risk of reoccurrence, or if the management of the incident/risk was effective. While senior management said priority 1 SIRS are reported to the board and become part of board papers circulated to board members prior to meetings to enable members the opportunity to raise questions, this was not reflected in board minutes. 
The Assessment Team referenced ineffective management of clinical care and high impact or high prevalence risks as highlighted in requirements 3(3)(a) and 3(3)(b). In coming to my finding, I have also considered evidence highlighted in requirement 3(3)(b) which shows management had not considered a strategy used for some consumers as an environmental restraint when it impacted the free movement of other consumers; and 3 incident investigations completed following falls sustained by a consumer noted neurological observations had been attended in line with organisational policy which was not consistent with neurological observation charting.  
The SIRS register includes a reported SIRS incident of an allegation of sexual assault by a consumer by an unknown perpetrator in February 2025. There is no evidence the incident was reported to police, with documentation showing management asked the consumer’s representative if they would like the incident reported to the police which the representative declined. When asked does the representative have the right to decide not to report such an allegation to the police, management answered yes as the representative had enduring power of attorney. The Assessment Team identified a consumer was administered ceased psychotropic medication, and while acknowledged by management, incident forms have not been completed. In coming to my finding, I have also considered evidence relating to a consumer to consumer incident in April 2025 highlighted in requirement 3(3)(b). The final manager’s review of the incident differed from the account of staff, and indicated there was no unreasonable use of force identified or intention to cause harm, and was not a reportable incident under SIRS. 
The provider, in their response, included an overview of the organisation’s risk management and governance framework. The provider states while minutes do not explicitly detail each SIRS incident discussion, board papers provide the board sufficient insight and opportunity for further discussion. The governance model ensures information is escalated and disseminated appropriately through established leadership and reporting structures and does not solely rely on the level of detail recorded in committee minutes. The provider maintains incident reports and clinical reviews are maintained in operational systems. Subsequent to the assessment contact, an executive manager of clinical governance has been appointed with the intention of strengthening the organisation’s clinical leadership, enhance oversight of quality and safety systems and to support ongoing clinical compliance. The Assessment Team’s report also notes the organisation plans to increase their auditing processes with findings going directly to the board for review. Additionally, nurse advisors commenced at the service the week of the assessment contact and will assist with identification and management strategies of consumers with care risks. In relation to the incident in April 2025, the provider reiterated findings of the investigation did not warrant reporting through the SIRS. 
I acknowledge the provider’s response. However, I find risk management systems and practices relating to high impact or high prevalence risks and identifying abuse and neglect are not effective. In coming to my finding, I have placed weight the Assessment Team’s report.
I have considered the service and organisation have not demonstrated effective risk management systems and practices to support management of consumers’ high impact or high prevalence risks, as highlighted in requirement 3(3)(b). While 8 consumers highlighted have been identified with high impact or high prevalence risks, these have not been effectively identified, assessed, planned for, managed or monitored. I have also considered that the organisation’s own monitoring processes have not identified deficiencies identified by the Assessment Team relating to management of high impact or high prevalence risks associated with consumers’ care. 
In relation to identifying and responding to abuse and neglect, I find restrictive practices, including chemical and environmental are not being used in line with legislative requirements. Psychotropic medications are being administered to manage consumers’ behaviours, sometimes without consent or appropriate monitoring, and a potential environmental restrictive practice has not been identified by management and staff resulting in appropriate safeguards not being initiated. I also consider management have demonstrated a lack of understanding in relation to SIRS reporting requirements, with an incident involving an allegation of sexual assault not reported in line with legislative requirements.  
I acknowledge evidence brought forward by the Assessment Team relating to SIRS reporting to the board. However, I consider the evidence does not demonstrate insufficient oversight of incidents reported. While the Assessment Team indicate details relating to SIRS incidents, including mitigation strategies and effectiveness is lacking, this is limited to clinical governance committee minutes. The Assessment Team’s report does not include evidence to demonstrate how incidents are or are not being reported, escalated and managed more broadly beyond minutes for these meeting forums. 
Incident reports have not been completed in response to a consumer receiving a ceased medication, and incident reports completed for 3 falls incidents do not include accurate information, stating neurological observations were completed in line with policy, when charting shows this was not the case. However, the evidence presented for this does not suggest systemic deficiencies in the organisation’s overall incident management processes. I would, however, encourage the provider to review incident reporting processes to ensure staff understand their responsibilities in relation to this aspect of the requirement.  
The Assessment Team’s report did not reference or include evidence to demonstrate the service’s and organisation’s processes relating to supporting consumers to live the best life they can. As such, I am unable to make a finding on this aspect of the requirement. 
For the reasons detailed above, I find requirement 8(3)(d) non-compliant. 
Requirement 8(3)(e) - The Assessment Team found clinical governance systems and processes were not effective to ensure consistent, positive clinical care outcomes for consumers. The Assessment Team recommended requirement 8(3)(e) not met and provided the following information gathered through interviews and document review. 
[bookmark: _Hlk126921913][bookmark: _Hlk206056255]The Assessment Team referenced deficiencies in care highlighted in requirements 3(3)(a) and 3(3)(b) which have impacted consumer outcomes. There was ineffective oversight of the change in medication systems resulting in a consumer receiving medication that had been ceased. There are deficits in organisational oversight and understanding of chemical and environmental restraint, with related legislative requirements not being consistently followed. Effective governance systems, supported by policies and procedures, are in place to support antimicrobial stewardship and open disclosure, and staff understand the principles which underpin these aspects. However, one representative described 3 instances where open disclosure processes has not been applied. 
The provider’s response was limited to referencing the PCI and planned actions for Standards 3 and 8. 
I acknowledge the provider’s response. However, I find the clinical governance framework is not effective. In coming to my finding, I have placed weight on evidence presented in the Assessment Team’s report. 
While a clinical governance framework and leadership structure are in place, this has not effectively ensured the performance of the workforce is monitored and quality care and service delivery to consumers is maintained, good clinical results achieved and improvement opportunities identified. Evidence highlighted in requirements 2(3)(a), 3(3)(a) and 3(3)(b) indicate deficiencies in the application of the clinical governance framework, including assessment, planning and provision of care which have not been identified by the service’s or organisation’s own monitoring processes. For this requirement, the provider’s PCI is limited to planned actions to address specific clinical aspects of care identified as deficient in requirements 3(3)(a) and 3(3)(b) and does not consider deficiencies related to the clinical governance framework more broadly. However, I consider the appointment of an executive manager of clinical governance, as noted in requirement 8(3)(d), provides assurance that clinical oversight and monitoring will be addressed and enhanced. 
Effective governance systems, supported by policies and procedures, are in place to support antimicrobial stewardship and open disclosure. While I acknowledge open disclosure processes have not been consistently applied, I do not consider this indicates systemic deficiencies with overall processes as they relate to this aspect of the requirement. I would encourage the provider to review their processes relating to open disclosure, including monitoring of staff practice. 
For the reasons detailed above, I find requirement 8(3)(e) non-compliant. 
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