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	Performance report date:
	30 June 2025
	Service included in this assessment:
	Provider: 6794 Palm Lake Care Operations Pty Ltd 
Service: 23525 Palm Lake Care Mt Warren Park


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 Mt Warren Park (the service) has been prepared by Nicole Campbell, 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 – assessment contact 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 consumers, staff, management, and others.
· the provider’s response to the Assessment Team’s report received 10 June 2025. 
· 

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not Fully Assessed

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
· Requirement 3(3)(a) the use of chemical and environmental restraint, including behaviour support strategies is managed in line with legislative requirements to ensure consumers receive safe and effective care.
· Requirement 7(3)(a) the number and mix of the workforce members enables staff time to carry out their role and provide safe, effective care to consumers and extended call bell wait times are monitored and managed. 
· Requirement 8(3)(d) effective governance systems in place to manage risk related to restrictive practices, behaviour support and incident management.
· Requirement 8(3)(e) effective clinical governance and oversight of management of changed behaviours, chemical and environmental 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.
	Compliant


Findings
Requirement 2(3)(a)
Overall consumers and representatives said they were engaged in the assessment and planning process from the time of entry, and on an ongoing basis. Staff were able to identify most risks for consumers, along with documented strategies captured in care and services plans. Care planning documentation included a range of completed assessments to identify and mitigate risk.
Based on the information provided in the Assessment Team report and the approved provider’s response I find Requirement 2(3)(a) is Compliant.
Requirement 2(3)(e)
Consumers and representatives said they receive regular updates from registered nurses in relation to changed conditions and assessment outcomes. The service demonstrated systems in place to ensure care plans are reviewed in line with the schedule, and when change is identified. Documentation evidenced reviews and re-assessments occurring in most areas of care including in response to incidents and identified change. Whilst behaviour support plans had not been consistently reviewed following incidents of changed behaviour, this information is further considered in Standard 3 Requirement 3(3)(a).
Based on the information provided in the Assessment Team report and the approved provider’s response I find Requirement 2(3)(e) is Compliant. 


Standard 3
	Personal care and clinical care
	

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

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


Findings
This Quality Standard is Not Compliant, as Requirement 3(3)(a) is Not Compliant.
Requirement 3(3)(a)
The Assessment Team recommended Requirement 3(3)(a) to be not met, as despite improvements already undertaken, updated behaviour support plans were not tailored to each consumer and lacking in person-centred support strategies. Staff did not have clear guidance on when to administer chemical restraint, and care planning documentation did not consistently identify when medication should used. 
The Assessment Team brought forward the following evidence relevant to my decision:
· Some behaviour support plans which had been updated did not contain sufficient guidance to support staff to recognise changed behaviours, identify triggers, or initiate person-centred strategies.
· Behaviour support plans did not reflect routine review was undertaken following incidents of changed behaviour to evaluate effectiveness of support strategies. 
· One consumer said they experienced occasions where they did not feel safe as a result of changed behaviours of other consumers.
· Not all clinical and care staff were aware of the newly developed strategies within consumer care and services plans. 
· One consumer’s behaviour support plan listed 2 medications with consent for use as chemical restraint which were not listed on the psychotropic register.
· Directives for the use of chemical restraint lacked detailed guidance for staff to recognise when the medication should be administered. 
· Some consumers had psychotropic medication prescribed for symptoms of diagnosed mental health conditions rather than changed behaviours, however, the behaviour support plans did not include detailed guidance for when it should be administered, such as triggers and non-pharmacological strategies for trial prior to administration of medication.
· Consumers had not had individual assessments undertaken to identify whether security measures at the front door may have resulted in environmental restraint.
· One consumer and 2 representatives said consumer care and services had not been delivered in line with the consumer’s needs and preferences.
The provider’s response neither accepts nor refutes the recommendations, however, contends the Assessment Team report contains comments that are factually incorrect and offers further information and circumstances for each of the named consumers. The provider states:
· They acknowledge potential improvements with the depth of detail within behaviour support plans for named consumers and have reviewed and updated their behaviour support plans accordingly to assist with supporting changed behaviour. Copies of updated documents have been submitted with the response.
· All behaviour support plans are routinely reviewed following incidents in accordance with policies and procedures to capture the incident and use of appropriate behaviour support strategies. 
· Reviews and/or case conferences have been conducted with all named consumers or their representatives. For the consumer who reported feeling unsafe, measures have been implemented to support their physical and psychological well-being.
· They acknowledged the omission of one consumer’s chemical restraint on the psychotropic register and have worked with the medical officer, who ceased one of the medications. 
· In relation to security measures on doors impacting free movement of consumers, whilst the provider acknowledges the absence of individual assessments they do not consider this has impacted freedom of movement of consumers and stated no consumer has voiced concerns about being restricted. However, further assessments have been undertaken and tailored strategies implemented with enhanced options available to independently access the community.  
· Education has been provided to clinical staff in relation to restrictive practice. Development of a ‘chemical restrictive practice decision-making process’ in May 2025.
· The approved provider responded to concerns identified in relation to clinical care and service provision. Information provided included documented consultation, communication with staff, meetings and improvements commenced and logged on the plan for continuous improvement.
I acknowledge the approved provider’s response and planned improvements. I also acknowledge actions already being implemented at the time of the assessment contact, including updating of behaviour support plans. However, I find the completed reviews had not ensured behaviour support plans contained sufficient person-centred information to guide staff in supporting changed behaviours. The provider has explained use of a decision-making tool to determine where a medication constituted chemical restraint but has not explained how this failed to identify and capture chemical restraint for one consumer. Following incident whereby a consumer felt unsafe the service had not identified the psychological impact of changed behaviours on other consumers, and responsive actions are limited to the named consumer who reported feeling unsafe, rather than considering systemic improvements.  
In relation to assessment of free movement of consumers, the approved provider has commenced assessments to determine whether consumers who are not subject to environmental restraint can access the building independently which will take time to complete and will require regular review. 
I find the service has not demonstrated each consumer is receiving tailored, safe and effective clinical and personal care, reflective of best practices, and therefore Requirement 3(3)(a) is Not Compliant. 
Requirement 3(3)(b)
The Assessment Team determined the approved provider effectively manages high impact and high prevalence risk for the consumers at the service. The service demonstrated effective falls management, wound management and pressure area care. Staff were aware of risk management strategies for most consumers. Oversight processes, including reviewing incidents and clinical indicator data are used to identify risks and implement improvements along with staff education. Increased monitoring has resulted in demonstrated reductions in high prevalence risks, including falls, development of pressure injuries, and incidents relating to medication administration. Documentation demonstrated time sensitive medications were administered on time, although consumers said sometimes there was a delay if there were agency staff on shift. Wound reviews are undertaken by a dedicated clinical staff member, with support from external wound specialists if needed.
Based on the information provided in the Assessment Team report and the approved provider’s response I find Requirement 3(3)(b) is Compliant. 


Standard 7
	Human resources
	

	Requirement 7(3)(a)
	The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
	Not Compliant

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


Findings
This Quality Standard is Not Compliant, as Requirement 7(3)(a) is Not Compliant.
Requirement 7(3)(a)
The Assessment Team reported the approved provider was unable to demonstrate a planned workforce deployed to enable the delivery and management of safe and quality care and services. Many consumers and representatives reported there were not enough staff and provided examples of impact on consumer care and services. Documentation reflected reliance on agency staff to supplement the workforce. 
The Assessment Team brought forward the following evidence relevant to my decision:
· Whilst consumers and representatives said staff are kind and caring, many reported there are not enough staff to meet consumer needs, explaining impact on call bell response time, care delivery, and meals being served late and cold. One representative considered there to be a high turnover of staff, impacting staff knowledge of consumer care.
· Some consumers raised concerns about impact of agency staff on timely medication administration and manual handling practices.
· Consumer meeting minutes included feedback from consumers about delays in responding to call bells and medication administration.
· Documentation evidenced the service was not meeting current legislated nursing and care minutes, and despite having a required 7-minute threshold of response to call bells, the service was not analysing or trending data to consider sufficiency of staffing.
· Rostering documentation for the period prior to the assessment contact demonstrated frequent use of agency staff, with some shifts unable to be filled. 
· Management described ongoing recruitment actions. They explained a recent organisational review and proposed increases to staffing.
The provider’s response offers further information and improvements. The provider states:
· The Assessment Team only spoke with a portion of consumers and representatives, and only some reported a perceived lack of staff. There is also feedback reflecting satisfaction with staffing levels. 
· Individual follow up has been conducted with each named consumer to understand and address their feedback, including improving the dining experience and ensuring prompt and efficient responses to call bells. Consumers named in meeting minutes have also been consulted to confirm their concerns had been already addressed.
· They acknowledge the service is not meeting targeted care minutes. A review of the master roster has been undertaken, with increased scheduling of care staff and senior clinical staff. Recruitment processes have been commenced and remain ongoing. 
· The organisation has recently identified the current process, and policy is not enabling the organisation to fully review call bell responses in a timely manner. The call bell policy and procedure is currently under review and ongoing auditing will be undertaken to understand the impact of prolonged response times. 
I acknowledge the provider’s response, and improvement actions being developed. Whilst the provider contends it is only a portion of consumers raising concerns with the number and mix of the workforce; I consider there to be sufficient evidence brought forward on the impact of care for these consumers to make a finding of non-compliance. Processes to ensure there are sufficient staff to meet consumer needs, such as implementing thresholds for response time to call bells and monitoring compliance or impact to consumers have not been consistently undertaken in line with organisational expectations. The provider has acknowledged the service is not meeting targeted nursing and care minutes, first legislated in October 2023, and is still undertaking recruitment activities to address the deficiencies, relying upon agency staff in the interim, where available. 
For these reasons, I find the service has not demonstrated there is sufficiency of number and mix of workforce to deliver safe and quality care and services, and Requirement 7(3)(a) is Not Compliant.
Requirement 7(3)(d)
The service has processes in place to address recruitment, training and orientation of new staff. An electronic platform is used to provide education, including mandatory units along with an in-person training schedule to complement the electronic modules. Staff compliance in relation to completion of mandatory education is monitored. Most consumers and representatives were satisfied in relation to staff training, although there were some concerns identified in relation to agency staff. Additional training is coordinated in response to feedback or emerging needs captured through audits.
Based on the information provided by the Assessment Team and the approved provider’s response I find Requirement 7(3)(d) is 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 Not Compliant, as Requirements 8(3)(d) and 8(3)(e) are Not Compliant.
Requirement 8(3)(d)
The Assessment Team recommended Requirement 8(3)(d) not met as whilst the organisation have a risk management system which includes policies, procedures and reporting lines, the current system has not ensured all risks are effectively managed, particularly in relation to behaviour supports and use of restrictive practices. The inability to meet mandatory care minute targets over several reporting periods had not been considered a potential risk impacting consumer ability to live their best lives.
The Assessment Team brought forward the following evidence relevant to my decision:
· Organisational improvements relating to development of behaviour support plans and use of restrictive practices were still being implemented, however, as identified in Standard 3 Requirement (3)(a) reviews already undertaken had not effectively captured required information for each consumer.
· Board meeting minutes reflected awareness of mandatory care minute requirements, however, did not demonstrate if the governing body was provided reporting on care minutes, analysed data, or held recent discussion about ongoing deficiencies.
· Incidents of potential abuse or neglect were not consistently reported, escalated, investigated or communicated in line with organisational policies and procedures. The service reported staff involved had been spoken with and provided training, with feedback to the agency supplying external staff, however, no evidence was provided, and the service could not demonstrate risks were mitigated.
· Board meeting minutes reflected establishment of an organisational enterprise risk register; however, it was unclear how this would be incorporated into the existing risk framework.
The provider’s response offers further information and improvements. The provider states:
· The organisational improvements to behaviour support planning were implemented following findings of non-compliance within another service and was still being implemented at the time of the assessment contact. Whilst this remains a work in progress, feedback reflects notable improvements, clear communication, and effective governance.
· They acknowledge the identified incidents were not reported and managed in line with organisational policies and procedures, however, were identified through subsequent review and escalated immediately. However, they contend these are not a failure of the existing systems but monitoring processes, and when identified were promptly addressed. Follow up with the agency supplying staff has been undertaken, with confirmation of education provided to the staff involved.
· They refute comments relating to the governing body not receiving reports or discussing care minutes and associated targets, and this was conveyed to the Assessment Team during the assessment contact. Director meeting minutes include discussions of care minutes, reinforcing these are an area of focus in every meeting along with workforce strategies. 
· The new enterprise risk register is still undergoing formal review, however, uses established processes which remain in operation in the interim. 
I acknowledge the provider’s response and improvement actions. Whilst improvements in behaviour support planning had been implemented, my decision places weight on the sampled documentation, which had been updated, still not clearly capturing all requirements necessary under current legislation. My decision also places weight on delays in escalating and reporting of notifiable incidents and find the timeframe in which they were recognised and acted upon is not reflective of effective oversight practices. I acknowledge the governing body is monitoring care and nursing minutes delivered against targets, however, despite use of agency staff is still unable to demonstrate processes to consistently comply with legislation in place since 2023.
I find the service has not demonstrated it has effective governance systems in place to manage risk related to restrictive practices, behaviour support, legislated care minutes, and incident management.
I therefore find Requirement 8(3)(d) is Not Compliant.
Requirement 8(3)(e)
The Assessment Team recommended Requirement 8(3)(e) as not met, as systems and processes within the clinical governance framework had not ensured best practice principles were embedded in clinical care and ensured compliance with legislative requirements for behaviour support and restrictive practices. 
The Assessment Team brought forward the following evidence relevant to my decision:
· Whilst the clinical governance framework effectively supported antimicrobial stewardship and application of open disclosure, new policies and associated processes relating to restrictive practices are still being embedded.
· Clinical audits were used to identify deficiencies; however, responsive corrective actions and improvements were not routinely implemented, including for review of behaviour support plans, and use of non-pharmacological strategies prior to use of chemical restraint.
· Assessment of consumer use of security practices had not been undertaken to identify if consumers’ free movement had been restricted, and this was not identified within audits of behaviour support plans.
· Detailed and appropriate guidance for administration of extreme forms of chemical restraint for a consumer were not documented, nor did they contain sufficient detail to inform circumstances of use. 
The provider’s response offers further information and improvements. They contend:
· Improvement actions were still being implemented, including personalising strategies within behaviour support plans to support changed behaviours, and documentation of non-pharmacological strategies trialled were, and are, still being implemented.
· Feedback from the Assessment Team did not present any risk to consumer safety, health, or well-being, and actions are being closely monitored.
· Reference to information already submitted against Standard 3 Requirement 3(3)(a) is also made.
The approved provider’s clinical governance framework included policies and procedures to guide staff in areas of antimicrobial stewardship and open disclosure. Interviewed staff evidenced an understanding of antimicrobial stewardship and could describe the process of open disclosure. 
I acknowledge the provider’s response, supporting evidence, and improvements. The intent of this Requirement is to ensure systems and processes effectively maintain and improve the reliability, safety, and quality of clinical care. The evidence before me does not demonstrate the improvement actions for tailored behaviour support plans were fully recognised and embedded. The new framework for reviewing behaviour support plans had not provided sufficient guidance to ensure all legislative requirements were captured on a person-centred basis. Whilst a clinical audit process has been used to identify deficiencies, the governance framework has not effectively ensured these are addressed and improvement made to clinical care of consumers.
I find the service has not demonstrated the clinical governance framework effectively improves the safety and quality of clinical care.  
For these reasons, Requirement 8(3)(e) is Not Compliant. 

[bookmark: _Hlk144301213]Name of service: Palm Lake Care Mt Warren Park	RPT-OPS-0043 v1.2 
Commission ID: 5763	OFFICIAL: Sensitive 
		Page 13 of 13
image1.jpeg




image2.jpeg
Australian Government Engage
Empower
Aged Care Quality and Safety Commission Safeguard

w




image3.jpeg
Australian Government Engage
- Empower
© Aged Care Quality and Safety Commission Safeguard





