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This performance report
This performance report for Palm Lake Care Toowoomba (the service) has been prepared by E Blance, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the Assessment Team’s report for the assessment contact (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others; and
· the provider’s response to the Assessment Team’s report received 23 July 2025.

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 6 Feedback and complaints
	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.
Standard 3
Effective management of high impact or high prevalence risks associated with the care of each consumer.
Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
Standard 6
Appropriate action is taken in response to complaints, and an open disclosure process is used when things go wrong.
Feedback and complaints are reviewed and used to improve the quality of care and services.
Standard 7
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.
The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these Standards.
Standard 8 
Effective organisation wide governance systems relating to the following:
information management;
continuous improvement;
financial governance;
workforce governance, including the assignment of clear responsibilities and accountabilities;
regulatory compliance;
feedback and complaints.
Effective risk management systems and practices, including but not limited to the following:
managing high impact or high prevalence risks associated with the care of consumers;
identifying and responding to abuse and neglect of consumers;
supporting consumers to live the best life they can;
managing and preventing incidents, including the use of an incident management system.
Where clinical care is provided—a clinical governance framework, including but not limited to the following:
antimicrobial stewardship;
minimising the use of restraint;
open disclosure.


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)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant

	Requirement 2(3)(c)
	The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
	Compliant

	Requirement 2(3)(d)
	The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
	Compliant

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


Findings
Requirement 2(3)(a)
The intent of this requirement is to ensure assessment and planning is effective to support the delivery of safe and effective care and services.
The site report raised information assessment and planning does not effectively consider risks related to use of psychotropic medications and restrictive practices, skin integrity, wound management, falls management, assessment of changed behaviours, pressure injuries, pain, deterioration and infections.
In relation to assessment of psychotropic medications.
For restrictive practices, the site report brought forward information assessments to understand the risks and benefits for each medication has not been conducted, rather, only one assessment of risk covers all the medications. This was identified for 2 consumers. The provider’s response advises that decisions to initiate psychotropic medications is a clinical decision following a comprehensive assessment and is made in consultation with the consumer/representative with documented informed consent obtained. While not dated to when the information was recorded, I am satisfied through review of consents and behaviour support plans (BSPs) for 2 of 2 consumers identified, risks are documented and explained to the consumer or their representative. No impacts to consumers were identified within the site report in relation to this.
In relation to psychotropic medications prescribed by the medical officer (MO) for diagnosed medical conditions which are not considered a restrictive practice, there is no requirement to individually assess alternatives, risks, benefits and outcomes. No impacts to consumers were identified within the site report in relation to this.
In relation to monitoring psychotropic medications, the provider’s response advised enhancements were implemented to clinical governance by integrating the Commission’s Psychotropic Medication tool with its medication management system to better support staff in monitoring processes. 
In relation to assessment of skin integrity and wound care.
For a consumer with a right heel pressure injury, review of the care and service plan and the skin assessment conducted on 10 May 2025, included a discussion of risks surrounding the consumer’s preferences not to receive particular skin care.  The consumer’s skin assessment (Braden) demonstrates an appropriate assessment of the consumer’s circumstances and risk mitigation strategies for managing the consumer’s skin care, including an air mattress, pressure relieving cushion, chair and bed repositioning, tubular bandage and topical moisturiser application. Additionally, the consumer was frequently reviewed by the MO in relation to the wounds between 29 April 2025 and 16 June 2025 who notes satisfaction with the current wound care plan, as well as the general decline in health of the consumer towards palliation and who had engaged with the family advising the same. I am satisfied the consumer was identified with a pressure injury to their heel in a timely manner on 16 June 2025 as per progress notes and was assessed by staff and reviewed by the MO in a timely manner, and that the family reported they were satisfied with wound care.
In relation to a consumer who experienced excoriation, the site report brings forward information a skin assessment was conducted upon the consumer’s return from hospital on 16 June 2025. The site report does not provide sufficient evidence to determine the consumer had excoriation or other injury sustained in hospital. The hospital discharge summary does not support the consumer had excoriation upon admission or discharge of the hospital. The site report details the consumer’s excoriation was assessed to be attended daily, however, this was inconsistently documented as occurring. Review of a progress note and skin agreed care and services plan submitted in the provider’s response identifies the service were aware of excoriation of the consumer and that a topical barrier treatment was in use as recommended by the acute geriatric evaluation services (AGES) team. I am of the view that an assessment of the consumer’s skin was conducted following the incident to determine a course of treatment being the application of barrier creams. No impact to the consumer was identified within the site report.
In relation to assessment of pain.
Regarding pain assessment for a consumer with a right heel pressure injury, the provider’s response included that a pain assessment was conducted on 10 May 2025 and that nil additional pain sites had been identified since the last pain assessment. No pain assessments or pain management agreed care and services plan was made available in the provider’s response, however, review of the consumer’s progress notes and assessments provided demonstrates regular assessment of pain and pain management strategies implemented, including multiple discussions between the MO, staff and the representative about ensuring pain experienced by the consumer is minimised, with the family expressing satisfaction with the care provided.
In relation to review of pain, I note the policy for pain management provides guidance that pain assessment and management plans are to ‘be reviewed and updated at a minimum of three monthly, as pain occurs/increases, and where interventions cease to be effective’ and that “pain charting should occur at a minimum of every 3 months, over a 3 day period’. I am unable to test this and based on the information before me I consider the frequency of review of pain management plans not to be relevant to the intent of this requirement.
In relation to assessment of delirium.
Regarding delirium screening for a consumer with a right heel pressure injury, the site report brought forward information that delirium screening occurred on 18 May 2025. The provider’s response asserts no screening occurred on 18 May 2025. I have no evidence regarding delirium screening on 18 May 2025 to consider within the site report nor provider’s response, therefore, I am not persuaded to a deficit for this raised issue within the site report. I am, however, satisfied screening took place on 1 May 2025 following noted confusion experienced by the consumer during wound care. While the screening tool was incomplete, I am satisfied monitoring of the consumer’s cognition occurred, that antibiotic medications had already been prescribed by the MO on 29 April 2025 in relation to infection and that no further evidence of confusion was identified post 1 May 2025.
In relation to assessment of infection.
For a consumer who experienced deterioration, the site report brings forward that while staff documented signs of infection, this was not comprehensively assessed and escalated. There is insufficient evidence within the site report to support that staff documented signs of infection, the report evidenced that staff completed a delirium screening on 10 June 2025 as the consumer was noted as confused, delirium screening included a pain assessment which did not identify any issues, however, medication records indicate pain relief was provided at 11.26pm noting pain on back. The consumer was assisted to a shower, and a skin assessment identified a bruise to the coccyx area. The consumer verbally denied pain, however, staff note a change to the consumer’s mobility. Pain relief was deemed effective at 1.13pm. The consumer was monitored with 15-minute observations and referred to the physiotherapist. On 11 June 2025, the consumer was assessed by the physiotherapist who recommended the consumer is transferred to hospital in relation to pain experienced, suspected to be a fracture to the coccyx area. The consumer was diagnosed in hospital with a fractured coccyx and pneumonia. The consumer returned to the service on 12 June 2025 with a course of antibiotics and analgesia for pain management. I am satisfied the consumer was assessed as requiring further investigation for pain and was transferred to hospital. I am not satisfied the information in the site report evidences sufficient information the service documented signs of infection which was not comprehensively assessed and escalated.
In relation to a consumer who experienced a proteus bloodstream infection (urinary tract infection), the site report states documentation did not evidence that assessment and planning processes identified the possibility of infection until the consumer became unwell and was transferred to hospital. The site report does not evidence deterioration prior to the date the consumer was identified as unwell as there were no progress notes, however, there is insufficient evidence within the site report to support that an absence of documented progress notes substantiates the consumer was not monitored and therefore was experiencing an infection. The site report brings forward information the consumer presented unwell on 21 June 2025, a clinical assessment was undertaken, and the consumer was transferred to hospital. The consumer was diagnosed with E-coli bacteraemia (urinary tract infection) and returned from hospital on 23 June 2025. The provider’s response did not include progress noting or other documentation regarding the infection identification on 21 June 2025. Based on the information I have before me, I am of the view the consumer was appropriately assessed as requiring medical attention and transferred to hospital.
In relation to a consumer who experienced calculous cholecystitis (gall bladder infection), the site report brings forward information care documentation did not evidence that assessment and planning processes identified the possibility of infection until the consumer became unwell and was transferred to hospital. 
Review of progress notes submitted within the provider’s response, identifies the consumer was assessed by a nurse practitioner on 13 June 2025 who conducted 2 rounds of vital observations with nil concerns of measurements, attempted to collect a urine sample for further testing and recommended to the family a transfer to hospital to investigate back and neck pain. Progress notes and the site report documents the family’s preference was to await a review by the MO on the following date, 14 June 2025, who recommended a transfer to hospital. The consumer was transferred to hospital and returned on 16 June 2025 with diagnosis of calculous cholecystitis and referred to the palliative care team. There is insufficient evidence within the site report to support that assessment and planning was not conducted. The site report includes that a skin assessment was conducted upon the consumer’s return from hospital on 16 June 2025 (please see above information under skin integrity and wound care).
In relation to falls management
In relation to a consumer who experienced falls while mobilising with family. The site report brings forward information that a falls risk assessment, and mobility assessment was not undertaken for this consumer following falls on 16 and 28 April 2025, both while mobilising with a family member.
Review of the site report provides that the consumer’s mobility was assessed on 4 April 2025. The provider’s response identifies that a physiotherapy assessment was conducted on 14 April 2025 (2 days prior to the fall). Review of the consumer’s care plan identifies the consumer is non ambulant requires a wheelchair and is a 2 person assist for transfers. The site report brings forward the consumer’s legs felt weak and was assisted to the floor on 16 April 2025. 
In relation to pain and mobility, the provider asserts the consumer’s mobility care plan was not updated as no changes were identified in their mobility status. The consumer continues to be assessed as 2 person assist for all transfers with staff propelling the wheelchair as per established assessed care plan needs. Review of the consumer’s care plan notes mobility assessment is unchanged since August 2024, and identifies the consumer is non ambulant requires a wheelchair and is a 2 person assist for transfers. 
The provider’s response did not refute the information in the site report relating to assessments not completed, nor include corroborating information relevant to the specific falls. I have reviewed the mobility and falls prevention process which defines a fall as ‘the sudden, unanticipated, change downward in body position, with or without injury.’ and I consider this would indicate the consumer experienced a fall. In relation to the incident on 16 April 2025 where the consumer’s legs became weak and was assisted to the floor, in the absence of further information in the site report or refute through the provider’s response, I have placed weight on the information post falls assessments were not completed following the fall on 16 April 2025 although I note that an incident report was generated. I note the site report does not identify the consumer experienced an impact due to this fall.
Review of the site report identifies on 28 April 2025 the consumer experienced a fall witnessed by the family. The consumer sustained some skin tears, bruising and was sent to hospital. The provider’s response identifies the consumer was seen by the physiotherapist on 29 April 2025. I am satisfied the consumer’s fall was assessed by a physiotherapist post fall. The provider asserts the consumer’s mobility care plan was not updated as no changes were identified in their mobility status. The consumer continues to be assessed as 2 person assist for all transfers with staff propelling the wheelchair as per established assessed care plan needs. Review of the consumer’s care plan notes mobility assessment is unchanged since August 2024, and identifies the consumer is non ambulant requires a wheelchair and is a 2 person assist for transfers. I am satisfied the consumer was assessed following the fall on 28 April 2025. I note the site report does not identify the consumer experienced an impact due to this fall.
In relation to the same consumer’s risk of falling from the bed. The site report brings forward information the consumer was not appropriately assessed to mitigate risks of falling from bed. Review of information submitted within the provider’s response included a family conference was held on 17 June 2025. Risks regarding bed rails were discussed. The family agreed to the alternative strategies being used to mitigate the risks prior to the use of bed rails. Further conversation was had in relation to ensuring pain was monitored and managed with ongoing review from the MO and a specialist palliation team in relation to the consumer experiencing restlessness. The consumer was assessed by the physiotherapist on the same date and it is noted the consumer has an air mattress, bed sensors and mats beside the bed to minimise risk of falls. There is insufficient further evidence within the site report to consider in relation to other assessments that were or were not completed. I note the site report does not identify the consumer experienced any such fall from bed at any time. 
In relation to a consumer who experienced a fall on 06 June 2025. The site report brings forward comprehensive assessment was not undertaken post fall experienced by the consumer.
Review of the incident report identifies the consumer was reviewed with a head-to-toe assessment completed, neurological observations recorded, pain assessed, and a falls risk assessment tool conducted and attempted skin assessment which the consumer declined. I am satisfied the staff have recorded neurological observations conducted at the time were within acceptable ranges. I acknowledge there were gaps in the recording of timing for neurological observations, however, I am satisfied that following the fall staff recorded neurological observations on at least 10 occasions in the 8 hours post fall, preventative strategies were implemented to prevent a similar occurrence and that the consumer was reviewed by a physiotherapist. The consumer did not experience an impact to their health and wellbeing due to gaps in recording of neurological observations. The provider has acknowledged gaps in documentation and implemented some remedial actions for continuous improvement.
The site report brought forward information that for the following consumers,  deficiencies in consideration of risks in assessment and planning processes was also identified across a range of other clinical areas.
In relation to a consumer who experienced bowel management issues and distress during showering and personal cares. The site report brings forward comprehensive assessment was not undertaken in relation to the consumer’s bowel management needs. Review of the site report does not provide sufficient evidence to support that assessment for bowel management was not occurring. The provider’s response states a concern was raised on 24 May 2025 by the consumer’s representative and the site report evidenced the consumer‘s continence and toileting assessment was reviewed on 4 June 2025 with no abnormalities found. The MO conducted a review and ceased as needed (PRN) aperients. I am satisfied the consumer’s continence was assessed. 
In relation to assessment of distress during showering and personal cares, the site report does not provide sufficient evidence specific to assessment and planning in relation to this. I do however acknowledge that Dementia Services Australia (DSA) recommendations had not been included in the consumer’s care plan, however, the site report does not explore this further.
The site report brings forward information risks were not considered in relation to a consumer’s cervical collar. I am satisfied a risk assessment has been completed for this consumer and I note the site report does not identify the consumer experienced an impact due to this.
The site report brings forward information assessments were not undertaken in relation to a consumer’s personal preferences. This information is not relevant to this requirement and has been considered under requirement 2(3)(b). 
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
While I acknowledge gaps were identified within the site report regarding effective assessment and planning, I do not consider these gaps to be systemic.
Based on the information before me, I find this requirement compliant.
Requirement 2(3)(b)
The intent of this requirement is to ensure that assessment and planning centres on the consumer’s needs and goals and reflects their personal preferences.
The site report brought forward information that assessment and planning does not identify and address consumers’ current needs, goals and preferences in relation to clinical and personal care.
The site report brings forward information assessments were not undertaken in relation to a consumer’s personal preferences. The provider’s response advises the personal preferences for gender of care staff to provide care was not communicated and has now been updated to the care plan. I note the site report does not identify the consumer experienced an impact due to this.
For a consumer at risk of experiencing falls, the site report brings forward that the consumer’s MO assessed the needs of the consumer as requiring bedrails to assist with safety as the consumer had experienced falls attributed to tremors. Alternative strategies documented as trialled prior to the use of bedrails included low bed, call bell, assistive devices, physical therapy and reassurance. 
While there is a restrictive practice form in place, the site report states the consumer advised they do not allow the staff to put the rails up. There is insufficient information within the site report to understand if mechanical restraint was actively implemented at the time of the performance assessment. There is insufficient evidence within the site report to form a view. The consumer was reviewed on 17 July 2025 and the mechanical restraint was ceased at the preference of the consumer. I note the site report does not identify the consumer experienced an impact due to this.
In relation to a regular psychotrophic medication prescribed to the same consumer to assist with agitation and hallucination, the site report brings forward information that an antipsychotic/psychotropic medication form did not demonstrate an individual assessment of the risks of each medication. There is insufficient information within the site report to determine the relevance of the antipsychotic/psychotropic medication form having an individual assessment of each medication, to the intent of the requirement for care planning to be centred on the consumers’ needs and goals and reflect their personal preferences. This information has been considered under requirement 3(3)(b).
Review of information submitted by the provider identified a comprehensive behaviour support plan and some of the consumer’s needs, goals and preferences were discussed at a case conference on 3 July 2025 which the consumer provided positive feedback about.
In relation to a consumer with identified changed behaviours. The site report brings forward information the needs, goals and preferences of the consumer were not assessed when the consumer’s behaviour was identified to require the introduction of chemical restraint. There is insufficient information within the site report and provider’s response to form a view. I note the site report does not identify the consumer experienced an impact due to this.
In relation to a consumer who returned from hospital with changed care needs. The site report brings forward information assessment and planning of the consumer’s needs, goals and preferences was not undertaken to ensure the service were able to meet their changed care needs. There is insufficient information within the site report and provider’s response to form a view. I note the site report does not identify the consumer experienced an impact due to this.
In relation to a consumer who experienced falls and medication incidents. The site report brings forward information the consumer’s needs, goals and preferences were not assessed when their condition was identified as deteriorating. There is insufficient information within the site report and provider’s response to form a view. I note the site report does not identify the consumer experienced an impact due to this.
In relation to a consumer who experienced weight loss. The site report brings forward information the consumer’s needs, goals and preferences were not assessed when the consumer experienced weight loss. There is insufficient information within the site report and provider’s response to form a view. Review of the site report does not identify the consumer experienced weight loss. 
Following review of information within the site report I am satisfied the service identifies and addresses consumers’ needs, goals and preferences for advance care planning and end of life planning.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
While I acknowledge gaps were identified within the site report regarding that assessment and planning centres on the consumer, I do not consider these gaps to be systemic.
Based on the information before me, I find this requirement compliant.
Requirement 2(3)(c)
The intent of this requirement is that ongoing assessment and planning is conducted with the consumer and their representatives and others the consumer wants to include.
The site report brings forward information assessment and planning is not based on an ongoing partnership with the consumer or others. The site report identifies consumers and representatives feel that they are not partners in care.
In relation to a consumer who is assessed as requiring a soft diet. The site report brings forward information a representative was dissatisfied they had not seen a change to the consumer’s care plan after communicating with the service the consumer was documented as being on a soft diet, when the consumer had communicated their preference to be on a normal diet via dignity of risk discussion and assessment.
Review of the site report identifies the service partnered with the representative and the consumer to discuss and implement a dignity of risk for the consumption of the consumer’s preferred diet. The provider’s response included the consumer is assessed as having capacity to make their own decisions and the speech therapist partnered directly with the consumer over lunch on 31 May 2025 to discuss the consumer’s preferences and to ask if the consumer wished to be assessed for a trial to upgrade their diet and fluids. Review of progress notes submitted within the provider’s response demonstrates the consumer communicated they were satisfied with slightly thickened fluids and soft bite sized food, was happy with the current texture and denied difficulty with current diet and fluids. I am of the view the service partnered directly with the consumer and the representative to discuss dignity of risk preferences. I am satisfied the service has partnered with the consumer about their meal preference. I note the site report does not identify the consumer experienced an impact due to this.
In relation to a representative who expressed the service did not work in partnership in planning the consumer’s care. The site report identifies, and review of progress notes and clinical documentation submitted within the provider’s response demonstrates multiple occasions of meeting with the provider about the consumer’s care when concerns were raised by the family. Where dissatisfaction is raised in relation to care, this has been addressed in Standard 6. I note the site report does not identify the consumer experienced an impact due to this.
The site report brings forward information a consumer was not referred to DSA. There was no information within the site report to support this statement. Further, referral to other care and services is not relevant to the intent of this requirement. This information is considered in requirement 3(3)(f).
Further, the site report identifies the service met and consulted with the representative about the consumer’s care and had agreed to implement a plan to support the consumer in relation to showering and pampering sessions. A plan was developed by the consumer’s representative in consultation with DSA. Evidence about this information being documented is not relevant to the intent of this requirement and is considered in requirement 3(3)(e). I do note that a plan was made aware to staff via a sign on the consumer’s door. The provider’s response included the service consulted in partnership with the consumer’s representative about a care and service plan on 15 July 2025 and was followed up on 21 July 2025 to consult about any concerns. No comment or concerns were raised. 
In relation to information about a consumer whose medication was ceased without consultation with the representative. The site report identifies the representative provided feedback the consumer’s regular pain relief medication was ceased and charted PRN without consultation with the family. There is insufficient evidence within the report to support this feedback. While I accept the representative’s feedback about this event, I consider through review of progress notes submitted within the provider’s response, frequent and ongoing consultation about care and service with the consumer and their representatives is demonstrated and that no impact was experienced by the consumer as the medication was still available as PRN to the consumer.
In relation to a consumer who has mats beside their bed as a fall prevention strategy. The site report identifies the representative partnered with the service about the care planning for the consumer in relation to a request for bedrails. Information submitted within the provider’s response demonstrates the service consulted with the representative on 12 May 2025 and discussed the risks and alternative strategies, including the use of a low bed and mats to be placed beside the bed. There was insufficient evidence in the site report to support the service did not partner with the representative about the care of the consumer. The effectiveness of the mats are not relevant to this requirement and is considered requirement 3(3)(b). 
Further, the site report provides information the service management provided evidence which confirmed the service does meet with consumers and representatives to discuss care.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
While I acknowledge gaps were identified in regarding assessment and planning is based on an ongoing partnership with the consumer and others, I do not consider these gaps to be systemic.
Based on the information before me, I find this requirement compliant.
Requirement 2(3)(d)
The intent of this requirement is a care and services plan is documented and reflective of the outcomes of assessment and planning for consumers and is available to consumers in a way they can understand.
The service has a procedure where following care planning processes, consumers are provided with a copy of the care plan for review. Where feedback is raised, changes can be made, and the consumer is provided with an updated copy. The site report brings forward information that outcomes of assessment and planning is not accurately reflected in a care and service plan and when inaccuracies are identified by consumers or representatives, the care plan is not changed, and they are not provided an updated copy. In addition, feedback was received that consumes are not always informed about the outcome of assessments.
A representative provided information they had provided feedback about incorrect information in a care plan, however, had not received further communication to indicate the care plan had been updated. There is insufficient further evidence provided within the site report to demonstrate the care plan was not updated and the care plan was not available for the consumer and their representative following any changes. I note the site report does not identify the consumer experienced an impact due to this.
A consumer provided information they had not received communication about the outcomes of their assessment and planning. The site report brings forward information the outcomes of assessment and planning had been emailed to the consumer’s representative and this information was supported by the information submitted within the provider’s response that the outcome of assessment and planning was communicated with the consumer directly on 15 July 2025 and a copy of the care plan was provided to the consumer. The consumer reported they had no concerns to report. I am satisfied outcomes of assessment and planning was communicated to the consumer’s representative at the time and now the consumer. I note the site report does not identify the consumer experienced an impact due to this.
A representative provided feedback they were not kept informed of a consumer’s condition following a fall. The site report brings forward information the consumer experienced a fall on 13 June 2025, and the representative said they were not kept informed about the consumer’s condition. The representative confirms they were contacted by the service who informed the representative about falls prevention strategies that would be implemented as well as observations that would be conducted. The site report brings forward insufficient evidence to support outcomes of assessment and planning was not communicated or further information to support that a fall occurred on that date. I am satisfied the outcomes of a comprehensive assessment are documented and available to the consumer in a physiotherapy agreed care and services plan, pain management agreed care and services plan and summary care plan. I note the site report does not identify the consumer experienced an impact due to this.
For another consumer, the site report brings forward information the representative had multiple discussions regarding the outcomes of assessment and planning. Review of progress notes submitted within the provider’s response demonstrates outcomes of assessment and planning was verbally communicated with the representative and information within progress notes and outcomes of assessment is documented in a care and service plan which is available to the consumer.
For a consumer who was removed from the wellness program, a representative expressed disappointment they were not informed. This information is not relevant to this requirement.
A representative communicated information about dietary preferences was not updated in the consumer’s care plan. Review of progress notes submitted within the provider’s response demonstrates the outcome of assessment and planning for this consumer was communicated directly with the consumer on 31 May 2025 and 19 July 2025 who expressed satisfaction with the current assessment and preferences. I am satisfied the outcome of the assessment was communicated directly with the consumer (who has capacity to make decisions) at the time of the assessment. I am satisfied the consumer’s dietary needs agreed care and service plan is a comprehensive assessment which is documented and available to the consumer. I note the site report does not identify the consumer experienced an impact due to this.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
While I acknowledge gaps were identified regarding outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan, I do not consider these to be systemic.
Based on the information before me, I find this requirement compliant.
Requirement 2(3)(e)
The intent of this requirement is that the care and services provided to consumers is regularly reviewed to ensure consumer care plans are up to date, consumer needs are being met and care and services provided are updated to apply better practice when available. In addition to scheduled reviews, care and services should be reviewed when consumers’ condition or situation changes or when incidents or accident happen.
The site report brings forward information that care plans are not reflective of the consumer’s current needs, goals and preferences and clinical documentation did not demonstrate that care and services plans are reviewed when circumstances change in relation to the introduction of restrictive practices, behavioural support needs, speech pathologist recommendations and deterioration.
A consumer provided feedback they reviewed their care plan and information about their mobility included they required a 4-wheel walker (4ww) which was incorrect. Review of the provider’s response demonstrates the consumer’s mobility assessment conducted on 09 December 2024 does not include that the consumer requires a 4ww. The consumer is assessed as ambulant, and a dignity of risk discussion was held in relation to the consumer’s preference to maintain independence without aids. There is insufficient further evidence about the circumstances for this consumer in relation to the outcome of the feedback provided. I note the site report does not identify the consumer experienced an impact due to this.
The site report brings forward information a check box had not been selected to reflect the consumer required full assistance following review by a dietician and speech pathologist on 9 and 11 June 2025. Review of assessment and care planning information submitted within the provider’s response demonstrates the consumer’s dietary needs assessment and care plan was reviewed and updated when the consumer was seen by the speech pathologist and documents the consumer requires ‘full assistance’. The provider’s response includes the consumer’s check box has now upgraded from ‘moderate supervision’ to ‘moderate assistance’. I note the site report does not identify the consumer experienced an impact due to this. I am satisfied this consumer’s care planning was reviewed and updated following a change to their circumstances. 
For a consumer whose behaviour support plan did not include comprehensive strategies to address each of the identified behaviours or guidance about the use of PRN medication. Review of the information brought forward in the site report is not relevant to the intent of this requirement. This information is further considered under requirement 3(3)(b).
The site report brings forward information for a consumer whose behaviour support plan did not provide guidance about the use of PRN chemical restraint, information regarding agreed strategies for personal cares were not included in behaviour support plans and continence management was not documented within the care plan. Review of the information brought forward in the site report is not in line with the intent of this requirement. This information is further considered under requirement 3(3)(b).
For a representative who had been provided with a care plan but identified that it was inaccurate. There is insufficient evidence within the site report and provider’s response to form a view about the care plan being reviewed.
For a consumer whose care plan was not reviewed and updated in response to their deterioration. Review of information in the site report brings forward information the consumer’s legs became weak on 4 and 11 June 2025 and was assisted by staff to the floor. I am satisfied the consumer reported no pain or discomfort as documented. There is no further evidence with the site report or the provider’s response to demonstrate the consumer’s care plan was reviewed following these incidents. Information in the site report confirms this. 
For the same consumer, progress notes demonstrate on 10 June 2025 at the representative’s request, a urine sample was conducted which ‘did not show any leukocytes, but did show a few other abnormalities, sent off to pathology, will notify doctor’. I am satisfied these results were sent and the doctor was notified as documented. It is unclear why a urine sample was collected. On 12 June 2025, the consumer complained of back and neck pain. Pain relief was provided with good effect. On 13 June 2025, the consumer was again reported to have poor strength and complained of shoulder pain. Pain relief was provided with good effect. The consumer was reviewed by a physiotherapist who conducted an assessment. The consumer was reviewed by a nurse practitioner who conducted ‘vital observations with nil concerns in measurements.’ The nurse practitioner suggested a hospital transfer to explore neck and back pain. The family’s preference was to await the MO review. I am satisfied the care concerns had been escalated to the MO. On 14 June 2025, the MO identified ‘acute deterioration in the last 2 days’ and the consumer was sent to hospital for further diagnosis.
The provider’s response included a pain assessment and management plan, however, I am unable to form a view to understand if the information relates to this deterioration event.
For a consumer whose behaviour support interventions were not reviewed for effectiveness and deficits were identified in behaviour charting. The site report brings forward information the representative provided feedback the consumer’s care plan appears comprehensive, however, commented the delivery of care was inconsistent with the care plan. The site report brings forward information the consumer was reviewed by DSA in February 2025 with recommendations reflected in the care plan. The report does not bring forward further information under this requirement to demonstrate that the care plan was not reviewed. The provider’s response included the consumer has again been reviewed by DSA on 13 July 2025 with tailored recommendations updated to the care plan.
In response to the concerns raised in the site report the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
While I acknowledge gaps were identified in care and services are reviewed regularly for effectiveness and when circumstances change or when incidents impact on the needs, goals and preferences of consumers, I do not consider these gaps to be systemic.
Based on the information before me, I find this requirement 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.
	Compliant

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

	Requirement 3(3)(c)
	The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
	Compliant

	Requirement 3(3)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	Compliant

	Requirement 3(3)(e)
	Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
	Not Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 3(3)(g)
	Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
	Compliant


Findings
Requirement 3(3)(a)
The intent of this requirement is that organisations do everything they can to provide safe and effective personal and clinical care through best practice, tailoring care to consumers’ needs and optimising consumers’ wellbeing.
The site report brings forward information clinical and personal care is not best practice, tailored to consumers’ needs and optimises their health and wellbeing in relation to restrictive practices, changed behaviours, pressure area care, pain, wound, medication, diabetes and weight loss management. Five of 32 consumers and representatives interviewed raised concerns about personal and clinical care. 
The information provided in relation to high impact high prevalence risks, including behaviour support and restrictive practices, pressure area care, pain, wound and medication management is not relevant to this requirement and is considered under requirement 3(3)(b). 
Information considered under this requirement includes positive feedback from 2 consumers who expressed satisfaction with the clinical and personal care provided and that the care was provided in a respectful way.  Information regarding care being delivered in a respectful way is not relevant to this requirement. 
I have considered information in relation to diabetes, blood pressure and weight loss management raised under this requirement within the site report.
Policies
Information submitted within the provider’s response includes a suite of policies and procedures to guide staff practice in the delivery of personal and clinical care.
In relation to diabetes management
The site report brings forward information blood glucose levels (BGLs) outside of reportable ranges are not escalated as required and not all BGLs are monitored as per the frequency directed for 2 consumers.
For a consumer who lives with diabetes and requires insulin and BGLs monitored 2 times per day. The site report brings forward information BGLs were not monitored on a number of occasions in May 2025 and June 2025, and one date where the BGL was recorded above 20 millimoles of glucose per litre of blood (mmol/L) (20.1 in the AM & 21.6 in the PM) the MO was not informed. I note the site report does not identify the consumer experienced an impact due to this. Review of the consumer’s information submitted in the provider’s response demonstrates BGLs were consistently recorded and in relation to the date of the reading outside parameters, the MO conducted a review of the consumer and medications with no impact identified to the consumer.
For a consumer who lives with diabetes and requires insulin and BGLs monitored 3 times per day. The site report brings forward information the consumer’s BGLs where not monitored 3 times daily on a number of dates in June 2025. No further corroborating information was included in the provider’s response. Review of the information in the site report demonstrates that while the consumer’s BGLs were not consistently monitored 3 times daily, they were monitored at least once on 4 of the dates and twice on 5 of the dates with only one date identifying a reading was not recorded. I note the site report does not identify the consumer experienced an impact due to the inconsistently recorded BGLs on the dates raised within the site report, including when no BGL was recorded. Where a discrepancy was identified within the care alert system following a MO review and an increase to the parameter from 10mmol/L to 15mmol/L. The service adjusted the care alert. 
In relation to blood pressure monitoring 
The site report brings forward information a consumer’s blood pressure was not documented as monitored as per MO directives. I note the site report does not identify the consumer experienced an impact due to this. Review of the provider’s response includes the MO was contacted to undertake a review of the directives. This information is also considered under requirement 3(3)(e).
In relation to weight loss management
For a consumer who lives with dementia, depression, anxiety and severe cognitive impairment. The consumer has experienced weight loss of 14kgs over 6 months between January 2025 and June 2025. In this time the consumer has been reviewed by the dietician on 2 occasions and the speech pathologist. Dietician recommendations have been reflected in the consumer’s care plan. The speech pathologist recommends the consumer receives ‘full assistance, encourage finger food and place in consumer’s hand so they can self-feed and self-pace oral intake’. The site report brings forward the consumers assistance is recorded as ‘moderate supervision, staff to monitor each 5-10 minutes to be on standby and help PRN to check on intake, provide prompting and assistance PRN’. Review of the consumer’s information submitted in the provider’s response identifies the speech pathologist’s recommendations were included in the consumer’s dietary needs and agreed care plan to guide staff. The provider’s response advises the dietary needs assessment has been updated to change the level of support from moderate supervision to moderate assistance. The speech pathologist’s recommendation was made one week prior to the site visit. I consider the discrepancy of the check box in the dietary needs assessment, and that no further weight loss was identified for the consumer, did not impact effective weight loss management as the detailed information was recoded to guide staff practice within the care plan.  In relation to charting, the site report brings forward that charting food and fluid intake was inconsistent. I note the site report does not identify the consumer experienced an impact due to this.
In addition to the above, I have also considered an incident for a consumer who passed away on 17 June 2025. There is insufficient information within the site report to form a view that unsafe care was provided to this consumer, however, the service have introduced a resident of the day process to improve opportunities to provide direct feedback about care and overall experience of care. In addition, alerts have been created within the electronic care management system which prompts staff where a consumer has not received a clinical care review within a week.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
While I acknowledge gaps were identified in the provision of safe and effective personal and clinical care through best practice, tailoring care to consumers’ needs and optimising consumers’ wellbeing, I do not consider these gaps to be systemic.
Based on the information before me, I find this requirement compliant.
Requirement 3(3)(b)
The intent of this requirement is that organisation do all they can to manage risk related to the personal and clinical care of consumers through best practice guidance and applying measures to minimise risk while supporting consumers’ independence to make their own choices, including to take some risks in life.
The site report brings forward information the service did not demonstrate effective management of high impact high prevalence risks in relation to falls management. In addition to this, I have also considered under this requirement information from the site report under requirement 3(3)(a), including behaviour support and restrictive practices, pressure area care, pain, wound and medication management.
The site report brings forward information some consumers and representatives interviewed raised concerns about clinical care across the above identified areas of high impact high prevalence risks.
In relation to behaviour support and restrictive practice
The site report brings forward information actions were not taken to monitor and evaluate consumers’ changed behaviours and the effectiveness of psychotropic medications.
In relation to a consumer who awoke on 2 May 2025 agitated and confused and later went back to sleep. No other information was brought forward in relation to behaviour support or restrictive practices for this consumer in relation to this event as raised within the site report.
The site report brings forward information monitoring and assessment was not conducted to support a MO to make decisions about the suitability and dosage of psychotropic medications. 
In relation to a consumer who is prescribed regular and PRN medication for agitation and hallucinations which commenced in January 2025. The site report brings forward information the service did not demonstrate non-pharmacological measures were implemented and evaluated prior to the use of a chemical restraint or that the medication was monitored for side effects and effectiveness following its implementation between January 2025 and May 2025. The provider’s response did not include information about the consumer’s behaviour charting and non-pharmacological strategies trialled prior to the MO prescribing a psychotropic medication in January 2025. There is insufficient information to determine the prescribed reason for the medication as the provider’s response includes the consumer is under the care of a Parkison’s clinic in which a side effect of a medication is linked to hallucinations. 
I acknowledge there is evidence of the service requesting the consumer to be reviewed by the MO for behavioural issues in the MOs notes on 26 November 2024. The MO recommends the consumer is reviewed by AGES. The consumer was reviewed in December 2025 by AGES who prescribed a psychotropic medication in response to hallucinations caused by Lewy Body Dementia. There is no further behaviour charting information provided to support monitoring of the medication with exception to 2 pieces of information. A progress note in April 2025 records an episode of hallucination experienced by the consumer which was managed effectively with reassurance, and a progress note in June 2025 records the MO requesting the consumer to be reviewed again by the AGES team in relation to worsening hallucinations. I am satisfied the consumer was monitored and reviewed by the service, MOs, the AGES team, the Older Person’s Mental Health Team and Parkinson’s specialists as the consumer’s behaviours declined over 6 months from December 2024 to June 2025. I am also satisfied the consumer has a comprehensive BSP in place which provides strategies to assist staff in managing the consumer’s behaviours. The site report brings forward information that strategies trialled were limited, including ‘reassure others as to wellbeing of consumer as needed, provide support, do not argue with consumer, separate consumer when situations may appear to be escalating, offer cup of tea or something to eat, identify triggers, validate feelings and use clear facial expressions’. I accept these strategies were listed as strategies to be trialled, however, I cannot form a view that they were trialled prior to the implementation of receiving a potential psychotropic medication for restrictive practice as a last resort. The provider’s response did not evidence strategies trialled prior to the introduction of a psychotropic medication in December 2024/January 2025, however, advises the consumer was under the care of a Parkinson’s clinic which hallucinations are linked to the prescribed medication. The site report evidences strategies or that the consumer’s behaviour was consistently charted to monitor the effectiveness of a chemical restraint, no impact was identified for this consumer, and the provider has acknowledged the gaps identified in behaviour charting and implemented corrective actions to rectify this issue.
With respect to the same consumer subject to mechanical restrictive practice (bedrails). The provider’s response did not include evidence of alternative strategies trialled prior to the implementation of the restrictive practice nor that an appropriate assessment was undertaken as is required, however, I understand that bedrail use was declined by the consumer and is currently not in use. I note the site report does not identify the consumer experienced an impact due to this.
In relation to a regular psychotropic medication prescribed to the same consumer to assist with agitation and hallucination, the site report brings forward information that an antipsychotic/psychotropic medication form did not demonstrate an individual assessment of the risks of each medication. There is insufficient information within the site report to form a view.
For another consumer who receives a PRN psychotropic medication prescribed for intrusive behaviours. The site report brings forward information strategies were not trialled prior to the use of the restrictive practice, strategies were not evaluated for their effectiveness, and that restrictive practice was not used in line with the prescribed reason.
The provider’s response demonstrated the consumer’s BSP contains strategies to guide staff to manage the consumer’s changed behaviour related to refusal of cares, intrusive behaviours and verbally and physically aggressive behaviours. Last resort strategies include PRN chemical restraint. Additionally, review of the behaviour recording chart confirms guidance regarding the appropriate strategies to manage changed behaviours. In relation to physical and aggressive behaviour, circumstances for the administration of PRN chemical restraint are clearly documented.
The site report brings forward information the consumer was administered PRN chemical restraint on 3 occasions for the refusal of personal cares. I have considered this information as well as the providers response and the Quality of Care Principles in relation to the administration of chemical restraint. I note the consumer had a physical medical condition which required medical attention. 
On the first occasion, based on progress notes reviewed, I consider there is insufficient information to form a view if strategies were trialled prior to the use of a psychotropic medication. There is no other information in the site report to corroborate this information.  
On the second occasion, the team bring forward a progress note for 17 June 2025 the consumer was agitated and aggressive and that that reassurance strategies provided were ineffective. The provider’s response included progress notes date 6 June 2025 to 21 July 2025, however, there is nil progress note dated 17 June 2025 as brought forward in the site report. In the absence of further information, I consider that strategies, including reassurance was trialled and evaluated as ineffective, that care was provided for the consumer following an episode of incontinence and that staff respected the consumer’s choice to deny review of the wound.
On the third occasion, review of progress note on 18 June 2025 indicates reassurance was provided, however, it is inconclusive if reassurance was provided prior or post administration of chemical restraint. The consumer’s choice to decline wound review was respected. Progress notes continue in the following days which provide evidence that the service consulted extensively with the family, the MO and other specialist services in relation to managing the consumer’s changed behaviour to safely remove staples from the consumer’s wound which were at risk of skin overgrowth. 
In relation to the evaluation of strategies used to manage the changed behaviours of the consumer. There was no charting prior to the 30 June 2025 included in the provider’s response. However, review of the progress notes between 6 June 2025 and 21 July 2025 demonstrates staff were documenting the strategies used and the effect, and, charting from 30 June 2025 to 18 July 2025 demonstrates staff were evaluating the effectiveness of strategies used. The provider has also demonstrated a case conference has been held with the family to discuss further changed behaviour strategies to ensure the safe and effective care of the consumer.
The site report brings forward that improvement activities were identified by the service and recorded within the continuous improvement plan were consistent with the gaps identified within the site report, however, the improvement activities had not yet been evaluated for their effectiveness at the time of the performance assessment. 
While I acknowledge gaps were identified within the site report for the effective management of restrictive practice and behaviour management, I do not consider these gaps to be systemic.
In relation to pressure area care
The site report brings forward there were 14 pressure injuries for 13 of 140 consumers residing at the service with 10 identified at stage II. The site report brings forward that management advised there is no system for the effective management of pressure area care, however, a ‘rounding process’ was introduced in May 2025 in response to pressure area care and the effectiveness of the rounding process is monitored through incidents, feedback and complaints and that all beds are fitted with air mattresses. Review of the provider’s response identifies there is a comprehensive pressure injury prevention and care process to guide staff practice. 
The site report brings forward information in relation to one consumer relates to a pressure area on the consumer’s right heel identified at Stage II on 6 June 2025 with a treatment plan not commenced until 16 June 2025. The provider’s response, including supporting documentation identifies this consumer had pressure reliving strategies in place and a pressure injury was identified on 16 June 2025 with the treatment plan commenced the same date. This consumer was considered at this time to be receiving care for multiple chronic ulcers, palliative care, and placed on end of life and passed away on 19 June 2025.
The site report brings forward information in relation to the repositioning a non-ambulant consumer with Motor Neurone Disease. Information includes the consumer is to be repositioned 2-3 hourly in the day and 3-4 hourly at night for pressure area care and feedback from the consumer includes staff do not attend to repositioning and the consumer was observed seated in the same position throughout the assessment. Staff provided mixed responses about repositioning, including that the consumer is repositioned following meals and toileting, and repositioning is not charted as there is a rounding process in place.
The site report does not provide information about other pressure area care measures in place for this consumer and if they are effective, however, review of the consumer’s summary care plan included in the provider’s response evidenced pressure area care is delivered and skin integrity strategies are used, including the application of moisturiser twice daily. While this consumer provided feedback pressure area care is not provided as per the care plan, the consumer is not identified as experiencing pressure injuries/wounds and no impact is identified within the site report for this consumer. There is insufficient further information corroborate the information brought forward in the site report.
The site report brings forward information relating to a consumer who is non ambulant and requires repositioning every 2-3 hours and includes feedback from the consumer that staff do not attend to repositioning. Review of the consumer’s skin assessment included within the provider’s response identifies the consumer is at severe risk of incontinence aid dermatitis and pressure ulcers. A range of preventative strategies are listed, including pressure relieving cushion, air mattress, repositioning, moisturiser, and dietary supplements. The skin assessment expresses strict pressure and continence management is required as the consumer is at extreme risk of major pressure injury. Dignity of risk includes the consumer will not allow staff to undertake repositioning and/or remain in bed, refusing personal cares including showering and changing continence aids. The consumer prefers to remain in a wheelchair during the day. The consumer and representative have been informed of the risks and have advised they would like their choices respected. The site report does not bring forward information about the consumer experiencing pressure injuries/wounds and no impact is identified within the site report for this consumer. The provider’s response includes that staff continue to encourage the consumer to partake in repositioning and these interactions and responses are documented in behaviour charting and progress noting. There is insufficient further information to corroborate the information in the site report.
The provider’s response includes a comprehensive review is currently being undertaken to assess the accuracy, consistency and timeliness of pressure injury documentation and pressure injury management will be tabled for discussion at the clinical governance meeting to identify opportunities for strengthening documentation practices. The provider included evidence of a pressure injury prevention and care policy.
In relation to pressure area care. I am satisfied there are policies in place to guide staff. I am satisfied there is a rounding process in place to observe consumers. While 2 consumers reported they are not repositioned, there is insufficient further information within the site report to corroborate and form a view. I note the site report does not identify the consumer experienced an impact. 
While I acknowledge gaps were identified within the site report for the effective management of pressure area care, I do not consider these to be systemic.
In relation to pain management
The site report brings forward information about 2 consumers who experience pain and require PRN and regular analgesia. The service acknowledges there was a previous issue with the availability of some medication stemming from delays in prescriptions. I consider for one consumer the service undertook reasonable steps to action receipt of prescription within a timely manner and the consumer experienced a short delay in administration causing the consumer to experience a concern only, no pain. For the other consumer, I consider this issue has been resolved through transition to the contracted pharmacy which allows for more efficient prescribing and supply. I am satisfied the consumer was offered, and accepted, an alternative pain relief as an interim measure and the consumer has been reviewed by the MO with changes to medication resulting in effective pain management to the satisfaction of the consumer.
For a consumer who experienced a fall, the site report brings forward the consumer was not monitored following expression of chest/neck pain on 6 June 2025, a headache on 7 June 2025, generalised pain on 8 June 2025 and shoulder pain on 11 June 2025. Review of the progress notes included in the provider’s response demonstrated following an expression of chest and neck pain on 6 June 2025, the consumer declined transfer to hospital, was monitored by staff for pain during engagement with the consumer, and pain relief was offered with good effect resulting in the consumer resting comfortably and sleeping well overnight. The site report shows for the remaining dates 7, 8 and 11 June 2025, the consumer was offered pain relief with good effect and nil further to note. I note the site report does not identify the consumer experienced an impact due to this.
For a consumer who is described as having a life limiting medical illness and chronic foot ulcers with fluctuant episodic complex mixed pain that includes incidental pain with cares and dressings, ischaemic pain with neuropathic element, as well as restless legs component of pain, the site report brings forward information the consumer’s pain management was ineffective. The site report identifies the consumer’s pain assessments were not reviewed between 31 December 2024 and 10 May 2025. Refer to requirements 2(3)(a) and 2(3)(e) for further information about pain assessment and review. The provider’s response includes that no additional pain sites were identified between December 2024 and May 2024 and, therefore, an update to the plan was not deemed necessary in accordance with the policy and processes. The provider’s response includes that the consumer’s pain management plan specifically identifies the wounds on the consumer’s feet and legs as pain sites and that a tubular bandage product was indicated as the preferred treatment for managing the leg pain and oedema, and appropriate interventions were in place to address the consumer’s pain. The provider’s response did not include the pain management plan for review, however, review of the skin management plan identifies the consumer experiences pain related to skin condition on their legs and feet. The provider’s response did not include progress noting related to pain experienced by the consumer during wound care in April 2025 as described in the site report. I have considered the information in the site report regarding pain management of the consumer and the progress notes included in the provider’s response. I consider that where the consumer expressed pain, the consumer’s pain was responded to in a timely manner through prescribed PRN analgesia and that the effectiveness of the pain management is documented as effective. I note that during the months of March and April 2025, the consumer was reviewed by the MO with nil concerns raised regarding pain management. Later in May 2025, multiple discussions were held between the family, MO and specialist teams in relation to increasing pain management for the consumer who was identified as deteriorating towards palliation with PRN morphine commenced and ongoing comfort care and pain management prioritised. Progress notes identify the family express satisfaction with pain management. On 23 May 2025, the MO notes the consumer has adequate analgesia at present. On 29 May 2025, a specialist team charts a syringe driver for pain management. I am satisfied the consumer’s pain was effectively managed.
For a consumer who receives regular analgesia for arthritic pain, pain in right and left hip, lower back, lower legs, right shoulder and generalised pain. Pain charts are in place. No charting occurred between 19 and 23 June 2025. The site report brings forward information due to the change in mealtimes at the service the consumer was unable to have the 6 hour gap between ingestion of analgesia medication. No further information or impact was brought forward regarding this information.
The site report brought forward the consumer experienced pain from waiting on the toilet for an extended period of time on one occasion with no further information brought forward.
The site report brings forward information the consumer declined regular analgesia on 6 June 2025 and that the consumer had been declining regular analgesia for ‘some days’ with no impact brought forward. In consultation with the registered nurse, the MO reviewed the medication chart and changed the regular analgesia to PRN. The consumer was monitored for pain. The site report brings forward no documentation for pain monitoring was evident prior to the cessation of regular analgesia on 7 June 2025, however, there is no evidence to support the consumer’s pain was not being effectively managed and the site report advised that regular charting was in place except between 19 and 23 June 2025. I note the consumer’s representative raised concerns about medication management, however, other concerns are not relevant to pain management and have been considered under medication management.
The site report brings forward information the consumer experienced back and neck pain on 12 June 2025 and was administered analgesia with good effect. On 13 June 2025, the consumer experienced shoulder pain, was administered analgesia with good effect and was assessed by a nurse practitioner who conducted ‘2 rounds of vital observations with nil concerns of measurements’, attempted to collect a urine sample for further testing and recommended to the family a transfer to hospital to investigate back and neck pain. The family preferred to see the MO the following date. The MO recommended a transfer to hospital and the consumer was diagnosed with calculous cholecystitis (gall bladder inflammation) and was provided antibiotics and returned to the service on 16 June 2025. Review of the provider’s response identifies the consumer entered active palliation and pain has been managed via syringe driver.
The site report brings forward information for a consumer who was found lying down in the garden on 8 June 2025, the consumer’s pain was not managed in line with hospital discharge information on 12 June 2025. Hospital discharge information includes PRN analgesia for pain. The consumer returned from hospital and a pain assessment and pain chart was commenced with charting occurring on 12 June 2025, however, no charting occurring on 13 or 14 June 2025 with charting documented again on 15 June 2025. While the site report brings forward that charting was not documented, there is insufficient information within the site report to demonstrate the consumer experienced pain during this time which was not managed by the service.
While I acknowledge gaps were identified within the site report for the effective management of pain, I do not consider these gaps to be systemic.


In relation to wound care management
For a consumer who experienced chronic ulcers on their feet and lower legs. The site report brings forward information wounds were not responded to in a timely manner.  This information is considered under requirement 3(3)(d).
In relation to medication management
For a consumer who receives regular analgesia for pain and other medications. The site report brings forward information the representatives reported on an unknown date, medication was not administered at the required time due to a shift in meal service, on 2 occasions medication was located in the room undigested, on an unknown date another consumer’s medication was offered to the consumer, however, not consumed, and that a regular analgesic medication was ceased following multiple occasions where the consumer declined analgesia without consultation with the representative. The site report brings forward information the consumer declined regular analgesia on 6 June 2025 and that the consumer had been declining regular analgesia for ‘some days’ with no impact brought forward. In consultation with the registered nurse, the MO reviewed the medication chart and changed the regular analgesia to PRN. The consumer was monitored for pain. I note that collectively the representative reports dissatisfaction with medication management, however, there is insufficient evidence within the site report to corroborate this information, and no impact was identified for the consumer.
For a consumer who lives with diabetes and requires insulin. The site report brings forward information the consumer’s medication was administered outside the time sensitive medication policy of 30 minutes on 8 occasions. There is insufficient evidence within the site report to corroborate this information. Review of the consumer’s information in the provider’s response demonstrates 6 occasions of delay with reasonable circumstances for the delays (decline of medication) and actions taken. Three events related to delay in administration (one hour) have been identified and reported as incidents. I note the site report does not identify the consumer experienced an impact due to this.
For a consumer who received antibiotics to treat a cyst. The site report brings forward information the consumer reported the second course of antibiotics was administered 4 days post first course and their eyedrops have not been available. There is insufficient evidence within the site report to corroborate this information. Review of the consumer’s information in the provider’s response demonstrates antibiotics were prescribed and were for the treatment of a cyst. There is no information to corroborate a delay in administration of the antibiotic. The consumer was reviewed by the MO with no concerns raised. I note the site report does not identify the consumer experienced an impact due to this.
The site report brings forward information which identifies a gap in the monitoring of administration of time sensitive medication recorded on paper-based charts. The provider did not provide a response to this information. There is insufficient evidence to corroborate this information nor was any impact identified for consumers.  
While I acknowledge gaps were identified within the site report for the effective management of medication, I do not consider these gaps to be systemic.
In relation to falls management
The site report brings forward information that of 140 consumers in the past 3 months, 8 consumers have experienced falls which required medical intervention due to fractures. 
For a consumer identified as a high falls risk having 4 falls within 3 months and experiencing a fracture on the 12 June 2025. The site report brings forward the consumer’s neurological observations were not completed as per policy post fall on 1 June 2025. The site report identifies the consumer’s neurological observations were recorded as taken per policy on 7 occasions post fall on the same date. Observations were recorded at each interval except one 30-minute interval at 7.30pm (however, was recorded at 8.00pm), and one observation not documented as taken at midnight. Observations were not recorded 4 hourly from midnight onwards until review by an MO as per policy. I note the site report does not identify the consumer experienced an impact due to this.
The provider’s response did not include information related to this consumer’s fall. I consider if observations are within normal range on 7 occasions post fall until 8.00pm it is reasonable the consumer was provided with the opportunity to sleep uninterrupted until awaking in the morning, meaning 4 hourly observations may not have occurred at midnight and overnight until the consumer woke in the AM.
The site report identifies incident forms were raised following each of the consumer’s falls, however, the incident forms were incomplete with no investigation to identify contributing factors review of existing or new measures to minimise risk. 
For a consumer who experienced an unwitnessed fall in the garden on 6 June 2025. The site report brings forward the consumer’s neurological observations were not completed as per policy post fall on 6 June 2025. The site report identifies the following concerns for falls management:
Comprehensive assessment of the consumer was not taken immediately following the fall:
· Review of a progress note and incident form included in the provider’s response identified the consumer was immediately attended to by registered staff as soon as the incident was known. The consumer declined a skin assessment, analgesia and recommendation to transfer to hospital. The progress report notes there were no visible injuries when a head-to-toe assessment was completed a couple of hours post fall. The incident report includes the same information. At a later time, the family were notified of the incident. The incident report identifies a falls risk assessment was conducted, the consumer was referred to the MO and physiotherapist. Progress notes included in the provider’s response identifies the consumer started a wellness program on 9 June 2025 (3 days post fall) and was reviewed by the physiotherapist on 30 June 2025.
Neurological observations were not undertaken in accordance with post falls policy:
· The site report identifies the consumer’s neurological observations while not recorded to the exact intervals as per policy, were recorded on 10 occasions post fall on the same date until 9.30pm, however, not recorded 4 hourly from 9.30pm until review by a MO as per policy. I note the site report does not identify the consumer experienced an impact due to this. I consider if observations are within normal range on 10 occasions post fall until 9.30pm, it is reasonable the consumer was provided with an opportunity to sleep uninterrupted until waking in the morning, meaning 4 hourly observations may not have occurred overnight until the consumer woke in the AM.
The consumer’s pain was not monitored and assessed:
· Review of the information in the site report identifies the consumer declined analgesia at the time of the reported fall. Later, while the consumer was being monitored for pain, the consumer expresses pain in chest which they again decline analgesia for. Again, at a later time, while the consumer is being monitored for pain, the consumer advises the pain has moved to the neck area and accepts analgesia with good effect. The incident report indicates a pain assessment was conducted. I am satisfied the consumer’s pain was monitored post fall. In addition, the provider’s response identifies the consumer has chronic pain sites and a strengthened pain assessment and management plan has been completed with the consumer, as well as a medication review and MO review. I note the site report does not identify the consumer experienced an impact due to this.
Post falls reviews did not include consideration of all factors: 
· The site report brings forward information that the post falls review completed on 7 June 2025 (1 day post fall) did not identify the consumer experienced pain, documented that no medications were required and that observations had been attended and completed. This information is in contradiction to progress notes which identify the consumer experienced pain in the chest and neck and accepted analgesia with good effect. 
· The site report identifies the post falls review completed on 9 June 2025 (3 days post fall) states the consumer slept well overnight. The site report states this information is in contradiction to progress notes which identify the consumer was distressed, was experiencing hallucinations overnight and slept on the floor. Review of progress notes included in the provider’s response identifies the consumer experiences multiple episodes of hallucinations due to diagnoses. 
· No further information is brought forward regarding this, and the provider has responded with some continuous improvement activities. No impact was identified to the consumer in relation to the documented anomalies. 
Lack of comprehensive incident investigation to identify contributing factors or prevention of falls:
· The incident report included in the provider’s response identifies the incident was documented by the registered staff, reviewed by the nurse practitioner with the consumer referred to the MO and physiotherapist and corrective actions considered, including footwear, 4-wheel walker in good working order and correct height. Review of the consumer’s falls risk agreed care and service’s plan identifies the consumer has a comprehensive assessment with multiple strategies to prevent falls.
In relation to the inconsistencies identified between the post falls review and progress noting documentation, this information has been further considered in requirement 3(3)(e).
For a consumer identified as a high falls risk and experienced a fracture to the right hip on 30 May 2025. The site report brings forward information the consumer’s fall was witnessed by staff, an immediate head to toe assessment was completed by registered staff, the consumer was lifted by hoist and settled onto a wheelchair, the consumer was examined again and the consumer pointed to their right leg indicating pain and was unable to stand. The consumer was provided analgesia for pain and was reviewed by the physiotherapist and in consultation with the staff the consumer was sent to hospital for further examination. An incident form was created, and CCTV was viewed to establish the circumstances which identified a clinical nurse immediately responded to the consumer’s fall. The consumer returned from hospital on 3 June 2025. On return from hospital falls risk assessment, mobility, pain and personal hygiene and skin assessment was completed. Pain is to be managed with analgesia. 
The site report brings forward information that although the above actions were undertaken in response to the fall, the service did not implement appropriate strategies to manage risks following the fall because there was no information about the frequency for monitoring pain when the consumer returned from hospital and sections of the return from hospital form were incomplete. 
The provider’s response did not include documentation relevant to the fall nor the consumer’s return from hospital form. I have reviewed the organisation’s mobility and falls prevention process and pain management process. For ‘ongoing review and pain management the registered nurse will ensure episodes of pain are documented on a pain chart and in the progress notes along with evaluation of management’. The site report brings forward that upon the consumer’s return from hospital (3 June 2025), a pain assessment was completed, pain was charted in the evening at 8.00pm, and then again the following morning (4 June 2025) at 9.30am and 5.45pm on 5 June 2025, however, the frequency for the monitoring of the pain was inconsistent with a progress note on 5 June 2025 (2 days post return from hospital) recording pain to be monitored each 2 hours and other charted general pain later on 8 and 10 June 2025. I have considered this information and there is insufficient evidence within the site report to corroborate expectation for pain charting and what was assessed as required to form a view.
The site report brings forward a discrepancy in documented charting, however, does not identify if the consumer was experiencing pain at other times which was not charted or that the pain experienced by the consumer was not managed effectively with either pharmaceutical or non-pharmaceutical strategies. The site report brings forward that a progress note on 3 June (return from hospital) assures the family the consumer will be visually monitored each 15 minutes and a food and fluid chart was not commenced until 6 June 2025. I do not consider a food and fluid chart to be relevant to falls prevention. While charting was documented as occurring at times on 4 June 2025, I consider there is insufficient evidence to determine that visual monitoring was not occurring due to an incomplete visual monitoring chart. I note the site report does not identify the consumer experienced an impact due to this.
For a consumer identified as a high falls risk and experienced a fall on 16 April 2025 and 28 April 2025. The site report brings forward information about the consumer’s falls and concerns raised by family on 17 June 2025 that the consumer may fall from bed due to restlessness. 
Review of the site report identifies on 16 April 2025, the consumer’s legs became weak and was no longer able to stand. The consumer was assisted to the floor. 
The site report brings forward information that the service did not undertake a timely investigation of the falls and development of strategies to minimise falls was not conducted. An incident report was produced on the same date which states ‘strategies are in place to reduce falls and impact experienced’. I consider the commencement of an incident report on the same date as the event, timely. 
Review of the consumer’s information included in the provider’s response identifies a physiotherapy assessment was completed 2 days prior to the fall (14 April 2025) and identifies the consumer is 1 x assist with a wheelchair. The site report brings forward that a falls risk, mobility and pain assessment was not conducted post fall. The provider’s response did not refute the information in the site report relating to assessments not completed, nor include corroborating information relevant to this fall. I have reviewed the mobility and falls prevention process which defines a fall as ‘the sudden, unanticipated, change downward in body position, with or without injury.’ In this instance the consumer’s legs became weak, and the consumer was assisted to the floor and I consider this would indicate the consumer experienced a fall. In the absence of further information in the site report or refute to this through the provider’s response, I have placed weight on the information assessments were not completed following this fall, however, note that an incident report was generated. I note the site report does not identify the consumer experienced an impact due to this.
Review of the site report identifies on 28 April 2025, the consumer experienced a fall witnessed by the family. The consumer sustained some skin tears, bruising and was sent to hospital. The site report brings forward information that the service did not undertake a timely investigation of the fall and development strategies to minimise falls was not conducted. An incident was report was produced on the same date. I consider the commencement of an incident report on the same date as the event timely. 
On the balance of information provided through the description of the event in the site report, it appears the consumer was assessed to attend hospital for treatment and review of the consumer’s information within the provider’s response identifies the consumer was reviewed by the physiotherapist the following day on 29 April 2025 who advised the consumer to only mobilise with staff and no change to mobility assessment from 14 April 2025. In relation to the site report information that no investigation occurred.  This will be considered under requirement 8(3)(d).
In relation to concerns the family raised about the risk of the consumer falling from bed due to restlessness, the site report brings forward a family conference included discussion about the risks of bed rails and that the consumer’s family were satisfied with trialling alternative strategies to minimise potential impact to the consumer in the event the consumer fell from bed while being restless.  Further conversation was had in relation to ensuring pain was monitored and managed with ongoing review from the MO and a specialist palliation team in relation to the consumer experiencing restlessness. The consumer was assessed by the physiotherapist on the same date, and it is noted the consumer has an air mattress, bed sensors and mats beside the bed to minimise risk of falls. There is insufficient further evidence within the site report to consider in relation to other assessments that were or were not completed nor the requirement for any investigation to take place as no fall from bed is evidenced as occurring. Additionally, I am satisfied falls management strategies for the consumer experiencing restlessness in bed included bed sensors and mats beside the bed to minimise risks of falls. I note the site report does not identify the consumer experienced any such fall from bed at any time. 
Further to the falls identified above under this requirement, other falls were experienced by the consumer on two further occasions on 4 June and 11 June 2025 where the consumer experienced weakness in their legs when mobilising and was assisted to the floor by staff. Management confirmed these would be considered a falls incident. These falls were not identified as incidents and post falls procedures were not triggered in response.
For a consumer identified as a high falls risk and experienced a fall on 8 June 2025. The site report brings forward information progress notes identify the consumer as having a behavioural episode where the consumer was found lying on the ground. CCTV footage later reviewed by management identified the consumer experienced a fall witnessed by the consumer’s family.  
Staff assisted the consumer back to their room noting the consumer walked at baseline mobility with no pain voiced or observed. A skin assessment was conducted with no injuries noted. On 9 June 2025, progress notes identify no concerns of pain or discomfort was noticed overnight. On 10 June 2025, notify staff the consumer appeared more confused than usual. Progress notes include vitals were attended, verbally denied pain. The registered nurse assists the consumer with a shower and noted a change to mobility and bruising on coccyx region. An incident form was created. Analgesia administered. Staff were unable to collect a urine sample, and the consumer declined attending lunch and was settled in bed. Delirium screening, including a pain assessment was completed with no pain identified and 15-minute visual observations to continue. The consumer was referred to the physiotherapist who held concerns for the consumer’s pain in the coccyx area and the consumer was transferred to hospital on the same date. Review of the hospital discharge information included in the provider’s response identified the consumer was provided analgesia and antibiotics for diagnosed pneumonia and fractured coccyx and sent home on 12 June 2025.  
The site report brings forward that pain assessments identified no pain, however, the consumer was later diagnosed with ‘sepsis’. Review of the hospital discharge information included in the provider’s response identified the principal diagnoses of community acquired pneumonia and secondary diagnosis fractured coccyx. I do not consider that because pneumonia was later diagnosed, therefore, the consumer should have been experiencing pain at the time of the pain assessment. 
The site report identifies progress notes state the consumer experienced a behavioural episode and was found lying down in the garden. There is no information within the provider’s response to demonstrate that this was a known behaviour of the consumer, and I consider it would be reasonable to suspect the consumer had experienced a fall. However, although the staff did not identify this episode as a fall, post incident checks occurred, including a skin and pain assessment which did not identify any concerns, nor were any concerns raised again the following date. I am satisfied when changes were identified on 10 June 2025, the care response was escalated to include observations, pain and skin and delirium assessment, pain addressed with analgesia, a referral to the physiotherapist and transfer to hospital.
The provider’s response includes the consumer’s physiotherapy and mobility care plan were updated, a falls risk assessment, pain charting, assessment and wound care pathway was commenced upon the consumer’s return to the service on 12 June 2025. 
In relation to the management of this consumer’s pain, this has been considered under pain management.
While post falls management appears to have been conducted at the time of recognising a change in the consumer. I am not satisfied staff recognised the consumer had experienced a fall on 8 June 2025 even when it was witnessed by family. It was only after the consumer expressed pain on 10 June 2025 that management undertook investigation and identified the consumer had experienced a fall on 8 June 2025
For a non-ambulant consumer identified as a medium falls risk and experienced a fracture following a fall on 7 May 2025. The site report brings forward information post fall neurological observations were not followed. Information within the site report is inconsistent with post falls management with the site report having insufficient information to determine the relevance of visual observations commencing 7 days post fall. The consumer experienced another fall on 17 May 2025 at midnight with the site report bringing forward post fall neurological observations were not followed per policy. It is noted the consumer experienced the fall at midnight. Observations were conducted at the time and then in the AM with no further neurological observations documented until 19 May 2025. No impact to the consumer was identified within the site report. Information about the consumer related to the falls was not available within the provider’s response. 
The same consumer has mats beside their bed as a fall prevention strategy. The site report identifies the representative partnered with the service about the care planning for the consumer in relation to a request for bedrails. Information submitted within the provider’s response demonstrates the service consulted with the representative on 12 May 2025 and discussed the risks and alternative strategies, including the use of a low bed and mats to be placed beside the bed. The representative questioned the effectiveness of the mats beside the bed when they have found on occasions the crash mats to be underneath the bed. There is insufficient information within the site report and provider’s response to form a view. The site report does not bring forward any evidence of impact to the consumer in relation to this issue
The site report brings forward that January 2025, clinical indictors for the service identified an increase in falls with strategies to reduce falls included in the service’s continuous improvement plan. Further the site report brings forward that falls continued to increase over February, March, April and May 2025 with no evaluation of the effectiveness of the strategies implemented to reduce falls.  The provider’s response includes planned actions and strategies for continuous improvement.
I have considered the information before me in relation to falls management.  On balance, I consider there is risk for consumers who are at risk of experiencing falls. 
In relation to continence management
The site report brings forward information for a consumer who found lying down in the garden 8 June 2025, the consumer’s bowels were not managed in line with hospital discharge information on 12 June 2025. Hospital discharge information includes the consumer’s bowels to be monitored prior to removal of an indwelling catheter. While the site report brings forward that charting was not documented, there is insufficient information within the site report to demonstrate the consumer experienced an impact due to incomplete charting. 
Other
The site report brings forward information there was insufficient progress noting documented about a consumer’s condition prior to the consumer deteriorating. This information is further considered under requirement 3(3)(d). 
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
· appointment of a nurse advisor
· additional clinical staff
· review of clinical care
· education and training
I have considered the information before me in relation to high impact high prevalence risks. I acknowledge some gaps have been identified within the site report which have been considered. On balance, I consider there are concerns for consumers who are at risk of experiencing falls. Some falls incidents failed to be identified as a fall, including for a consumer who experienced weakness in their legs and was assisted to the floor on multiple dates, and for a consumer who was found lying in the garden and had experienced a fracture. Representatives expressed dissatisfaction of staff identifying a change to the consumer’s condition. Additionally, clinical indicators had identified an increase in falls in January 2025, and although strategies had been implemented by the service to reduce the number of falls, they had not been evaluated for their effectiveness and falls continued to increase from January through to May 2025.
Based on the information before me, I find this requirement not compliant.
Requirement 3(3)(c)
The focus of this requirement is on how personal and clinical care is delivered at the end of a consumer’s life.
The site report evidences there are governance processes in place to ensure personal and clinical care is delivered in a way that ensures the needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort is maximised and their dignity preserved. Palliative care plans included advance care directives and an end of life pathway plan to ensure consumer’s preferences are maintained. Pain management is in consultation with a palliative care specialist team and other comfort cares, including diffusers and partnering with families is managed by lifestyle staff. Equipment is available at the service to ensure pain management is effective. Representatives provided positive feedback about the cares provided by the service.
Based on the information before me, I find this requirement compliant.


Requirement 3(3)(d)
The intent of this requirement is that organisations are expected to respond to deterioration or changes of a consumer’s mental health, physical or cognitive function, capacity or condition is responded to in a timely manner.
The site report brings forward information that ineffective monitoring fails to identify deterioration and is not responded to in a timely manner. Representatives expressed dissatisfaction of identification of deterioration. 
The site report brings forward information a consumer was not monitored prior to a sudden deterioration on 12 March 2025. The site report evidences the consumer’s clinical documentation identifies the consumer expressed pain on 2 occasions on 11 March 2025, was provided PRN analgesia and referred to the physiotherapist and MO review.
The provider’s response includes the consumer was reviewed by the MO on 1 March 2025 and was prescribed antibiotics for a medical condition which is known to cause pain but is not related to the diagnosis identified at sudden deterioration. The antibiotics were completed on 10 March 2025. 
The provider’s response includes registered staff completed a clinical assessment and vital observations with observations commenced. The consumer’s temperature was documented. The site report brings forward the consumer was observed to be sleepy and quiet at 11.00pm at night on 11 March 2025 with no verbal or physical signs of pain expressed. Early the following morning on 12 March 2025, staff observed the consumer to feel hot and clinical staff completed further assessment resulting in an escalation to hospital. The consumer was diagnosed with pneumonia and returned to the service on 15 March 2025.
I have reviewed the consumer’s information available in the provider’s response, including the antibiotic report, vital observation chart and hospital discharge summary. I consider the consumer was monitored appropriately for pain and deterioration on 11 March 2025 and when the consumer’s condition changed on 12 March 2025 the response to the consumer’s care was escalated in a timely manner. 
The site report brings forward information for a consumer who experiences chronic ulcers, the service failed to ensure deterioration was responded to in a timely manner. The consumer experiences multifactorial pain which is managed with PRN and regular medications. The consumer’s pain management care plan identifies the chronic ulcers on the consumer feet and legs as pain sites. The site report brings forward the consumer is reviewed by the high care foot clinic at the local hospital for wounds, however, dates are absent from the report.
The consumer’s wound documentation consistently records discharge on their right toe in March and April 2025. The consumer was reviewed by the MO in March and April 2025.
The site report brings forward the representative raised a concern about the consumer’s right toe on 26 April 2025, and progress notes document ‘query infection big toe’ and the consumer was referred to the MO.
Progress notes on 28 April 2025, show staff emailed the MO pictures of the wounds and continue wound care plan dressings.
On 29 April 2025, the consumer’s wound was attended, and antibiotics were commenced.
On 30 April 2025, the consumer’s observations are recorded as baseline.
On 1 May 2025, a swab was collected for the right toe and the consumer presented as confused, delirium screening and pain assessment was conducted with foot temperature documented as ‘not warm to touch, expressed pain of dressing too tight which staff relieved dressing pressure.’
On 2 May 2025, the consumer was reviewed by the MO who reported the consumer was ‘very alert today, slight increase in swelling and redness and is afebrile.’  Further, the MO notes the consumer is ‘being optimally managed but is running out of options’. Progress notes document the consumer is checked on multiple times.
Later the same evening after being reviewed by the MO, staff identify the consumer is unwell, coughing up phlegm and shivering. The consumer was transferred to hospital for further investigation. The consumer was diagnosed with proteus bloodstream infection (urinary tract infection). I do not consider that because the consumer was diagnosed with an infection it was directly caused by the wound on the consumer’s right toe. I consider the wound for this consumer was monitored frequently, reviewed by the clinical staff and the MO in the days prior to, and day of hospital admission, with no concerns raised and antibiotics had already commenced. The MO reviewed the consumer only hours prior to the sudden deterioration of the consumer and noted the consumer was alert, afebrile and was being optimally managed. I consider this consumer’s deterioration was identified and managed in a timely manner.
The site report raises the representatives for the consumer were dissatisfied with the care provided for this consumer. I have considered this feedback and also information within the progress noting, including that the representative was consulted regarding the consumer’s care on 10, 12, 14 May 2025 citing positive feedback about the care of the consumer.
The site report brings forward information the service did not demonstrate oversight of the consumer prior to the consumer becoming unwell because there were no progress notes for 3 weeks prior to the consumer becoming unwell on 21 June 2025. The site report brings forward management advised progress notes should be written weekly and that they were unsure why an alert had not triggered in the electronic care management system that progress notes had not been made. The site report does not identify any deterioration of the consumer during this time. There is insufficient evidence within the report to demonstrate the consumer was not monitored and I consider the absence of progress noting does not in itself demonstrate the consumer was not monitored. The site report brings forward information the consumer’s condition changed on 21 June 2025 where the consumer was observed to be unwell during the afternoon medication round. There is no indication in the site report the consumer was unwell or deteriorating prior to this time. A clinical assessment was conducted, and the consumer was transferred to the hospital. The consumer was diagnosed with E coli Bacteraemia (urinary tract infection). I consider the consumer’s deterioration was recognised and responded to in a timely manner.
The site report brings forward information the service did not respond to deterioration of a consumer in a timely manner. The site report brings forward information the representatives of the consumer request a urine sample for the consumer on 10 June 2025. Reasons for the request of the sample are not evidenced within the site report. The site report includes the test showed an abnormality and was sent to pathology and the staff record they will notify the MO. It is unknown if the pathology results were followed up. No other evidence of deterioration is brought forward in the site report for this date. 
On 11 June 2025, the consumer was feeling weak in the legs and was unable to mobilise back to bed. (weakness in the legs had also occurred on 16 April, 28 April and 4 June 2025 with no other deterioration noted following these events) The consumer’s physiotherapy assessment in September 2024 and April 2025 advises the consumer is to be transferred by standing lifter with 2 person assist due to not being able to weight bear for extended periods and restricted movement in arms and legs. A pain assessment was conducted with the consumer reporting no pain. 
On 12 June 2025, in the afternoon, the consumer complained of back and neck pain and was provided analgesia with good effect. 
On 13 June 2025, the consumer again experienced weakness and was unable to stand up. The consumer was assessed by a physiotherapist and a nurse practitioner who was following up a urine test for the consumer, with vital signs taken on 2 occasions with nil concerns in measurements, however, suggested transfer to hospital for x ray to investigate expressed pain in neck and back. Representatives declined the transfer preferring to wait for the MO who was attending the following date.
On 14 June 2025, the consumer was reviewed by the MO and noted deterioration over last 2 days and sent to hospital. The consumer was diagnosed with calculous cholecystitis (gall bladder inflammation), was provided antibiotics and returned to the service on 16 June 2025.  
The site report brings forward information for a consumer who experienced a fracture, the service failed to identify decline in mobility and pain was not recognised and effectively monitored. The consumer’s pain and mobility is considered further under requirement 3(3)(b).
The site report identifies on 8 June 2025, the consumer was located lying down in the garden, was assisted back to their room, was assessed for pain and injuries by clinical staff with none identified. On 9 June 2025, the consumer was monitored with no pain or injuries noted. 
On 10 June 2025, the consumer’s cognitive function was recognised as changed by the representative who alerts staff, and the consumer was assisted to undertake personal cares to ensure the consumer’s dignity. While undertaking personal cares, the consumer complained of pain in their back and bruising was identified. The consumer was reviewed by the physiotherapist and recommended to transfer to hospital for further investigation. The consumer was diagnosed with pneumonia and a fractured coccyx. Management undertook investigation and identified through CCTV the consumer had experienced a fall on 8 June 2025. The consumer returned from hospital on 12 June 2025 with antibiotics and analgesia.
Information related to the fall experienced by the consumer is further considered under requirement 3(3)(b). On balance of this information, I consider there was no evidence of deterioration brought forward in the site report until the consumer experienced a cognitive change on 10 June 2025 and at that time, the deterioration was identified and responded to in a timely manner.
The site report brings forward information there was insufficient progress noting documented about a consumer’s condition prior to the consumer deteriorating. This information is further considered under requirement 3(3)(d). The consumer experiences complex clinical conditions, including cognitive impairment, Parkinson’s disease, prostate cancer and heart disease and experiences falls and neuropathic pain. The site report identifies the consumer was not actively palliating, however, had a number of life limiting illnesses. The site report notes there were 5 progress note entries between 1 June 2025 and 17 June 2025, including the consumer experienced weight loss greater than 5% over the previous 3 months with no documentation of actions taken, a pressure injury was identified at stage I on 14 June 2025 and the consumer had a sudden decline in health on the 17 June 2025, was not for resuscitation and passed away on 17 June 2025. Staff advised at least one progress note should be recorded per week in relation to monitoring of a consumer. In this instance, there were 5 progress notes recorded over 2.5 weeks which meets that threshold. There was no further information brought forward in the site report. While I note there was some weight loss recorded for this consumer, there is no further information within the site report about this being a risk for this consumer and there is no further information to corroborate the consumer was not monitored prior to their passing nor that the consumer’s passing was due to a lack of monitoring. The provider has implemented a resident of the day initiative to promote regular and proactive monitoring of residents. This information is further considered under requirement 3(3)(e).
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
· appointment of a nurse advisor
· additional clinical staff
· review of clinical care
· education and training
While the site report has identified some gaps in relation to monitoring of deterioration, I do not consider these systemic. 
Based on the information before me, I find this requirement compliant.
Requirement 3(3)(e)
This requirement focuses on the communication processes that organisations are expected to have so the workforce has information about delivery of safe and effective personal and clinical care.
The site report brings forward information the organisation did not have comprehensive systems to ensure that information about consumers’ condition, needs and preferences is documented and communicated. 
Representatives reported staff do not use an alphabet board to assist in communicating with a consumer who is non-verbal. The consumer indicated a thumbs down gesture when asked if they are satisfied with the care and services received. The site report brings forward the consumer’s representative expressed on occasion, the consumer is left in incontinence pad from AM to PM and that staff do not consistently check the consumer’s continence aid as per the schedule of upon rising, before and after meals and when requested. The site report does not bring forward evidence of impact to the consumer in relation to this issue, including whether or not the continence aid is clean or soiled while worn throughout the day. This information has been further considered under requirement 7(3)(d).
The provider’s response includes the consumer’s communication care plan has been updated to reflect the consumer’s preferences for communication with staff. The provider’s response includes it is clinically appropriate to remain in a continence aid if it is unsoiled and that the consumer’s behaviour of declining continence aid changes is acknowledged and documented as a dignity of risk in support of the consumer making their own decision. I note the site report does not identify the consumer experienced an impact due to this.
A representative reported they feel need to be at the service daily to ensure the consumer receives the correct care and medication. The representative advised the physiotherapist instructed the consumer was not to be taken out of bed, however, shortly after this instruction 2 care staff attended to provide personal cares to the consumer, and they were not aware of the physiotherapist’s instructions. I note the site report does not identify the consumer experienced an impact due to this.
The provider’s response identifies the consumer was reviewed by the physiotherapist, however, review of documentation does not evidence progress notes or other information provided by the physiotherapist which reflects this direction. There is insufficient information in the site report to form a view. This information has been further considered under requirement 7(3)(d).
A representative reported they feel they need to direct staff on the management of wound care and that new directives have not been communicated with staff. There is insufficient information within the site report which explores this feedback. This information has been further considered under requirement 7(3)(d).
A representative reported the communication in the service is poor and staff are frequently unaware of what is happening and are not aware of the consumer’s needs. This information has been further considered under requirement 7(3)(d).
Representatives reported they need to repeat to staff the consumer’s needs and place signs in the consumer’s room to remind staff of the consumers assessed continence management needs. I note the site report does not identify the consumer experienced an impact due to this.
The provider’s response included the consumer’s continence assessment will be re-completed to ensure the correct and suitable care is implemented. This information has been further considered under requirement 7(3)(d).  
The site report brings forward information a consumer was reviewed by DSA in early 2025 in relation to changed behaviours. The recommendations were not documented into the consumers BSP or evaluated for their effectiveness. Although staff said the consumer experiences changed behaviours daily when attempting to provider personal cares, monitoring of this was not evidenced in behaviour charting. The site report goes further to say that the family at a later date who became aware of the frequency of the consumer’s changed behaviours sought advice from DSA and brought forward strategies to assist staff and the consumer in the form of a personal cares plan to be placed into the consumer’s room. Staff advised although the consumer continued to display changed behaviours continued to be inconsistently documented in charting to inform the service about effective provision of care. Additionally, the new DSA recommendations were not included in the care plans to inform staff. Impact experienced by the consumer includes ongoing distress regarding receiving personal cares. 
The provider’s response includes the family have been consulted regarding the consumer’s changed behaviours with alternative restrictive practice options discussed to support the consumer. The consumer has been referred to DSA, the MO and a geriatrician to further support the consumer’s needs. Evidence was provided that behaviour charting is now frequently occurring to monitor the consumer’s changed behaviours and person-centred strategies are included within the consumer’s care plan to effectively guide staff practice. The provider’s response includes that further training and education will be provided to staff to enhance staff understanding of documentation expectations.
Other information raised in the site report include feedback from representatives that care plans are not reflective of current care needs and care plans are not always updated in response to changes. This information is further considered in requirement 2(3)(d) and 2(3)(e).
The site report brings forward information that staff are not aware of consumers’ needs, including for repositioning, and individual behaviour support strategies, as well as multiple examples of inconsistent documenting of information about the consumer’s needs and preferences to ensure information is communicated within the organisation and with others where responsibility for care is shared. These include; care alerts are not consistently followed or updated, other provider recommendations not updated to care plans, inconsistent behaviour, neurological, BGL, pain, visual, catheter and medication charting, inconsistent and conflicting progress noting, and incomplete documentation.
Management had identified prior to the performance assessment concerns raised by representatives and staff about the communication of care and service requirements for consumers. The service had implemented improvement activities to remedy the concerns identified, however, the site report identifies the continuous improvement strategies had not been evaluated for effectiveness and the site report brings forward multiple ongoing issues from representatives and evidenced in care documentation.
The provider’s response includes a comprehensive review is currently being undertaken to assess the accuracy, consistency and timeliness of pressure injury documentation and pressure injury management will be tabled for discussion at the clinical governance meeting to identify opportunities for strengthening documentation practices.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
· appointment of a nurse advisor
· additional clinical staff
· review of clinical care
· education and training
Based on the information I have before me, I consider this requirement not compliant.
Requirement 3(3)(f)
The intent of this requirement is organisations are expected to consult with consumers and make appropriate referral arrangements to other individuals and organisations that can provide care and services that meets the consumer’s needs.
For consumers requiring escalation to their personal and clinical care, documentation identified consumers are referred to individuals and other organisations and providers of other care and services, including for MOs, wound specialists, and other allied health providers.
The site report brings forward information a consumer was not referred to DSA. There was no further information within the site report about this, however, I consider that ineffective documenting of changed behaviours explored in requirement 3(3)(e) of the consumer may have identified a need for the consumer to be referred to DSA.
Consumers who experienced incidents were referred in a timely manner. Representatives expressed satisfaction with referred services.
Based on the information before me, I find this requirement compliant.
Requirement 3(3)(g)
The intent of the requirement is that organisations are to minimise infection related risks through infection control, including assessing the risk of and taking steps to prevent, detect and control spread of infection, develop and implement an effective infection control program and offer the workforce influenza vaccinations, keep records and promote the benefits of vaccinations, and minimise the development and spread of antimicrobial resistance in line with national guidelines through the ideal use of antibiotics. 
The site report brings forward the service has policies and procedures for minimising infection related risks.  Staff are provided with annual education on infection control and immunisation programs are in place to minimise risks of infection. The provider’s response indicates that consent for vaccinations is sought at the time of entry to the service.
The site report brings forward information consumers are not monitored for signs of infection. The site report brings forward information the service has had 7 consumers attend hospital between March 2025 and June 2025. The provider’s response included the management of these consumers and their specific diagnosis. The information brought forward within the site report under this requirement has been addressed under other requirements and is not relevant to the intent of this requirement. 
Based on the information before me, I find this requirement compliant.



Standard 6
	Feedback and complaints
	

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Not Compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Not Compliant


Findings
Requirement 6(3)(c)
The intent of this requirement covers the actions an organisation is expected to take in response to complaints and that it will have a best practice system for managing and resolving complaints.
The site report provided information management are not consistently responsive to matters raised by consumers nor have a system to monitor or evaluate the effectiveness and satisfaction of consumers in relation to actions taken.
The provider’s response included additional information to the individual issues raised by consumers, policies and procedures and a plan for continuous improvement.
Six consumers/representatives reported dissatisfaction of appropriate action consistently taken in response to their complaints and felt management were dismissive of their concerns raised at a recent consumer meeting.
The provider’s response included additional information to the issues raised within the site report. Review of this information and the site report identified appropriate responses have been provided to complainants in relation to raised feedback. Where feedback cited timeliness of actions, I note that actions have now slowly resulted in improvements. Documentation available also demonstrated an open disclosure process was undertaken. Documentation available demonstrated the organisation has included the complainant to find solutions. Improvement for laundry facilities is noted to be actioned.
However, review of the policies and procedures identifies the organisation has a clear system for the management of complaints, including to assess the satisfaction of the actions taken in relation to a complaint. While I consider appropriate actions have been taken in response to feedback, the site report identifies the complaints system does not capture complainants’ satisfaction to actions taken in response to feedback. Overall, even where the provider had engaged with complainants about appropriate actions, complainants provided negative feedback about their experience of satisfaction to actions taken. 
I consider that while appropriate actions have been taken in response to complaints raised, I have placed weight on feedback regarding satisfaction to the actions taken in response to feedback and that not all issues raised by complainants were reflected in the system to ensure effective oversight of complaints. 
The provider’s response to the site report recommends the following actions to be taken:
All complaints to have information if the actions taken is effective and to the consumer's satisfaction. 
Training plan delivery on 'Feedback & Complaints.'
Development of ADHOC feedback and complaints audit with targeted questions around resolution, satisfaction and effectiveness.
Weekly review of complaint resolution actions, including evaluation of effectiveness and consumer satisfaction, to be conducted.
While the provider has commenced communication to seek an understanding of satisfaction, and recommended actions to strengthen feedback and complaints systems, I am not satisfied the recommended actions to the deficiencies identified, has had sufficient time to become be fully implemented and evaluated for effectiveness.
Based on the information before me, I find this requirement not compliant.
Requirement 6(3)(d)
The intent of this requirement is organisations should use a best practice system to manage feedback and complaints to improve how they deliver care and services.
The site report provided information feedback and complaints do not consistently result in improvements to care and services and the process of not documenting all feedback and complaints in the system does not enable complaints to be effectively trended and analysed.
Six consumers/representatives reported overall dissatisfaction in care and service improvements arising from their feedback and complaints, and consumers felt management were dismissive of their concerns raised at a recent consumer meeting.
The site report provided information the complaint trends verbally identified by the management team were not reflected within the plan for continuous improvement to demonstrate improvements to care and services were being made. Review of the provider’s policy and procedure for complaint management describes recording opportunities for improvement identified through complaints and feedback in the plan for continuous improvement, however, this was not demonstrated at the time of the assessment. I am, however, satisfied the deficiencies identified within the site report have been captured within the plan for continuous improvement included in the provider’s response.
The site report provided information not all feedback and complaints are captured within the complaints system to ensure effective trending and analysis. Review of the provider’s policy and procedure for complaints management identifies a complaint ‘may also be referred to as a concern, suggestion or comment and wherever feedback is an expression of dissatisfaction where an area for service improvement is identified, it should be handled as a complaint.’ Care documentation identified some complaints are recorded in progress notes. Management advised minor complaints are dealt with in progress notes.     
The site report provided information there is no process for the trending and analysis of complaints. Service meeting minutes did not evidence discussion of complaints or opportunities for improvement. Management advised the service does not have a process for trending complaints. Review of the provider’s policy and procedure for complaints management describes that ‘feedback and complaint data should be periodically analysed to identify trends and opportunities for improvement, complaints, feedback data, trends and issues to be regularly reported to the Board and the feedback and complaints management process and internal documentation systems should regularly be reviewed’. The provider’s response to the site report recommends the following actions to be taken:
Monthly reporting to identify patterns, recurring issues and opportunities for improvement for complaints.
Discussion of complaints to be captured in the consultative committee meeting minutes.
I am of the view feedback and complaints are not reviewed and used to improve the quality of care and service. I have been persuaded by the feedback provided by consumers/representatives who reported overall dissatisfaction in care and service improvements arising from their feedback and complaints, information not all feedback and complaints are captured by the complaints system, and that management advised the service does not have a process for trending complaints.
While the provider has recommended actions to strengthen feedback and complaints systems, I am not satisfied the recommended actions to improve trending and analysis has had sufficient time to become be fully implemented and evaluated for effectiveness.
Based on the information before me, I find this requirement 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.
	Not Compliant

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant


Findings
Requirement 7(3)(a)
The intent of this requirement is organisations have a system to determine workforce numbers and the range of skills they need to meet consumers’ needs and deliver safe and quality care and services at all times.
This requirement was previously found non-compliant on 25 September 2024. The site report identifies while the service undertook some improvement activities, including recruitment activities, call bell monitoring and introduction of a rounding process, the site report brought forward information of consumers needing to wait for extended periods of time for their care needs, and concerns staff are unaware of consumers’ care needs.
The site report brings forward feedback for 6 consumers who require support with care needs. They report they must wait extended periods of time to be assisted, they are supported by staff they are unfamiliar with, staff are ‘overloaded’ and unavailable, and the standard for delivery of care is below their expectations. The site report brings forward information that 22 consumers reported it was common practice for staff to switch the call bell off without attending to their needs.
Care staff reported unexpected leave shifts are not always filled and during busy periods, the needs of consumers are not always met in a timely manner. Registered staff reported lost time is experienced due to required attendance to meetings.
Call bell response reports identify delays over the expected timeframe of 10 minutes.
At the time of the performance assessment, the service had not met the legislative total care minutes per consumer per day, and review of the roster identified 26 unfilled registered staff shifts and 19 unfilled care staff shifts in a 2-week period 2 – 15 June 2025. Management assert care minutes would be met in the next quarter and rosters are reviewed.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of systems to improve workforce deployment
education and training
I am of the view the continuous improvement strategies to be implemented, have not had sufficient time to become embedded in systems and processes and evaluated for their effectiveness.
Based on the information I have before me, I consider this requirement not compliant.
Requirement 7(3)(d)
The intent of this requirement is the workforce is supported to deliver outcomes for consumers in line with the Quality Standards.
The site report brings forward information processes for staff recruitment, training and support have not equipped the workforce to provide safe and quality care and services.
Consumers raised concerns about the skills and knowledge of staff. Consumers raised concerns regarding delivery of care, knowledge of care needs, knowledge of medical equipment, knowledge of effective personal cares and knowledge of identifying risks. Some representatives felt that if they were not present to monitor care delivery by the staff, the delivery of care and services would not be in line with the consumer’s assessed needs.
The site report brings forward multiple examples of training and education delivered by the service, however, continued concerns in the delivery of those care and services by staff have been raised within the site report and management advised there is no system to evaluate the effectiveness of training and education.
The provider’s response acknowledges the identified deficiencies raised within the site report and advises a training plan has been developed to specifically address the gaps in knowledge.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
education and training
I am of the view the continuous improvement strategies to be implemented, have not had sufficient time to become embedded in systems and processes and evaluated for their effectiveness.
Based on the information I have before me, I consider this requirement not compliant.



Standard 8
	Organisational governance
	

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Not Compliant

	Requirement 8(3)(d)
	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
	Not Compliant

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





Findings
Requirement 8(3)(c)
The intent of this requirement is about how the organisation applies and controls authority below the level of the governing body. The key systems for organisation wide governance should help to improve outcomes for consumers.
The site report brings forward information governance wide systems are ineffective. I have considered the information within the site report and my compliance decisions for the requirements under each assessed Standard to inform my view of the information under this Standard.
Information governance
The site report brings forward information governance systems to ensure that information about consumers’ condition, needs and preferences is documented and communicated are not effective. 
Management had identified prior to the performance assessment concerns raised by representatives and staff about the communication of care and service requirements for consumers. The service had implemented improvement activities to remedy the concerns identified, however, the site report identifies the continuous improvement strategies had not been evaluated for effectiveness and the site report brings forward multiple ongoing issues from representatives and as evidenced in care documentation.
The provider’s response includes a comprehensive review is currently being undertaken to assess the accuracy, consistency and timeliness of documentation.
I consider information governance related to the documentation of care and services as considered in requirement 3(3)(e) demonstrates the organisation’s information governance is ineffective to inform decision making and guide staff. 
Continuous improvement
The site report brings forward information the organisation’s processes for continuous improvement are not effective. Improvement activities within the continuous improvement plan have not been evaluated for their effectiveness and ongoing concerns in the areas for improvement have not been remedied. Areas within the site report have continued to remain not compliant despite implemented improvement activities.
I consider continuous improvement systems are ineffective.
Financial governance
The organisation has effective systems in place, including ensuring sufficient resources are available. The board is informed of budgets and expenditure. Management undertake monthly review of finances.
I consider financial governance systems effective.
Workforce governance
The organisation has not ensured the number and mix of members of the workforce deployed enables the delivery and management of safe and quality care and services and the workforce has not been effectively trained to deliver the outcomes required by the Standards. While the organisation has undertaken continuous improvement activities to remedy the sufficiency and knowledge of staff, these measures have not been effective.
I consider workforce governance systems are ineffective.
Regulatory compliance
The organisation has systems for receiving information about regulatory obligations from a range of sources, including the industry peak body, the Department of Health and Ageing and the Commission’s bulletins and information. However, the organisation has not ensured that regulatory compliance obligations are always followed at the service, including for the identification of reportable incident to the serious incident response scheme (SIRS).
I consider regulatory compliance systems are ineffective.
Feedback and complaints
The organisation has a governance system for the management of feedback and complaints, including to assess the satisfaction of the actions taken in relation to a complaint. However, the complaints system does not capture complainants’ satisfaction to actions taken in response to feedback, and not all issues raised through feedback or complaints are reflected on the system to ensure effective oversight. Additionally, the ineffectiveness of ensuring all feedback and complaints are reflected on the system does not support trending and analysis to improve the quality of care and services for consumers.
I consider feedback and complaints systems are ineffective.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
review of systems to improve workforce governance
education and training
Based on the information I have before me, I consider this requirement not compliant.
Requirement 8(3)(d)
The intent of this requirement is the organisation is expected to have systems and processes to identify and assess risks to the health, safety and wellbeing of consumers and where risks are identified, find ways to reduce of remove the risks.
The site report brings forward while the organisation has risk management systems and processes, the organisation was unable to demonstrate effective management of high impact high prevalence risks for consumers. While actions have been taken to try to reduce risk to consumers through the provision of training and education, these measures have been ineffective.
The site report brings forward information the organisation was unable to demonstrate the effective management of identifying and responding to abuse and neglect of consumers. Two consumers raised allegations against staff on 11 March 2025 and 14 June 2025 which were not investigated and were not reported to the SIRS. I am not satisfied monitoring systems can identify allegations of abuse, such as through reports of incidents and complaints.
I am satisfied the organisation has systems and processes to reduce the possibility of risks to consumers which are discussed in consultation with consumers to support them to live the best life they can. This is evidenced through information submitted within the provider’s response for dignity of risk, including for choice of diet, repositioning and wound care.
The site report brings forward information the organisation has not ensured where deficiencies in incident management are identified, effective action is taken to address the deficiencies. I am not satisfied the organisation’s systems for investigating and monitoring and trending incidents is effective particularly in relation to high impact high prevalence risks to drive continuous improvement to improve the quality of the care and services and prevent similar incidents from occurring.
In response to the concerns raised in the site report, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
Based on the information I have before me, I consider this requirement not compliant.
Requirement 8(3)(e)
The intent of this requirement is the relationships and responsibilities between the organisation’s governing body, clinicians, consumers and others achieve good clinical results, and systems are in place for delivery of safe, quality clinical care and for continuously improving services.
While the organisation is able to demonstrate a suite of policies and procedures and communication and reporting systems, the systems in place are ineffective. The site report brought forward multiple deficits in clinical areas across the assessed Standards which has not ensured the delivery of safe quality care. The organisation has identified deficiencies in incident management, communication and areas included in high impact high prevalence risks for consumers which have also be reflected within the site report.
The provider did not provide a direct response to this requirement, however, in response to the concerns raised in the site report under other requirements, overall, the provider’s response detailed continuous improvement strategies to ensure the delivery of safe and effective care and services. These include but are not limited to;
appointment of a nurse advisor
additional clinical staff
review of clinical care
education and training
Based on the information I have before me, I consider this requirement not compliant.
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