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This performance report is published on the Aged Care Quality and Safety Commission’s (the Commission) website under the Aged Care Quality and Safety Commission Rules 2018.

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

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
the Assessment Team’s report for the assessment contact (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others.
the provider’s response to the Assessment Team’s report received 24 March 2025; and
a performance report dated 21 June 2023 for the site audit undertaken from 9 May 2023 to 12 May 2023.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Not fully assessed

	Standard 2 Ongoing assessment and planning with consumers
	Not fully assessed

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 4 Services and supports for daily living
	Not fully assessed

	Standard 5 Organisation’s service environment
	Not fully assessed

	Standard 6 Feedback and complaints
	Not fully assessed

	Standard 7 Human resources
	Not fully assessed

	Standard 8 Organisational governance
	Not fully assessed


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 requirement (3)(b) 
The provider ensures:
high impact or high prevalence risks associated with consumer care are effectively managed.   


Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant


Findings
Requirement 1(3)(a) was found non-compliant following a site audit undertaken in May 2023 as consumers were not treated with respect or valued, including having to wait long periods for assistance, disrespectful staff interactions towards consumers, not respecting consumers’ choice, or providing consumers with aids necessary for them to communicate and exercise choice.  The provider has implemented actions to address the deficits identified, including, but not limited to, staff education in relation to dignity, respect and diversity, a staffing strategy to reduce the use of agency staff, and increased management presence on the floor to monitor staff.
During the assessment contact in February 2025, the Assessment Team recommended this requirement met. All consumers interviewed confirmed they were treated with dignity and respect by staff. Staff were knowledgeable of consumers and their needs and preferences. Staff described ways in which they ensure care is delivered in a dignified and respectful manner that values consumers’ individual identities.  Staff interactions were respectful, and documentation confirmed staff training in relation to dignity and choice for consumers. 
Based on the information above, I find requirement 1(3)(a) compliant.


Standard 2
	Ongoing assessment and planning with consumers
	

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Compliant

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


Findings
Requirements 2(3)(a) and 2(3)(e) were found non-compliant following a site audit undertaken in May 2023as assessment and planning did not consider risk, specifically with bowel management, consumers’ choice to not follow recommended fluid restrictions, incidents forms not being completed, falls strategies not being reviewed post fall and behaviour charting not being consistently completed to drive a review of strategies. The provider implemented the following actions to address the deficits identified, including, but not limited to, a process to review care plans every 3 months, all clinical staff receiving skills uplift training, the appointment of staff member as continence champion, and clinical care meetings.
During the assessment contact visit in February 2025, the Assessment Team recommended requirement 2(3)(a) met and requirement 2(3)(b) not met. In relation to requirement 2(3)(e), the Assessment Team was not satisfied assessment and planning is regularly reviewed, incidents identified, or strategies developed or change of strategies consistently evaluated so updated strategies can be developed.  
Requirement 2(3)(a) Care planning documentation reflected consumers’ needs, goals and preferences for care, and consideration of risks, including diabetes, falls, behaviour and choking. Care documentation included strategies to mitigate risks to consumers and guide staff practice. Consumers confirmed their needs and preferences for care were discussed. Staff demonstrated understanding of consumers’ needs and preferences for care and described processes for assessment and planning to understand consumers’ needs, preferences, identify any risks, and create an individualised care and services plan.
Based on the information above, I find requirement 2(3)(a) compliant.
Requirement 2(3)(e) Care documentation did not reflect where changes in consumer condition or incidents occurred that changes were identified and/or triggered a review of the consumer’s assessment, planning and care. Care documentation for one named consumer showed a range of changes to the consumer’s condition, including skin integrity and swallowing. The consumer was identified with excoriation under their breast area and redness on their left heel, and the consumer’s family reported they were eating slower and struggling on occasions to swallow. There were no incident forms completed for the wounds, no charting started to monitor the wound, and no directives for other issues identified to guide staff practice and trigger a review. The consumer’s skin assessment was not reviewed, and swallowing assessment not undertaken.
One named consumer was identified with deterioration in their health and condition. Staff advised the consumer could no longer walk and assistance with transfers increased to a 2 person assist and then to 3. The consumer’s behaviour support plan was not reviewed or updated with their change in condition and documentation reflected strategies to manage the consumer’s behaviour was dependent on their mobilising independently. Two further consumers did not have their care reviewed when changes or incidents occurred, including for one consumer who had eye surgery requiring medication on return from hospital. For this consumer, registered staff did not consider the impact on the consumer’s vision and risk of falls.
The provider did not agree with the deficits identified in the Assessment Team’s report and included additional information and commentary in their response.  In relation to wound care, the provider asserts registered staff identified the excoriation prior to the assessment contact and documented instructions for staff to keep the area dry and clean. The provider included progress notes with those instructions and reviews of the area. In relation to the wound to the consumer’s heel, the provider asserts this was identified and a pain assessment completed, including the documentation in their response. Additional information included documents showing the consumer’s swallowing being monitored by registered staff and a referral to the speech pathologist in March 2025. 
In relation to the consumer identified with health deterioration, including mobility decline, the provider included additional information, including medical officer notes recorded on the care file which shows at the beginning of February 2025, the medical officer reviewed the consumer, documented the decline in health and discussed care with the consumer’s representative. Information from the provider also includes reviews undertaken by staff, allied health and the medical officer. The provider asserts the falls risk was considered during the admission process, which considered vision impairment, and as the risk did not change for the consumer the assessment remained current. The provider included that assessment in their response.
I acknowledge the information in the Assessment Team’s report, however, I find regular review of care and services are undertaken when changes or incidents occur for consumers. In coming to my finding, I have considered the additional information included in the provider’s response that shows for the consumer with excoriation, this was identified by registered staff with instructions added to the consumer’s care file for staff delivering care. In relation to the consumer’s swallowing deficit, I have considered additional information in the provider’s response which includes progress notes with directives for staff about monitoring the consumer during meals and looking for any issues with swallowing, specifically medications, and a referral to the speech pathologist in early March 2025. 
In relation to the consumer with overall health decline, I have considered and place weight on the additional information in the provider’s response, including documentation that records staff identified the deterioration and referred the consumer to the medical officer in early February 2025.
Based on this information above, I find requirement 2(3)(e) compliant.


Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	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)(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.
	Compliant


Findings
Requirements 3(3)(a), 3(3)(b) and 3(3)(e) were found non-compliant following a site audit undertaken in May 2023as personal and clinical care was not safe or effective, specifically for weight management, pain monitoring, skin integrity; and risks associated with constipation, nutrition and hydration were not identified, managed or communicated effectively to guide staff practice and mitigate those risks. The provider implemented the following actions to address the deficits identified, including, but not limited to, a return from hospital checklist and all consumers reviewed by the physiotherapist post hospital transfer to ensure mobility supports are identified, ongoing staff training in relation to bowel management and weight monitoring, appointing a staff member as a continence champion, clinical staff skills uplift training program, and introduction of clinical huddles.
During the assessment contact visit in February 2025, the Assessment Team recommended requirement 3(3)(e) met and requirements 3(3)(a) and 3(3)(b) not met. The Assessment Team was not satisfied consumers receive safe or tailored personal care and clinical care in relation to wound management and documentation, restrictive practices, including chemical restraint, or high impact or high prevalence risks, including medication and falls were effectively managed.
Requirements (3)(a) Wound care documentation for 3 named consumers did not reflect best practice, including not consistently showing the wound clearly to determine if it was healing or deteriorating and not measured. Staff confirmed the required equipment, including tape measures were not always able to be obtained. Documentation confirmed most wounds were healing. 
One named consumer, with cognitive impairment and additional diagnoses of anxiety and depression, was administered as required doses of psychotropic medication on 13 occasions between 19 January 2025 and 20 February 2025 as which staff recorded reasons for administration as agitation and calling out. The consumer’s behaviour support plan documents behaviours, including calling out and verbal aggression with individualised interventions recorded to guide staff. Behaviour charting had not been undertaken since 28 January 2025, and 10 of the 13 occasions the medication was administered did not include the indication as to what behaviours the consumer was displaying.  Documentation did not show individualised strategies were trialled prior to administration of medication. The consumer’s representative confirmed knowledge of medications but was unaware of chemical restraint. The handover sheet recorded the consumer as having a chemical and environmental restraint in place, however, this was not recorded on the psychotropic register. Management stated the medication was prescribed to treat post-traumatic stress disorder, with the medical officer documenting reasons for prescription as agitation.
The provider did not agree with the Assessment Team’s findings and included additional information, including actions taken in their response. In relation to wound documentation for 3 named consumers, the provider asserts and included additional documentation, that of all wound reviews, only one for one of the named consumers lacked a photo that provided clear identification of where the wound was located. The provider also asserted the service’s policy for wound care is if there is a critical wound assessment dressing the wound is the priority and, in this scenario, measurements are not always included.  The provider also asserts the wound was managed as per the service’s expectations and healed within 4 weeks. 
I acknowledge the information in the Assessment Team’s report, however, have come to a different view and find each consumer received personal and clinical care that was safe, effective and tailored to their needs. In coming to my finding, I have considered information in the Assessment Team’s report that shows for areas of clinical care, including weight monitoring, pain management where consumers had change in condition or incident, this was done in a way that was safe, effective and tailored to consumers’ needs and preferences. I have also considered for the consumers identified with wounds, additional information in the provider’s response shows all but one photograph was included, with required information to manage wound care for consumers in line with their needs, and place weight on documentation that shows for one named consumer, the wound healed in a timely manner.
Based on the information above, I find requirement 3(3)(a) compliant.
Requirement (3)(b) Medication competent staff did not administer some oral medications in line with directives. Three consumers with a diagnosis of Parkinson’s disease did not have their time sensitive medications administered within required timeframes on multiple occasions and the risk of falls as a result of the medication errors was not considered. One named consumer’s time sensitive medications in a 7 day period during February 2025 were administered outside of required timeframes on 7 of 28 occasions, and the consumer experienced a fall on the last day in this time sustaining bruising to their face. The late administration of medication had not been considered as a risk and potential contributing factor to the consumer’s fall. A second named consumer was administered time sensitive medications on 22 of 43 occasions over an 8-day period during February 2025, and a third named consumer over the same time period was administered medications either late or early on 21 occasions. Management acknowledge this was not in line with expectations of staff or the service’s medication management processes.
Staff did not follow the service’s post falls process and undertake neurological observations consistently. Seven falls for 5 sampled consumers which occurred between December 2024 and February 2025 showed staff did not undertake neurological observations as directed. For one consumer who had an unwitnessed fall and sustained bruising to their face and staff reported the consumer hit their head, neurological observations were not undertaken between 7:00pm and 6:00am as staff recorded the consumer as sleeping. Another consumer was recorded as non-compliant for neurological observations as they were having dinner. For this consumer, observations were not done overnight due to the consumer being non-compliant, however, there was no recording of what it was in relation to. Clinical staff were knowledgeable of the requirement to complete neurological observations post fall.
The provider acknowledges some of the deficits in the Assessment Team’s report, including those in relation to medication and falls management. The provider included additional commentary and information in their response, including actions taken and planned to address the deficits identified. The provider asserts in relation to time sensitive medication administration outside of required timeframes for 2 of the 3 named consumers, they did not experience any falls, and for the consumer who did, additional information from the medical officer was provided that recorded there was no causal factor between the fall and late administration of medication. The provider is taking actions, including, but not limited to, education of staff in relation to medication management, implementing a process where only registered nurses will administer the medications, and generating time sensitive medication reports every week for clinical management.
In relation to neurological observations, the provider asserts all 3 named consumers are satisfied with care and services delivered, and while 2 of the named consumers did not have all neurological observations completed post fall in line with the service’s expectations, the consumers have the choice to accept or decline care and registered staff were closely monitoring these consumers for clinical deterioration. The provider has provided education to clinical staff on post falls management, including neurological observations following the assessment contact.
I acknowledge the actions taken by the provider immediately following the assessment contact and planned, however, I find high impact or prevalence risks to each consumer are not managed effectively. In coming to my finding, I have considered information in the Assessment Team’s report in relation to administration of time sensitive medications which shows the risk to consumers was not considered in relation to the consequence of falls where medications are not delivered in line with required timeframes. While the provider acknowledged named consumers with time sensitive medication errors also had falls, they assert these were not a consequence of the late administration of the medication and included additional information to show the medical officer reviewed one consumer post fall. However, I place weight on the information in the Assessment Team’s report that shows staff did not consistently deliver time sensitive medications, that carry a consequence of falls, within required times placing those consumers with significant mobility health conditions at increased risk.
In relation to neurological observations, I have considered information in the Assessment Team’s report that shows care delivered to consumers was not in line with the service’s policies and procedures placing them at risk where an unwitnessed fall with possible head strike occurred. I acknowledge the actions the service has taken immediately following the assessment contact through review of named consumers and education to clinical staff on undertaking neurological observations.
I acknowledge the actions the provider has taken and plans to take to rectify the deficits and encourage them to continue this journey to achieve full efficacy.
Based on the information above, I find requirement (3)(b) non-compliant.
Requirement 3(3)(e) Consumers were confident that staff were knowledgeable and confirmed they did not have to repeat information about their needs and preferences for care. Documentation, including progress notes and care plans confirmed consumers’ needs and preferences for care, along with any changes in condition are captured and communicated to those providing care. Staff described various ways they receive information about consumers condition and preferences for care, including handover, care plans, care alerts and emails from clinal and service management.
Based on the information above, I find requirement (3)(e) compliant.


Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant


Findings
Requirement 4(3)(f) was found non-compliant following a site audit undertaken in May 2023 as meals were not suitable quality, including not at the right temperature; consumers were not receiving meals in line with their dietary needs; and or meals were not in line with the menu choices. The provider implemented the following actions to address the deficits identified, including, but not limited to, recruitment of a full time chef to oversee quality of meals provided, engagement of a food preparation company to oversee the provision of textured modified diets, a consumer food focus group, and education of staff in relation to food nutrition and hydration, modified diets and the dining experience.
During the assessment contact visit in February 2025, the Assessment Team recommended this requirement met. Consumers were satisfied with the quality and quantity of meals and talked about the improvements that had been made to meal service. The service’s chef was observed having a meal with consumers and confirmed they have implemented this process to understand and capture consumer feedback in real time. Documentation confirmed staff have received training around textured modified diets, and the overall dining experience. Staff were observed referring to consumers’ dietary needs prior to serving meals. 
Based on the information above, I find requirement 4(3)(f) compliant.


Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Compliant


Findings
Requirement 5(3)(b) was found non-compliant following a site audit undertaken in May 2023as consumers were not satisfied with the cleanliness of the service, excessive noise, maintenance not being carried out, and consumers in the memory support unit not having free access to outdoor areas. The provider implemented the following actions to address the deficits identified, including, but not limited to, renovated and repaired items identified in the previous report, installation of a new fire alarm system, staff education around cleaning practices, and monthly meetings between management and maintenance officer to review maintenance items.
During the assessment contact in February 2025, the Assessment Team recommended this requirement met as they were satisfied the service environment is clean, safe and well maintained and consumers have access to move freely indoors and outdoors. Consumers expressed satisfaction with the cleanliness of the service environment and confirmed they can access indoor and outdoor areas and maintenance is completed in a timely manner. Staff described processes in place to routinely clean the service environment, including consumer bedrooms. The service environment was clean and free from clutter, and consumers were accessing indoors and outdoors when they wished to. Documentation confirmed items requiring maintenance are logged and actioned in a timely manner.
Based on the information above, I find requirement 5(3)(b) 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.
	Compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Compliant


Findings
Requirements 6(3)(c) and 6(3)(d) were found non-compliant following a site audit undertaken in May 2023as complaints were not actioned appropriately or open disclosure used; and feedback and complaints were not used to improve care and services for consumers. The provider implemented the following actions to address the deficits identified, including, but not limited to, in person meetings with management and consumers and/or their representatives when concerns are raised or complaints lodged, added feedback and complaints data as an agenda item to resident/relative meetings, and a process where consumers, staff and representatives are encouraged to provide feedback direct to the organisation s general manager. During the assessment contact in February 2025, the Assessment Team recommended both requirements met.  
Consumers confirmed the service responded to and actioned any complaints in a timely manner and provided an apology when things went wrong.  Consumers were satisfied their feedback, including complaints were used to improve care and services, providing examples of where they had experienced this, including one consumer describing how food had improved recently. Staff showed understanding of the feedback process and knowledge of open disclosure, providing examples of how they use it. Staff described improvements made to care and service delivery as a result of feedback, including complaints from consumers and representatives. Training documentation confirmed staff have attended education sessions around complaints management. The service’s feedback register showed management responded to complaints in a timely manner, and discussions in staff meetings demonstrated use of complaints data to identify improvement opportunities.
Based on the information above, I find requirements 6(3)(c) and 6(3)(d) compliant.

Standard 7
	Human resources
	

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

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Compliant


Findings
Requirements 7(3)(a), 7(3)(b), and 7(3)(c) were found non-compliant following a site audit undertaken in May 2023as the service did not have the right mix and number of staff, including agency usage, call bells were not responded to in a timely manner, staff did not treat consumers in a kind and caring manner, and there were deficits in relation to the onboarding of staff including agency staff. The provider implemented the following actions to address the deficits identified, including, but not limited to, ongoing recruitment, a review of recruitment processes,  changes to the workforce structure with recruitment of new manager, review of orientation and onboarding processes, and encouraging feedback from consumers around staff performance.
During the assessment contact in February 2025, the Assessment Team recommended requirements 7(3)(a) and 7(3)(b) met and 7(3)(c) not met. The Assessment Team was not satisfied staff were competent in their roles, specifically in relation to undertaking neurological observations, incident reporting, medication management and documenting wound care to guide safe practice.  
Requirements 7(3)(a) and 7(3)(b) Consumers and representatives expressed satisfaction with the level of staff, confirmed they are assisted in a timely manner and staff treat them in a kind manner. Staff interactions with consumers were observed to be kind, caring and respectful.
The service has a process in place to cover any unplanned and vacant shifts with permanent and casual staff.  The service’s roster and allocations confirmed unplanned leave in the weeks prior to the assessment contact were filled and agency use has been reduced. Documentation confirmed staff have received training in relation to customer service and respectful care delivery. Staff confirmed they are supported to undertake their roles and there are enough staff allocated to enable them to complete their tasks without rushing.  Management confirmed they have a process in place to recruit clinical staff to ensure care minutes are maintained.
Based on the information above, I find requirements 7(3)(a) and 7(3)(b) compliant.
Requirement 7(3)(c) Documentation showed medication competent staff did not deliver time sensitive medications within required timeframes for 3 consumers, including for consumers where risk of falls is a consequence of early or late administration of medications. A training session was conducted with medication competent staff at the end of the final day of the assessment contact visit. There were inconsistencies in wound documentation with wound measurements or photographs not always being recorded to enable effective monitoring. Consumers’ care was not regularly reviewed for effectiveness following changes in condition or incidents. Clinical staff were not consistently taking neurological observations post a consumer fall. For one consumer, clinical staff failed to undertake observations overnight following an unwitnessed fall. Management provided the Assessment Team an email from the staff member that recorded the consumer did not wish to be disturbed through the night and they had done some monitoring and handed the information about the consumer’s fall to the next shift’s clinical staff.
Consumers and representatives confirmed staff were knowledgeable and they were confident staff were competent in their roles. Documentation confirmed staff competency assessments are completed and staff training had been undertaken, including for infection control and clinical care.
The provider did not agree with the findings in the Assessment Team’s report and included additional commentary and information in their response. In relation to time sensitive medications, the provider acknowledges the gap in staff practice and provided additional information around actions taken to address those, including staff education and implementing a process where time sensitive medications are administered by registered nursing staff only. In relation to wound documentation, the provider asserts staff did not manage wounds for consumers incorrectly and there was no impact to consumer care.
I acknowledge the information in the Assessment Team’s report, however, I find the service demonstrated its workforce is competent and members have the qualifications and knowledge to perform their roles. In coming to my finding, I have considered that consumers interviewed were confident staff knew what they were doing and were competent in their roles, and documentation confirmed staff undertake competency assessments where required. I have also considered information in other areas of this report, including Standards 2 and 3 (specifically requirement 3(3)(a)) that shows staff know consumers well and deliver care in a way that meets their needs and preferences. In relation to wound documentation, I have placed weight on information in the provider’s response that included a review of all named consumers and their wound care which identified only one photograph that was not included, and place weight on information in the Assessment Team’s report that shows wound care is delivered in an effective manner.
In relation to time sensitive medications, I have considered the additional information relating to actions taken by the provider during and immediately following the assessment contact which included targeted training with clinical and medication competent staff around medication management, including time sensitive medications and the immediate action to change the process for administering these medications by registered staff only. I have considered the deficits with the administration of time sensitive medications further in requirement 3(b) in Standard 3 as I find it does not show a systemic issue with staff competency but rather with staff not following processes in place.
Based on the information above, I find requirement 7(3)(c) 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.
	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.
	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.
	Compliant


Findings
Requirements 8(3)(c), 8(3)(d), and 8(3)(e) were found non-compliant following a site audit undertaken in May 2023as organisational governance was not effective with information management or feedback and complaints processes, the risk management system was not effective with incident management, or the management of high impact or high prevalence risks and the clinical governance did not have effective processes. The provider implemented the following actions to address the deficits identified, including, but not limited to, introduction of additional staff meetings and handover processes, a feedback and complaints system linking to continuous improvement, staff education around incident management, open disclosure and high impact or high prevalence risks, a process to review progress notes daily, completion of risk assessments for all consumers, and monthly review of incidents by management.
During the assessment contact in February 2025, the Assessment Team recommended requirements 8(3)(c) and 8(3)(e) met and 8(3)(d) not met. The Assessment Team was not satisfied the risk management system effectively monitored or managed high impact or high prevalence risks to consumers or supported effective incident management.  
Requirements 8(3)(c) and 8(3)(e) The organisation has a suite of policies and procedures to guide staff practice and support organisational governance processes. Information is disseminated in various ways to staff to guide care delivery. The service has a plan for continuous improvement that includes actions because of consumer feedback.
Management described processes in place to support clinical oversight which includes monitoring by the clinical governance and care committee which has direct reporting lines to the board. The organisation also has a medication advisory committee that provides information and guidance on medication management, including the use of restrictive practices. Documentation confirmed each committee receives data relevant to their areas of oversight to monitor any gaps in practice. Staff have received training on open disclosure and described how this policy is put into practice.
Clinical staff described the process for the review and monitoring of consumers’ subject to restrictive practices. Management confirmed consumers subject to a restrictive practice are reviewed regularly with the view to ceasing and provided examples of where this has been recently actioned.    
Documentation confirmed organisation governance processes are in place, including for financial, workforce governance, and regulatory compliance. There is a register to capture, monitor and manage feedback and complaints. 
Based on the information above, I find requirements 8(3)(c) and 8(3)(e) compliant.
Requirement 8(3)(d) The service’s incident management system is not effective in ensuring incidents are reported with enough detail to understand triggers of the incident to identify mitigation strategies and prevent recurrence. Medication administration for 3 consumers with mobility impaired conditions was not reported where administration was outside the time parameters required for those medications. Management confirmed a report is generated daily for administration of medications, but it does not include time sensitive medications, and advised they would further investigate. Staff did not consistently undertake neurological observations in line with the organisation’s falls management policy for consumers with possible head strike or unwitnessed falls.
Management described the use of an annual audit calendar that includes audits in risks relating to clinical care, medication, wound management, and palliative care. The process uses the Commission’s risk based questions to identify the consumer sample for the audits undertaken. An audit of restrictive practices is not completed as part of this process. Psychotropic medication used for the management of consumers’ behaviours was not consistently identified as a chemical restraint.
Consumers and staff confirmed risk assessments are completed where a choice to undertake an activity of risk is expressed.  Documentation reflected risk assessments are completed and discussion with consumer and representatives where appropriate. Documentation confirmed clinical meetings are held regularly that discuss high impact or high prevalence risks to consumers, and any risks to consumer care are reported to the governing body.
Staff confirmed they had received training in relation to identifying and responding to elder abuse and neglect and their responsibilities in reporting those incidents.
The provider did not agree with all the findings in the Assessment Team’s report and included additional information and commentary in their response. In relation to wound management, the provider did not agree with the Assessment Team’s findings, and asserts wounds were managed effectively and there was no impact to consumers. The provider acknowledges the deficits identified in relation administration of time sensitive medications and provided the actions taken during and immediately following the assessment contact which include education to all medication competent and clinical staff, and implementation of a new process for medication administration where only registered nursing staff administer time sensitive medications. 
I acknowledge the information in the Assessment Team’s report, however, have come to a different view and find there is an effective risk management system in place that includes processes and practices in relation to high impact or high prevalence risks, recognising and responding to abuse and neglect, supporting consumers to live their best life, and an effective incident management system. In coming to my finding, I have considered in relation to wound management, information in Standards 2 and 3 shows there were no negative impact to consumers and wounds were improving. I have also considered consumer feedback about care reported in this requirement and Standards 2, 3 and 7 confirms consumers are satisfied with their care and services. Consumers have also confirmed risk assessments are completed for their care which is also supported by and reflected in consumer care documentation. In relation to deficits identified with administration of time sensitive medication, I do not find this is a systemic issue in relation to the organisation’s risk management systems and practices. I have considered this, and the actions taken by the provider in requirement (3)(b) in Standard 3 where it is better aligned.
Based on the information above, I find requirement 8(3)(d) compliant.
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