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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 Rochester Nursing Home Annexe (the service) has been prepared by M Murray, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 40A 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.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Compliant

	Standard 3 Personal care and clinical care
	Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Standard 5 Organisation’s service environment
	Compliant

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Compliant

	Standard 8 Organisational governance
	Compliant


A detailed assessment is provided later in this report for each assessed Standard.


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

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant

	Requirement 1(3)(c)
	Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
	Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Compliant

	Requirement 1(3)(e)
	Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
	Compliant

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant


Findings
The Assessment Team reported, in various ways, that the service is upholding consumers’ dignity and supporting their choices. The Assessment Team provided evidence, summarised below, relevant to my finding that the service complies with all Requirements of Standard 1. 
Consumers said staff treat them with dignity and respect and their backgrounds and life preferences are respected. Consumers and representatives also expressed satisfaction with how consumers are supported to maintain their identity and to live the life they choose, saying staff know their life story. Staff demonstrated how they incorporate their knowledge of consumers into how care is delivered.
Staff described how they value consumers, treat them with dignity and respect and provide them with choices about how care and services are delivered. 
Consumers described making their own decisions about their life, care, who they interact with. Consumer care planning documentation details consumers' preferences and the people whom they have chosen to be involved in care decisions. 
Clinical and lifestyle staff described how the service identifies and assesses any risk to a consumer’s health and well-being and supports the consumer to minimise and manage any risk. Consumer risks in relation to alcohol and smoking have been discussed and consumers described use of risk mitigation strategies to support their safety. 
Documentation evidenced consumers’ decisions about life choices, taking risks and when and with whom their information can be shared. 
Consumers are satisfied with the level of information and how information is communicated. Representatives were satisfied with communication about the re-opening of the service. Management explained the service re-opened in January 2025 following a flooding event in 2022. During this time updates were provided on the organisation’s website with videos and photographs. 
Consumers and representatives said they are confident staff keep their personal information confidential. Staff explained how they ensure consumers’ privacy is maintained during the delivery of care and services.
The service has policies and procedures in place regarding the confidentiality of personal information. The ‘resident handbook’ contains information about how the service complies with the Australian Privacy Principles including obtaining consent, disclosure and sharing of personal information.


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)(c)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 2(3)(c). It was found that staff did not demonstrate consumers, and their representatives were treated as partners during care assessment, care planning and care review processes.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address this deficit and recommended the service meets Requirement 2(3)(c). The Assessment Team’s report outlines management has:
· revised the monthly ‘resident of the day’ process to include clinical reassessments and care plan reviews. 
At the Site Audit 4 March 2025 to 6 March 2025, consumers confirmed they have participated in assessments of their care needs and in planning their care. Staff demonstrated how consumers are supported to participate in the development of their care plan and discussed successfully navigating any communication challenges. Care documentation reflects ‘resident of the day’ monthly reviews occur and the service is effectively communicating the outcome of reviews to the consumer and others involved in the consumer’s care, including allied health practitioners.
Based on the information summarised above I find the approved provider complies with Requirement 2(3)(c).
Requirement 2(3)(d)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 2(3)(d). It was found that consumers were not effectively informed about the outcome of their assessments and were not consistently offered a copy of their completed care plan. 
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address this deficit and recommended the service meets Requirement 2(3)(d). The Assessment Team’s report outlines management has:
· offers care plans to consumers and representatives at the time of conducting the ‘resident of the day' and after care plan reviews.
At the Site Audit 4 March 2025 to 6 March 2025, consumers and representatives said they have had conversations regarding assessment outcomes and have received or been offered a copy of their care plan. Representatives felt informed about the results of assessments and that their input was valued. 
Based on the information summarised above I find the approved provider complies with Requirement 2(3)(d).
Requirements 2(3)(a), 2(3)(b) and 2(3)(e)
[bookmark: _Hlk192606027]The service demonstrated consumers are involved in the assessment and planning of their care and that during these processes staff identify and discuss clinical risk. The Assessment Team reviewed various consumer files and associated clinical documentation, noting a range of risks being effectively identified. Including risks of poor outcomes caused by swallowing difficulties, weight loss, poor skin integrity, falls and other complex clinical needs. As required, specialist advice was sought from allied health practitioners and others, with advice being used to inform risk management strategies and care planning.
As well as ascertaining consumer needs, goals, and preferences, staff said care planning includes discussions about palliative care and end of life wishes. The service has policies to guide staff in these discussions and files included examples of consumers having developed an advance care directive.
Care documentation shows regular review of care plans, in line with the ‘resident of the day schedule’ and when an incident has occurred. The Assessment Team noted care strategies being reviewed when a consumer experienced a fall. Staff said morning ‘huddles’ occur where consumers who have experienced an incident, clinical deterioration and/or require wound care are discussed, and this process ensures all changes to care are noted and monitored by staff. 
Based on the available evidence, I find the approved provider complies with Requirements 2(3)(a), 2(3)(b) and 2(3)(e). 
 

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.
	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.
	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)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 3(3)(a). It was found that best practice clinical principles were not applied for all consumers, including in the management of restrictive practices, pain and wounds.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address these deficits and recommended the service meets Requirement 3(3)(a). The Assessment Team’s report outlines management has:
· provided training to improve the understanding of clinical staff about the management of restrictive practices.
· conducted a review of clinical practices and knowledge to ensure clinical staff include non-pharmacological pain management strategies when assessing and reviewing consumers’ pain.
· introduced weekly clinical staff reviews for wound management.
At the Site Audit 4 March 2025 to 6 March 2025 consumers and representatives said they were satisfied, and confident consumers’ clinical care was managed competently. 
Staff demonstrated an understanding of how to minimise the use of restraint and provided examples of attempts to deprescribe chemical restraint. Consumers experiencing pain described regular massage and analgesic being provided to relieve their pain. Staff said consumers’ pain is monitored regularly and pain charting occurs. Physiotherapists support staff to manage consumers with chronic pain. Wounds have been reviewed by medical officers and wound consultants as required. 
Policies and procedures related to restrictive practices, behaviour management wound management and pain management guide staff practice in the delivery of clinical care.
Based on the available evidence, I find the approved provider complies with Requirements 3(3)(a).
Requirement 3(3)(b)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 3(3)(b). It was found that risks in relation to restrictive practices, pain, wounds and weight loss were not managed effectively.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address these deficits and recommended the service meets Requirement 3(3)(b). The Assessment Team’s report outlines management:
· introduced a morning huddle each day to discuss identified consumers with high impact high prevalence risks. 
· provided training for staff regarding restrictive practices and provided staff with a reference document regarding the side effects of psychotropic medications.
· works closely with the dietitian in reviewing consumers experiencing weight loss and implementing their recommendations. 
· is undertaking mini nutritional assessments for consumers identified as at risk.
At the Site Audit 4 March 2025 to 6 March 2025 consumers and representatives said staff manage complex care needs well. Staff confirmed they have received training on high impact high prevalence risks. Staff reported they are consistently monitoring consumers for risks to their health. The Assessment Team interviewed staff about and observed ‘huddles’ noting throughout their report a range of high impact or high prevalence risks being discussed or managed including dysphasia, weight loss, clinical deterioration and falls. Consumers were satisfied how staff responded to incidents, including falls. The Assessment Team reported the response including review by the medical officer, neurological observations, pain charts and a referral to allied health. 
Based on the available evidence, I find the approved provider complies with Requirements 3(3)(b).
Requirement 3(3)(d)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 3(3)(d). It was found that consumers who experienced a deterioration in their health did not have a timely medical review. Representatives were not satisfied with how staff managed those consumers whose heath was deteriorating and that delays occurred in obtaining a medical review.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address these deficits and recommended the service meets Requirement 3(3)(d). The Assessment Team’s report outlines management:
· delivered a training module for clinical staff on recognising and responding to clinical deterioration.
· is using the ‘identify, situation, background, assessment and recommendation’ communication tool to guide conversations between staff and medical officers.
· provided training to clinical staff to improve identification of wound deterioration.
At the Site Audit 4 March 2025 to 6 March 2025 consumers and representatives expressed satisfaction regarding the way staff are responding to a consumer’s declining health. Staff described how they monitor the clinical well-being of any consumer in poor health and said training has improved their clinical practice. The Assessment Team were satisfied that where clinical strategies had not led to improvements in a consumer’s health that staff recognise this and responded accordingly. Examples noted throughout the report as being effectively managed, included a consumer with unexplained weight loss and a consumer with pressure areas where current treatment plans were not leading to improvements. Documentation review evidenced nursing staff liaised with general practitioners, wound consultants, a dietician and a speech pathologist about these consumers and followed the clinical recommendations provided. 
A policy for recognising and responding to clinical deterioration guides staff practice. 
Based on the available evidence, I find the approved provider complies with Requirements 3(3)(d).
Requirement 3(3)(e)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 3(3)(e). It was found that care planning documentation was not accurate, current or consistent. Staff were not aware of changes in consumers’ conditions or needs.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address these deficits and recommended the service meets Requirement 3(3)(e). The Assessment Team’s report outlines management:
· altered the ‘resident of the day’ schedule form to include a family consultation section and to focus on clinical topics to be communicated to consumers and representatives.
· implemented a daily morning ‘huddle’ that includes attendance by allied health professionals, kitchen staff, lifestyle staff, and education staff to improve the sharing of information across care and service.
At the Site Audit 4 March 2025 to 6 March 2025 staff said they use daily meetings, handovers and the electronic care management system to ensure information is shared across shifts. Clinical staff share information with others involved in consumers’ care via electronic mail, telehealth and during on-site visits by medical officers, specialist and allied health practitioners. Care documentation reflected the input of other practitioners and a multidisciplinary approach to optimising consumers’ health.
The Assessment Team attended afternoon handover during the Site Audit and observed staff sharing information internally regarding consumers’ care needs. They referenced receiving pathology reports, contacting medical officers and other health professionals and consulting with representatives, demonstrating how others responsible for consumers’ care provide or receive information.
Based on the available evidence, I find the approved provider complies with Requirements 3(3)(e).
Requirement 3(3)(f)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 3(3)(f). It was found that consumers had not consistently been referred in a timely manner to other providers of care and services, where this would have been appropriate to support staff with managing challenging behaviours, resolving consumers ‘wounds and addressing consumers’ weight loss.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address these deficits and recommended the service meets Requirement 3(3)(f). The Assessment Team’s report outlines management:
· delivered training for clinical staff on recognising and responding to clinical needs and ensuring referrals occur within acceptable timeframes.
· initiated audits to monitor clinical issues are identified and referrals occur.
At the Site Audit 4 March 2025 to 6 March 2025 consumers expressed satisfaction with access to medical officers, allied health professionals, and specialists and confirmed referrals have been to allied health practitioners in line with their health needs. Management and staff described the service’s referral processes and provided examples of referrals initiated and completed. Three clinical staff said since having training following the previous non-compliance, they have improved their identification of clinical issues and therefore initiate referrals to relevant allied health professionals in a timelier manner. Examples of referrals are evident throughout the Assessment Team’s report, one example notes an issue being identified, a prompt referral and a prompt review of the consumer by an external specialist.
Requirements 3(3)(c) and 3(3)(g) 
Consumers and representatives said their end-of-life wishes have been discussed and advance care plans recorded. Clinical staff described following an end-of-life pathway to maximise consumer comfort at the end of their life.  
The infection prevention and control lead for the organisation described how they oversee infection control, undertake audits and encourage staff vaccinations. Staff demonstrated an understanding of precautions to prevent and control infections and representatives said they have observed staff wearing gloves and washing their hands. Clinical staff described how they minimise the use of antibiotics by obtaining pathology results and discussing results with medical officers before antibiotics are considered / prescribed.
Based on the available evidence, I find the approved provider complies with Requirements 3(3)(c) and 3(3)(g).


Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(a)
	Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
	Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant

	Requirement 4(3)(c)
	Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
	Compliant

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

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

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant


Findings
Requirement 4(3)(c)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 4(3)(c). It was found that staff were not supporting consumers to do things the things of interest to them and consumers and representatives were dissatisfied with the activities program.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address this deficit and recommended the service meets Requirement 4(3)(c). The Assessment Team’s report outlines management has:  
· recruited a permanent lifestyle coordinator to assist with development of the lifestyle program.
· [bookmark: _Hlk192858297]obtained each consumer’s individual activity preferences.
· surveyed consumers and representatives about the lifestyle program to inform the development of a new activities calendar.
At the Site Audit 4 March 2025 to 6 March 2025 the newly appointed lifestyle co-ordinator said they had implemented a range of initiatives to improve the activity program, noting social interactions have increased as consumers are attending the new activities and meeting different people. While the priority has been to run the program seven days a week, individual consumer activities have commenced and are a key focus of the new program. Consumers described being supported to attend groups outside of the service and staff described supporting consumers to go to lunch in the local community. The Assessment Team observed consumers undertaking activities individually and supported by staff, including having family visits, attending a coffee club and being assisted to attend the Men’s Shed.
Based on the available evidence, I find the approved provider complies with Requirements 4(3)(c).
Requirements 4(3)(a), 4(3)(b), 4(3)(d), 4(3)(e), 4(3)(f) and 4(3)(g)
[bookmark: _Hlk192575272]Consumers and representatives expressed satisfaction with the services and supports consumers receive through group and individual programs and provided examples of how consumers’ independence and quality of life were improved. Lifestyle staff described how social programs are planned specifically to promote independence and assist with activities of daily living for consumers. The service involves allied health professionals to assist with encouraging exercise and walking programs. Care documentation outlined each consumer’s personal histories, what is important to them, and identified their support goals and preferences.
Consumers’ care plans include their emotional, spiritual, and psychological needs, goals, and preferences and any need for support. One of the lifestyle staff is a qualified pastoral carer and offers emotional and other support to consumers when needed. The Assessment Team observed a visiting priest delivering a church service and actively engaging with consumers. Staff were aware of consumers who may experience a low mood and have accessed social workers in the past to support consumers’ psychological wellbeing.
Consumers and representatives said staff are aware of consumers’ daily living needs. Staff use daily meetings, handovers and the electronic care management system to ensure information is shared with members of the lifestyle team. The Assessment team observed a staff handover and reported staff effectively exchanged information. 
Lifestyle staff described how referrals to other community-based services occur after consultation with consumers and representatives. This includes counselling services when accessible, and other service providers, such as those running the Men’s Shed. Consumers said they enjoy going to other programs in the local community. 
[bookmark: _Hlk192576056]Consumers and representatives expressed satisfaction with the taste, choice, and quality of meals at the service. Staff were knowledgeable about individual consumer preferences and dietary requirements. Care documentation detailed consumers’ dietary needs, likes and dislikes, allergies, and preferences. Hospitality staff said consumers can contribute to menu planning when attending the ‘resident/relative meeting’ and when completing surveys. Consumers said they get meals and drinks in line with their preferences.
Staff described how they provide safe and appropriate equipment to support the lifestyle program. Equipment in use was observed by the Assessment Team to be clean and well maintained. 
Based on the available evidence, I find the approved provider complies with Requirements 4(3)(a), 4(3)(b), 4(3)(d), 4(3)(e), 4(3)(f) and 4(3)(g).



Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(a)
	The service environment is welcoming and easy to understand and optimises each consumer’s sense of belonging, independence, interaction and function.
	Compliant

	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

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Compliant


Findings
The Assessment Team reported in various ways, that consumers feel a sense of belonging and are comfortable in the organisation’s service environment. The Assessment Team provided evidence, summarised below, relevant to my finding that the service complies with all Requirements of Standard 5.
Consumers and representatives said they feel welcome at the service and the environment is inviting and friendly. Management explained how they encourage consumers to personalise their rooms, and this was observed by the Assessment Team. Consumers and their visitors were observed socialising in common areas. Staff described how the service’s design supports consumers living with dementia in its use of paint colours and flooring to support way finding. 
The Assessment Team observed communal rooms, consumers’ rooms and shared spaces to be clean, clutter free and well-maintained. Outdoor areas appeared safe, tidy, and with well-maintained seating, paths and fences. Cleaning staff follow schedules to ensure the environment is thoroughly cleaned and described the importance of high touch point cleaning. Consumers were positive about how the service is maintained and the level of cleanliness.  
Consumers and representatives said furniture, fittings, and equipment are safe, clean, well maintained, and suitable for consumer use. Staff described maintenance and cleaning schedules for equipment and fittings. Records demonstrated staff are adhering to regular cleaning schedules for shared equipment.

Standard 6
	Feedback and complaints
	

	Requirement 6(3)(a)
	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
	Compliant

	Requirement 6(3)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
	Compliant

	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
The Assessment Team reported, in various ways, the service uses feedback and complaints to take corrective actions and continuously improve. The Assessment Team provided evidence, summarised below, relevant to my finding that the service complies with all Requirements of Standard 6.
Consumers and representatives said they feel encouraged and supported to provide feedback and make complaints and have used the service’s feedback processes. Staff described how they would support consumers who need help to provide their feedback. Management said ‘check in’ surveys are used to capture feedback from consumers and representatives when the service is seeking feedback on a specific topic. 
Consumers were aware of external complaint organisations. A review of documentation and observations demonstrated consumers are provided with information about advocacy and other services which can support them to make a complaint.
Open disclosure is part of the organisation’s complaint and incident management processes. Management and relevant staff described how they would use open disclosure when handling feedback and complaints to the satisfaction of the Assessment Team.
Management described how they analyse, trend, and use feedback and complaints to improve the quality of care and services. The service maintains a continuous improvement plan to track, trend, and evaluate improvement activities. The service recently surveyed consumers on their satisfaction with returning to the service following the service’s closure due to flooding. All respondents expressing satisfaction with their return to the service.


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

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

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Compliant


Findings
Requirement 7(3)(d)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 7(3)(d). It was found that the service’s workforce was inadequately trained to deliver the expected quality of care and services.
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address this deficit and recommended the service meets Requirement 7(3)(d). The Assessment Team’s report outlines management has:
· delivered training to staff on a range of clinical and non-clinical topics.
At the Site Audit 4 March 2025 to 6 March 2025 staff confirmed they are provided with training opportunities and feel supported by management to deliver care and services to consumers. All staff confirmed they complete mandatory and other training and explained this had improved their knowledge and skills. Human resource management policies guide the recruitment of staff and support the employment of a workforce able to deliver the outcomes required by the Quality Standards. Clinical staff described receiving additional support when needed. A training calendar is in place with education planned on various topics including Parkinson’s disease, nutrition and enteral feeds, serious adverse events and antimicrobial stewardship.
Based on the available evidence, I find the approved provider complies with Requirement 7(3)(d).
Requirements 7(3)(a), 7(3)(b), 7(3)(c) and 7(3)(e)
Consumers and representatives said there are sufficient staff available to provide care and said staff respond to call bells in a timely manner. Most staff confirmed there are sufficient numbers of suitable staff to enable them to complete their duties, noting the rural location of the service. A review of roster documentation demonstrated that a registered nurse is available 24 hours per day. Management demonstrated that unplanned leave and long-term vacant shifts are backfilled with agency staff and said a recruitment drive is underway.
All consumers and representatives confirmed that staff are kind, caring, and respectful. Staff explained how they respect and value each consumer’s identity, culture, and background and tailor how they deliver care accordingly.
Management demonstrated how staff are assessed as competent and capable in their role. Position descriptions outline relevant qualifications, registrations, knowledge, and skills required by staff in the various roles. Staff confirmed completing mandatory competencies required for their roles. 
Staff said they participate in performance appraisals on an annual basis. Management explained how policies and procedures guide them to monitor and review staff performance. Documentation review demonstrated instances of underperformance by staff are managed in line with human resource policies and procedures. 
Based on the available evidence, I find the approved provider complies with Requirements 7(3)(a), 7(3)(b), 7(3)(c) and 7(3)(e).




Standard 8
	Organisational governance
	

	Requirement 8(3)(a)
	 Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
	Compliant

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	Compliant

	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
Requirement 8(3)(d)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 8(3)(d). It was found that the service did not have effective risk management systems and practices in place. 
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address this deficit and recommended the service meets Requirement 8(3)(d). The Assessment Team’s report outlines management has:
· trained staff in incident management
· introduced a ‘daily huddle’ for clinical staff to share information and update each other about at-risk consumers.
At the Site Audit 4 March 2025 to 6 March 2025 the Assessment Team reviewed the service’s risk and incident management system and found it effective. The Assessment Team reviewed training materials, which included incident management responsibilities and reporting requirements. Supporting reference links included the aged care code of conduct, the quality of care principles, and the Commission’s serious incident decision support tool.
As outlined in Standard 3 of this report, staff confirmed they have received training on high impact high prevalence risks. Staff reported they are consistently monitoring consumers for risks to their health and wellbeing. The Assessment Team are satisfied the organisation has implemented improvements in providing safe and effective clinical care in relation to wound management, pain management, restrictive practices and psychotropic medication management and behaviour support planning.
The Assessment Team observed staff attending a daily huddle led by the director of clinical services. Individual consumers were discussed, and information was also presented in relation to serious incidents, weight loss, and dysphagia.
Based on the available evidence, I find the approved provider complies with Requirement 8(3)(d).
Requirement 8(3)(e)
A Site Audit conducted at the service on 26 July 2022 to 29 July 2022 found the service did not comply with Requirement 8(3)(e). It was found that the service did not demonstrate effective clinical governance in relation to minimising the use of restraint. 
At the Site Audit 4 March 2025 to 6 March 2025, the Assessment Team reported that the service has undertaken corrective actions to address this deficit and recommended the service meets Requirement 8(3)(e). The Assessment Team’s report outlines management has:
· provided training to improve clinical staff’s understanding about and management of the use of restraint.
· ensured relevant consumers have a behaviour support plan in place and each plan is reviewed as required.
At the Site Audit 4 March 2025 to 6 March 2025 the Assessment Team reviewed the service’s restrictive practice register. Management demonstrated the service regularly updates the register to reflect consumers subject to a restraint. Staff demonstrated an understanding of how to minimise the use of restraint and provided examples of attempts to deprescribe chemical restraint.
The organisation’s clinical governance framework provides guidance on key domains such as consumer partnerships, leadership and culture, and clinical practice. The framework is supported by a board governance framework, clinical risk register, and risk management framework as well as other key strategies and plans.
The Assessment Team reported the clinical governance framework is effective in guiding the clinical care delivered at the service and includes antimicrobial stewardship, minimising the use of restraint and open disclosure. 
Based on the available evidence, I find the approved provider complies with Requirement 8(3)(e). 
Requirements 8(3)(a), 8(3)(b) and 8(3)(c)
Representatives reported the service is well run. Management explained that the Rochester and Elmore District Health Service organisation has a community and consumer advisory body, and some committee members have had family members who have lived at the Rochester and District Hostel. The organisation is currently reflecting on the terms of reference for the advisory body to ensure that aged care consumers’ voices are heard. 
Management demonstrated the organisation has overarching systems, policies, and processes in place that promote a culture of safe, inclusive care and quality services. 
The organisation’s governing body receives a range of reports from its subcommittees which allows it to monitor the quality and safety of care and services. Management said the governing body has been involved throughout the rebuild of the Rochester site and has had oversight of the temporary movement of consumers to other service providers and their recent return back to the newly refurbished hostel. 
Management explained, and documentation demonstrated, board members are suitably experienced and qualified. 
The Assessment Team reported governance systems are effective, including those for information management; continuous improvement; financial governance; workforce governance, regulatory compliance and feedback and complaints.
Based on the available evidence, I find the approved provider complies with Requirements 8(3)(a), 8(3)(b) and 8(3)(c).
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