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This performance report
This performance report for St Charbel's Care Centre (the service) has been prepared by Kate Richards, 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 report was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff, management, and others;
· the provider’s response to the Assessment Team’s report received 6 June 2025; and
· the performance report dated 20 November 2024, following a review audit undertaken from 29 August 2024 to 4 September 2024.


Assessment summary 
	Standard 1 Consumer dignity and choice
	Not Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 4 Services and supports for daily living
	Not Compliant

	Standard 5 Organisation’s service environment
	Not Fully Assessed

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
· Requirement 1(3)(c): The provider ensures consumers are supported to exercise choice and communicate their decisions, including determining who is to be involved in decision making.
· Requirement 1(3)(d): The provider ensures when consumers are supported to take risks, mitigating strategies are captured and applied, and reviewed when consumer condition or circumstances change.
· Requirement 2(3)(b): The provider ensures assessment and planning processes capture personalised needs, goals, and preferences for consumers, including for end of life care. Processes for staff to seek clarification on incomplete or unclear information will be implemented.
· Requirement 3(3)(a): The provider ensures personal and clinical care of consumers uses tailored care strategies and follows best practice guidelines.
· Requirement 3(3)(b): The provider ensures high impact and high prevalence risks of consumers are effectively understood and mitigated, with oversight to ensure monitoring of risks occurs in line with directives and policies.
· Requirement 4(3)(a): The provider ensures consumer needs and interests are captured, and used to inform services and supports. Staff are to have the necessary training and understanding to engage with consumers and support them participate in meaningful activities.
· Requirement 4(3)(f): The provider ensures the quality and quantity of provided meals is of a consistent standard, and meets nutritional and textural requirements of consumers. Staff are to receive necessary mandatory training, including on food safety and texture modified food.
· Requirement 7(3)(a): The provider ensures the number, mix, and skills of the workforce is sufficient to meet consumer needs, including adequate support for onboarding and oversight of agency staff when required.
· Requirement 7(3)(c): The provider ensures the workforce has sufficient knowledge and competency to perform their roles, outlined in position descriptions. Where there is loss of key personnel, temporarily or permanently, there are delegations and contingency plans to cover their responsibilities.
· Requirement 7(3)(d): The provider ensures the workforce has sufficient training and support to meet expectations, and mandatory training is completed in accordance with policies and procedures. Non-compliance with training is monitored and acted upon, with processes to identify and meet staff training needs. 
· Requirement 8(3)(c): The prover ensures effective governance systems to meet information management needs, continuous improvement obligations, workforce governance, and regulatory compliance in a timely manner.
· Requirement 8(3)(d): The provider ensures a risk management framework is applied to mitigate risks, including those of choice, and support consumers to live their best lives. Monitoring and oversight are used to identify non-adherence to mitigating strategies, including use of policies and procedures, and ensure incidents are effectively investigated and analysed.
· Requirement 8(3)(e): The provider is to ensure the clinical governance framework provides monitoring and oversight of clinical care, particularly to support consumers with changed behaviours and minimise use of restrictive practices. 

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.
	Not Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Not 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 service was found non-compliant with all requirements in Standard 1 Consumer dignity and choice following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, provision of staff education and training with monitoring of practices, engaging an on-site interpreter, and providing information in a manner appropriate to consumer’s culture and language needs. 
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending requirements 1(3)(a), 1(3)(b), 1(3)(e), and 1(3)(f) Met, however, requirements 1(3)(c) and 1(3)(d) remain Not Met.
Requirement 1(3)(c)
This requirement was previously found non-compliant as consumers said their choices were not respected or honoured, and staff were unable to describe how they enabled consumers to make decisions about care and services. The Assessment Team reported whilst some improvements have been made, including ensuring access to frozen meals, snacks and drinks 24 hours a day, consumer choices and preferences were not informing care despite being captured within care planning documentation. Examples brought forward related to routines and hygiene preferences of 3 consumers not being followed by staff, and staff did not demonstrate awareness of documented preferences. Dietary preferences were not consistently communicated on the service’s dietary list, and if a modified texture meal was required, there was only one option available. Management could not describe processes to understand how, when, and who consumers want to have involved in decision-making, and clinical documentation did not reflect effective assessment or clearly identify authorised advocates. 
The provider’s response does not refute findings but outlines investigations taken for each named consumer or issue. Outcomes of their reviews about reported hygiene preferences did not always quite align with those reported in the Assessment Team report, however, capture and update preferences. All meals are Halal certified, they have verified dietary choices of named consumers and verified information as correct, and choices are available from the menu for consumers requiring modified texture meals. 
In relation to authorised advocates, documentation also uses the term representative, and the provider states there is a process to capture this information for each consumer upon entry, with the electronic care management system subsequently auto populating all relevant fields. An audit has been conducted on advocacy information within documentation, and where the form has been signed directly by the consumer, capacity to make informed decisions also considered. Continuous improvement actions to enhance the process and documentation have also been developed. 
I acknowledge the provider’s response and supporting documentation. I am satisfied with the explanation about dietary preferences of consumers demonstrating consumers’ dietary choices were identified, communicated, and supported. 
I note the planned improvement actions enhancing processes to capture detail of who should be involved in decision making, including level of engagement. Actions include reviewing forms, communicating changes with consumers and representatives, undertaking individual consultations, updating care and service plans, and evaluating outcomes with consumers and representatives. The current process, as explained by the provider, is to capture this on entry and there is no reference to ongoing evaluation or potential changes, including when cognitive needs change and I would strongly encourage this is considered within improvement activities. 
The provider has now spoken with named consumers and/or their representatives to verify decisions, updating assessment and planning as required. However, my decision places weight on staff not being aware of consumer choices regarding their care. This is particularly in relation to hygiene preferences, despite care and services plans capturing this information. I note staff have been reminded of this in minutes from the staff meeting held on 27 May 2025, along with reminder to escalate changes in preferences to clinical staff. 
Whilst I recognise improvements already made and being implemented, I consider actions will take time to embed and evaluate. Based on the evidence before me, I find Requirement 1(3)(c) not compliant. 
Requirement 1(3)(d)
This requirement was previously found non-compliant as although consumers were not prevented from taking risks, mitigation strategies were not being implemented. During the assessment contact, the Assessment Team identified planned improvements, including reviewing risk assessments, developing a dignity of risk register, and undertaking lifestyle risk assessments were not found to be effective. Staff were unaware of mitigation strategies to support consumer risks of choice, resulting in inconsistent application. Consumer choices, risks, and strategies had not been reviewed when consumer circumstances had changed. Improvement actions relating to consumers bringing electrical items from home, including undertaking risk assessments and testing and tagging the item, had not been completed.
The provider’s response includes further information and context for named consumers, including follow up discussions and reviews of care planning documentation. Staff have been reminded of the importance of mitigating strategies. Electrical items have all been tagged and tested subsequent to the assessment contact, and where electrical cords posed a trip hazard, staff have been reminded to ensure the cord is not draped across the floor.
I acknowledge the provider’s response and supporting documentation. Whilst consumers were not prevented from taking risks, they were not supported to do so safely through implementing mitigating strategies. The provider has addressed issues for named consumers, however, improvements in staff awareness and application of mitigating strategies will need time to embed within practice. Based on the evidence before me, I find Requirement 1(3)(d) not compliant.
Other Requirements 
Consumers and representatives verified improvements in valuing consumers and treating them with dignity and respect. Staff interactions with consumers were mostly respectful, although observations identified some staff did not support consumer wishes or optimise dignity when assisting with meals. Management described actions taken when consumers are not treated with dignity and respect. Actions to support each consumer’s identity, culture, and diversity are ongoing.
Staff received training in provision of culturally safe care and demonstrated awareness of consumers’ cultural needs and spiritual requirements. Consumers and representatives explained enhanced communication through interpreting services and development of a culturally appropriate menu has improved consumer experience. Management acknowledged ongoing work to enhance assessment and planning practices to capture cultural needs in a meaningful way.
Information was made available to consumers through interpreting services with written information such as menus, activity calendars, and feedback forms published in Arabic, Greek, and English, and the provider’s response demonstrates improvement actions for consumer admission packs to also be translated. There are photographs of available frozen meals. Consumers and representatives advised improvements in communication had increased significantly through these measures. 
Consumers and representatives reported staff were respectful of consumer privacy and knock before entering rooms. This was reflected in observations of staff practices, including knocking and seeking response before entering consumer rooms. Consumer information was stored securely.
As Requirements 1(3)(c) and 1(3)(d) have been found not compliant, Standard 1 Consumer dignity and choice is not 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)(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.
	Not 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
The service was found non-compliant with all requirements in Standard 2 Ongoing assessment and planning with consumers following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, staff education, implementing falls focus meetings and daily staff huddles, improving documentation, undertaking case conferences, sharing monthly care statements with representatives, ensuring causative factors of incidents were reviewed against care planning strategies, and increasing oversight by management.
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending Requirements 2(3)(c), 2(3)(d), and 2(3)(e) Met, however, Requirements 2(3)(a) and 2(3)(b) remain Not Met.
Requirement 2(3)(a)
This requirement was previously found non-compliant as assessment and planning practices had not consistently been used to determine risks, including following development of new conditions. During the assessment contact, the Assessment Team identified deficiencies in assessment and planning for behaviours and following critical incidents. Clinical staff said strategies developed following a critical incident were not effective, as the consumer was not compliant, however, this had not triggered further assessment and planning, including consideration of a dignity of risk assessment in line with the service’s policy. Assessment and planning, including within the case conference, had not outlined risks for the consumer, with care staff not able to accurately explain why some of the strategies were required. Furthermore, the incident evaluation did not clearly address the incident and was not timely, given the critical nature and potential for harm.  
Assessment and planning for a consumer’s changed behaviours did not provide sufficient information to inform care, particularly in considering and identifying triggers, and did not address ongoing use of ineffective strategies documented in charting. Assessment and planning did not clearly inform staff of monitoring requirements for side effects from medication. Where staff reported risk of episodes of aspiration for a consumer, with clinical management outlining mitigating strategies of ensuring nursing staff assisted with their meals, there was no corresponding risk assessment, and the strategies were not recorded in the care and services plan.
The provider’s response addresses circumstances for each named consumer, including evidence of documentation and updated outcomes of assessment and planning where appropriate. The provider acknowledges a dignity of risk assessment was not undertaken, however, has included further information about the incident investigation outcomes, which at the time was misrepresented by staff. Supporting progress notes and a discharge summary submitted with the provider’s response are consistent with the explanation.
A toolbox talk has been provided to staff to address documentation deficiencies and assessment practices for consumers with changed behaviours. Monitoring and oversight of changed behaviours is undertaken through daily reviews of charting and progress notes and addressed in the daily clinical governance meetings, and this was explained to the Assessment Team and evidenced through completed governance meeting documentation from 29 May to 5 June 2025. 
The provider acknowledges a risk assessment had not been completed for the consumer with risk of aspiration of food, and this has subsequently been added to the consumer’s risky activity assessments. However, they contend the mitigating strategies were deployed following speech pathology input several weeks before the assessment contact, and this was known by staff and communicated through handover procedures. Evidence has also been submitted demonstrating risks associated with new medications were assessed and documented in a timely manner when they were commenced.
I acknowledge the provider’s response and supporting documentation. I have come to a different finding than the Assessment Team. Whilst there is room for improvement in documentation, including ensuring information is consistently captured in all relevant areas of the care and services plans, I find the evidence before me demonstrates the service undertakes assessment and planning to identify risk and inform care. Explanations for each named consumer were supported with evidence of documented outcomes of assessments undertaken prior to the assessment contact. The provider has recognised, and taken action to ensure, ongoing improvements in accuracy of documentation. 
Accordingly, Requirement 2(3)(a) is compliant. 
Requirement 2(3)(b)
This requirement was previously found non-compliant due to a lack of tailored consumer needs, goals, and preferences, and deficiencies in advance care directives and end of life planning. During the assessment contact, the Assessment Team found staff were sending advance care planning forms to representatives but not following up areas left incomplete or unclear. Consumer goals did not always align with expressed preferences and focused on clinical needs.
The provider’s response outlines actions taken for named consumers to address examples and issues brought forward. Issues relating to advance care directives and end of life planning had been identified, with improvement actions developed 31 March 2025 including reviewing all relevant assessments, consulting with consumers and/or representatives, and recording outcomes in the electronic care management system. Improvement activities were developed during the assessment contact to ensure goals of care were consumer driven, commencing with an audit and reviewing within case conferences.
I acknowledge the provider’s response and supporting documentation. My decision has also considered evidence brought forward in Standards 1 and 4, particularly in relation to assessments for lifestyle and spiritual services and supports. 
With regards to the advance care directives and end of life planning, I acknowledge the service was aware, and has plans in place to have reviewed and updated all documentation by 31 July 2025. I note actions to capture person-centred goals of care within documentation were developed in response to feedback. However, the evidence before me does not demonstrate actions will result in sustainable improvements, as they do not include actions to improve staff knowledge and awareness of the requirement to ensure this information is specific to each consumer. They also do not demonstrate awareness of the need to balance goals for clinical needs and care with personal preferences. 
Accordingly, I find Requirement 2(3)(b) not compliant. 
Other Requirements
Feedback from consumers and representatives reflected their involvement in assessment and planning and awareness of others involved. 
Consumers and representatives verified they received sufficient communication about outcomes of assessment and planning, and a copy of the care and services plan is regularly provided along with the monthly care statement.
Care planning documentation evidenced reviews were undertaken following change of condition or incident to ensure strategies were effective or updated. Prompt referrals were made for allied health review and input. 
As Requirements 2(3)(b) has been found not compliant, Standard 2 Ongoing assessment and planning with consumers is not compliant. 

Standard 3
	Personal care and clinical care
	

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

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

	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
The service was found non-compliant with all requirements in Standard 3 Personal care and clinical care following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, providing staff education and mentoring, enhancing oversight, recruiting an additional registered nurse, maintaining the risk register, appointing a palliative care champion and infection prevention and control lead, monitoring consumers through daily clinical huddle meetings, enhancing the electronic care management system, engaging an external wound care specialist, and reviewing vaccination processes.
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending Requirements 3(3)(c), 3(3)(d), 3(3)(e), and 3(3)(f) Met, however, Requirements 3(3)(a), 3(3)(b) and 3(3)(g) remain Not Met.
Requirement 3(3)(a)
This requirement was previously found non-compliant due to deficiencies in managing pain, nutrition and hydration, blood glucose level (BGL) monitoring, and application of restrictive practices. During the assessment contact, the Assessment Team reported BGL monitoring was not occurring in line with medical directives, and staff were not always aware of behaviour support strategies or ensuring chemical restraint was used as a last resort. Documentation of use of chemical restraint did not reflect best practice, as it had been administered when behaviours had settled. Charting did not demonstrate repositioning of a consumer with high risk of pressure injury was undertaken in line with care planning strategies. Specialist directives for a consumer to be on a fluid restriction were not known by management, and monitoring of compliance had not been undertaken. 
The provider’s response includes detailed information and supporting documentation for each of the named consumers. Evidence was provided to the Assessment Team of the BGL monitoring, captured within the electronic medication chart rather than within the usual BGL charting, and undertaken in line with directives. 
The provider states documentation reflects use of non-pharmacological interventions prior to use of restrictive practices, although acknowledges staff have not clearly recorded the time they were trialled, and they contend this demonstrates chemical restraint was used as a last resort. Other information provided relating to the consumer relates to a preference captured within the dignity of choice.
The provider contends the deficiency with repositioning is a documentation error, rather than a failure to provide care, and this has been addressed with staff. The named consumer’s risk had been escalated following identification of a stage 2 pressure injury and this has subsequently healed, which they contend demonstrates safe and effective care was provided. 
The fluid restriction for the named consumer has subsequently been reviewed by the medical officer and ceased, as symptoms had improved. 
I acknowledge the provider’s response and supporting evidence. I am satisfied BGL monitoring was undertaken in line with directives. I have insufficient information on why the fluid restriction for the consumer was not known or monitored, with the directive to cease provided after the assessment contact, and some 6 months after initial recommendation. I have also taken into consideration the totality of evidence relating to the consumer’s repositioning, and placed weight on their reported satisfaction with care and prompt healing of the wound.
However, the Assessment Team brought forward information of 6 occasions of use of chemical restraint for a consumer, 5 of which include limited evidence of use of tailored non-pharmacological strategies, and only instance of use was considered within the provider’s response. The provider has offered an explanation of a known and preferred behaviour of the consumer, supported within a dignity of choice, which has been poorly understood by staff. This has produced circumstances of staff attempting to intervene, triggering changed behaviours, and resulting in the use of chemical restraint without demonstrating this was used only after other non-pharmacological strategies had been exhausted. The provider’s response has not adequately addressed why tailored support strategies were not used, nor demonstrated understanding of the legislated obligations for use of chemical restraint as a last resort, and accordingly, I find Requirement 3(3)(a) not compliant.  
Requirement 3(3)(b)
This requirement was previously found non-compliant in relation to deficiencies in wound management, falls monitoring, weight loss, and behaviour support. During the assessment contact, the Assessment Team identified behaviour support strategies, particularly sighting charts, were not being used in line with directives. An instruction to undertake short term behaviour charting for a consumer had not been commenced in a timely manner. A medication trial for a consumer was not commenced promptly in response to medical officer directives, despite the consumer’s ongoing agitation, and there was no record of evaluation once the trial was completed. Documentation did not reflect chemical restraint was used as a last resort. Oversight processes did not capture new risks, such as changed medications, despite prompts for consideration. 
Neurological observations for one consumer sustaining head strike during a fall were not undertaken in line with directives, with a gap of 12 hours where no monitoring was undertaken despite the consumer reporting symptoms and consideration of transfer to hospital. Dietitian recommendations for further review if there was ongoing weight loss were not followed.
The provider’s response offers clarification of circumstances of consumers and supporting evidence. They acknowledge a period where sight charting for one consumer was not completed, but contend there was no negative impact, and the consumer has not had an incident in 8 months. However, they have provided education to staff on the importance of documenting visual monitoring to prevent recurrence. Evidence from the provider shows the short-term behaviour charting for a consumer was undertaken without any concerns identified. In relation to weight loss, the provider believed the named consumer’s weight loss was not significant enough to reflect risk, and has subsequently clarified guidelines with the dietitian with agreed and shared guidelines of reviewing consumers with weight loss over 2 consecutive months or greater than 2kg. 
In relation to the medication trial for a named consumer, they refute it was a trial, as there was not an end date on the order. Documentation for the consumer did not reflect a need for the chemical restraint for nearly a month after the medical officer’s review, and it was only when the behaviours increased in response to provision of personal care that additional consent for use prior to care delivery was obtained from the representative. Some of the documentation sighted by the Assessment Team has been reviewed and addressed through staff performance management, and discussion in clinical and quality meetings. 
The provider acknowledges neurological observations were not attended overnight, however, had been reviewed by the medical officer following the fall who instructed staff to wake the consumer early in the morning to ‘check for usual arousability’, and reviewed by a medical officer at around 1.00am. Progress notes report ongoing monitoring overnight, and there was no adverse effect from the fall. However, improvement actions have been developed, and adherence has been discussed within the clinical and quality meetings. 
I acknowledge the provider’s response and supporting evidence. I am satisfied with the service’s actions, and provider’s explanation, in relation to consumer weight loss. In relation to the medication ‘trial’, I accept the explanation of the intention to minimise medication use, although remain unclear on why there was no further documentation evidencing ongoing consultation with the medical officer who clearly outlined a plan to use the medication prior to care. 
However, I am not satisfied with the provider’s explanation of neurological observations. Upon reviewing the medical officer notes, the initial states to continue monitoring according to policy and to let them know of changes to vital signs, neurological signs, pain, alertness, behaviour, balance or mobility, and the second note also states ‘plan: OBS’. As both reference a requirement for ongoing observations and monitoring, I find the actions do not demonstrate understanding of associated risks to the consumer. Furthermore, absence of impact, from absence of monitoring following falls or in response to behaviours, is not sufficient to demonstrate effective risk management practices.
Improvements in documentation and oversight will also take time to embed and evaluate. Accordingly, I find Requirement 3(3)(b) not compliant. 
Requirement 3(3)(g)
This requirement was previously found non-compliant due to low vaccination rates of consumers, lack of staff awareness of infections or required precautions, and absence of infection control directives within care planning documentation. During the assessment contact, the Assessment Team identified the service has ongoing low vaccination rates. Whilst management reported methods of promoting the importance of vaccines, they did not have processes to manage low uptake, and there were inconsistencies within documentation processes of refusal of vaccinations. 
Some staff were not aware of the meaning of discrete signage, intended to inform of cytotoxic medication use. Contaminated cytotoxic clinical waste awaiting collection had not been secured in line with safety requirements, and the Assessment Team reported management could not offer explanation of how this occurred.
The provider’s response clarifies the vaccination information of consumers, explaining COVID-19 vaccinations are not mandatory and they have encountered cultural barriers impacting uptake, but they are promoted, and other vaccination programs have occurred. Evidence of consumer vaccination rates in 2025 is included, with 90% of consumers receiving influenza vaccine, and record of shingles and pneumococcal immunisations also provided. Evidence of reminder emails and information sent to representatives and reflected in consumer meeting minutes is also included to demonstrate efforts to promote COVID-19 vaccinations. 
The provider states they investigated the issue with the clinical waste bin and explained to the Assessment Team it was unlocked as it had just been emptied, however, education has been provided to staff to ensure clinical waste bins remain locked. Education has also been provided to staff to enhance understanding of the symbols used to signal use of cytotoxic medication and associated risks.
I acknowledge the provider’s response and supportive documentation. I have come to a different finding than the Assessment Team.  The provider’s response very clearly distinguishes differences within uptake of COVID-19 vaccination and other offered immunisation programs. The provider’s obligation is to ensure consumers have access to vaccinations, and there is sufficient evidence to demonstrate the service has complied with this. 
I find the explanation of the clinical waste bin having been emptied is reasonable and does not demonstrate a lack of understanding and application of infection control requirements. The evidence relating to the symbols is not reflective of this requirement and considered within findings for Requirement 3(3)(e).
Accordingly, I have determined the service is compliant with Requirement 3(3)(g). 
Other Requirements
Documentation for a consumer receiving end of life care reflected maintaining comfort, with monitoring and management of pain. Management explained staff had access to necessary equipment and spiritual supports for end of life care.
Care planning documentation evidenced staff recognised change in consumer condition and responded to clinical deterioration. Staff outlined processes to communicate changes in consumer condition. Medical officers and other health professionals were contacted in a timely manner for assessment or review of clinical changes.
Consumers and representatives reported staff effectively communicated consumer care needs and preferences. As outlined in Requirement 3(3)(g), not all staff were familiar with the meanings of symbols placed on doors to consumer rooms, and care staff were not aways aware of behaviour support strategies. Handover practices and care planning documentation included communication of consumer condition and needs. Allied health staff had access to consumer information within the electronic care management system.
Care planning documentation demonstrated timely and appropriate referrals were made to a range of providers and organisations.
As Requirements 3(3)(a) and 3(3)(b) have been found not compliant, Standard 3 Personal care and clinical care is not compliant. 

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.
	Not 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.
	Not Compliant


Findings
The service was found non-compliant with 6 of 7 requirements in Standard 4 Services and supports for daily living following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, staff education, access to snacks, updated displays, engagement of interpreters, access to mental health support services, development of spiritual support and community networks, involving consumers in developing the activity schedule, and developing and demonstrating referral processes for services and supports.
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending Requirements 4(3)(b), 4(3)(c), 4(3)(d), and 4(3)(e) Met, however, Requirements 4(3)(a) and 4(3)(f) remain Not Met.
Requirement 4(3)(a)
This requirement was previously found non-compliant as deficiencies in care and services and staff knowledge of consumers impacted consumer health, well-being, and quality of life. During the assessment contact, the Assessment Team found consumers and representatives recognised improvements, reporting positive changes, however, assessment and planning processes had not captured consumers’ individualised needs, goals, and preferences. Cultural, spiritual and lifestyle assessments had been completed for 10 consumers, but did not contain sufficient detail of needs and interests to inform care, with management acknowledging the need for more individualised information. 
There are new lifestyle staff still getting to know consumers and understand and support their needs, and they have identified but not yet addressed the difference in staff recording attendance in activities versus recording engagement in them. Audits and surveys have been conducted to understand interests and reasons for staying in rooms, but only with a small number of consumers, and there has been no evaluation or follow up. A representative and staff member said there were issues with access to the Arabic television service, with management aware of the service being down recently, but not regularly.
Staff did not consistently demonstrate sufficient knowledge or skills to support consumers living with cognitive impairment. Multiple activities were observed occurring in the same environment on the first day, on the second day the activity didn’t connect with that on the calendar, and staff were not observed to be engaging consumers in meaningful alternate activities. Consumers wanting to leave areas of group activities were observed being prevented from doing so.   
The provider’s response has not refuted the findings. They note all consumers had a completed cultural, spiritual, and lifestyle assessment at time of the assessment contact, but acknowledge assessments were not individualised, and improvement actions have been created to address this. Lifestyle is a standing agenda item for consumer meetings.
The provider explains the audit for consumers spending time in their rooms was targeted, and findings were addressed individually. An activity focus group has been formed to capture feedback to contribute to developing an activity calendar, although minutes reflect there were no attendees, so each person involved in the previous audit was met with individually. The service has enhanced access to Greek and Arabic language television services following the assessment contact.  
Education has been provided to staff to address the observed issues with engagement of consumers and multiple concurrent activities, with improvement actions to undertake ongoing evaluations. Dementia training is also being arranged for staff who had not previously attended. Reported incidents have been reviewed through close circuit television footage, and there is no evidence of consumers being prevented from leaving a room. However, issues have been discussed within staff meetings with minutes reflecting importance of observing agency staff actions too.
I acknowledge the provider’s response and supporting documentation. The provider’s response recognises deficiencies and includes improvement activities. Whilst some of the improvements have been implemented, others will take time to develop and evaluate, including ensuring assessment and planning is individualised and known by staff, and engaging consumers in the focus group. Based on the evidence before me, I find Requirement 4(3)(a) not compliant.
Requirement 4(3)(f)
This requirement was previously found non-compliant as most consumers gave negative feedback about the quality and quantity of food, and staff did not demonstrate knowledge of consumers’ nutrition and hydration needs and preferences. During the assessment contact, the Assessment Team found consumers and representatives reported some improvement in meals, although there were inconsistencies, particularly on the weekend. The service could not demonstrate dietitian recommendations for the nutritional requirements within the menu had been implemented. Vegetarian meals were not included daily, despite the service having a vegetarian cohort, and kitchen staff could not explain how they ensured vegetarians received sufficient dietary protein. Catering staff were not knowledgeable about dietary requirements or nutritional content, and there was no evidence catering staff completed mandatory training on food safety and texture modified foods. Management said catering was a contracted service, and they would arrange for this to be brought in-house.
The provider’s response has not refuted findings, but explained actions taken to address issues for named consumers and identified deficiencies. These include working with the catering company to address issues and develop culturally appropriate side dishes for consumers. A review of recipes has ensured there is adequate protein in the current menu, including use of legumes where there is no meat. Whilst the contract for the catering company is being reviewed, the chef attends governance and consumer meetings, including food focus groups, and follows up feedback in relation to food. 
I acknowledge the provider’s response and supporting documentation, including improvement actions to address identified deficiencies. Whilst most consumer and representative feedback reflects improvement, actions taken to address the deficiencies in dietary and nutritional requirements, and staff knowledge and training will take time to address and evaluate effectiveness. Accordingly, I find Requirement 4(3)(f) not compliant.
Other Requirements
Consumers and representatives described positive impact of changes to consumers’ emotional well-being, saying they felt emotionally and spiritually supported. The Assessment Team reported delays in understanding spiritual needs of consumers and engaging services from the community, however, the provider’s response demonstrates this information has been captured and additional visits from corresponding religious denominations have commenced. The service has a wellness officer, who undertakes visits for consumers at risk of social isolation.
Consumers and representatives gave examples of how they were supported to maintain relationships, participate in the community, and join group activities. Management acknowledged ongoing assessment and planning is being undertaken, and outcomes will be used to enhance the activity program. 
Consumers and representatives said staff now know consumers, and communication has improved. Staff were able to speak about consumers and their needs, preferences, and interests. 
Staff described processes for referrals, and access to a range of services and supports for consumers. The service demonstrated working with religious and community services to meet consumer needs.
As Requirements 4(3)(a) and 4(3)(f) have been found not compliant, Standard 4 Services and supports for daily living is not compliant. 


Standard 5
	Organisation’s service environment
	

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


Findings
The service was found non-compliant with Requirement 5(3)(c) of Standard 5 Organisation’s service environment following a review audit conducted 29 August to 4 September 2024. 
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending this Requirement Met.
The service was found non-compliant as the call bell system was not safe or appropriate to needs of consumers. Improvement actions included installing a new system comprising of hand and pendant call bells and movement sensors, with feedback from consumers and representatives verifying improvement. Maintenance processes were in place for furniture, fittings, and equipment, and overall, these were observed to be appropriate and well maintained. However, tagging and testing records were not clear enough to demonstrate all electrical devices were managed in line with the service’s procedures. Management advised the register will be updated to remedy this. The provider’s response addresses a delay in replacing a damaged chair for a consumer, and includes evidence of improvement actions to address the tagging and testing register.
As not all requirements within this Standard have been assessed, an overall finding for the Standard has not been made. 

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 service was found non-compliant with all requirements in Standard 6 Feedback and complaints following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, reviewing the complaint management process, auditing and actioning outstanding complaints, education for staff, providing cultural and language appropriate complaint information, discussing advocacy services and complaints and feedback within meetings, and recruitment of a quality manager for oversight.
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending all requirements Met.
Consumers and representatives provided positive feedback about complaint processes, with timely and professional responses. Documentation demonstrated consumers were informed of the range of feedback avenues, including through the Consumer advisory body. 
The service has engaged services of an interpreter, with telephone support available outside their work hours, and signage to inform of access. Most consumers and representatives were aware of the service, although one reported they struggled to alert staff when they wanted to use the service. Management resolved this during the assessment contact, providing an agreed cue for the consumer and staff. Advocacy services visited to meet with consumers. 
Consumers and representatives said management responded to feedback and complaints with an apology and timely resolution. Staff outlined their role included customer service, explaining they received training in open disclosure and would always acknowledge complaints and apologise as part of the process. The complaints register included record of complaints and detailed responses, including notes on apologies and resolution strategies.
Documentation evidenced feedback and complaints were reviewed and analysed to identify and inform improvements. Meeting minutes included review of feedback and complaints as a standing agenda, and the service had used complaints to develop staff training. Consumers and representatives described improvements to care and services.  
Accordingly, I find the service compliant with Standard 6 Feedback and complaints.

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)(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.
	Not Compliant

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

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


Findings
The service was found non-compliant with all requirements in Standard 7 Human resources following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, working with a human resources consultant, ongoing recruitment activities, enhancing monitoring of staff performance and agency staff use, improving orientation and onboarding processes, increasing education and training, undertaking observations and audits, and conducting performance reviews with counselling included if required.
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified improvements, recommending Requirements 7(3)(b) and 7(3)(e), Met, however, Requirements 7(3)(a), 7(3)(c) and 7(3)(d) remain Not Met.
Requirement 7(3)(a)
This requirement was previously found non-compliant due to consistent feedback on staffing challenges and impact, including lack of timely response to consumer call bells, and burden to the workforce of high agency use. During the assessment contact, the Assessment Team identified whilst the roster demonstrated all shifts were filled, this was done through reliance on staff working double shifts, with risk of staff fatigue, and high use of agency staff, requiring additional staff time for onboarding and support due to lack of familiarity with consumers. Consumers and representatives described the negative impact to consumers arising from agency staff use. The service had access to a translator, however, there was a lack of staff with suitable language skills to facilitate communication with consumers who did not speak English. Management acknowledged ongoing deficiencies with workforce planning and recruitment, despite efforts and deployed strategies. The service did not have processes, such as succession plans, to ensure key operational roles could be covered in a timely manner if vacated.
The provider’s response neither accepts or refutes the findings, instead outlines the importance of agency staff to fill vacant shifts and meet care minutes when internal staffing options have been exhausted. They contend call bell response times have been consistent despite use of agency staff, and there are processes for oversight. They contend there was no evidence to support double shifts had triggered staff fatigue. Wherever agency staff are needed, they are paired with a permanent staff member. The service has a workforce plan, focused on retaining skilled workers, and has ongoing recruitment activities to find and hire the right people. 
I acknowledge the provider’s response and supporting documentation. The Assessment Team brought forward evidence of several days where both clinical staff members were agency, which does not reflect pairing with a permanent staff member. The provider states there was oversight from clinical care coordinators (CCC), however, does not identify this is maintained outside CCC workhours. My decision also places weight on feedback provided by 3 representatives, two of whom expressed dissatisfaction with care provided by agency staff, and observed interactions between agency staff and consumers.
Accordingly, I find Requirement 7(3)(a) not compliant.  
Requirement 7(3)(c)
This requirement was previously found non-compliant due to negative feedback about staff competency, including for clinical and personal care and meal preparation. During the assessment contact, the Assessment Team identified the issues remained ongoing, particularly in relation to agency staff. Consumers and representatives reported dissatisfaction with agency staff knowledge of consumer needs. Catering staff did not demonstrate knowledge of nutritional requirements, and the service could not demonstrate catering staff were up to date with training on food safety and modified textures. Observed interactions between staff and consumers living with dementia did not reflect staff had sufficient skills and knowledge to provide support. Whilst the external human resources service processes considered qualifications and skills, these relied upon position descriptions which had not been reviewed since 2020 and did not reflect subsequent industry or organisation changes. The service did not demonstrate processes to assess staff competency, confirmed within staff feedback, with responsibilities held within a vacant position not identified as requiring delegation. 
The provider’s response has not refuted findings and includes improvement actions developed and/or taken in response to the findings. Of the 23 staff onboarded during the period without an educator to undertake competency assessments, 12 have completed all training, with remedial actions taken focusing on 5 staff who have not done any mandatory training. Further improvement actions include updating position descriptions and employee handbooks, reintroduction of the monthly education calendar, and reviewing oversight practices to ensure staff compliance. 
I acknowledge the provider’s response and supporting documentation. Improvement actions will require time to complete and evaluate effectiveness. As the provider has not refuted the findings, I find Requirement 7(3)(c) not compliant.
Requirement 7(3)(d)
This requirement was previously found non-compliant as the service did not have an induction or mandatory education program, planned education did not occur, and staff did not have adequate knowledge for their roles. During the assessment contact, the Assessment Team found although reactive toolbox training was occurring, the service did not have processes to identify staff training needs, including scheduling of mandatory training. Induction and orientation programs had not been conducted since the educator role became vacant in March 2025. Current recruitment practices were not reflected in policies and procedures. Management acknowledged education had been focused on resolving areas of previous non-compliance, and an ongoing program had not been developed.  
Whilst the provider’s response has not refuted the findings, they state information is omitted, including evidence provided of plans to move online learning platforms due to performance difficulties. The improvement activity is due for completion by end of August 2025. The provider points out the feedback from consumers and representatives reflects staff were well trained, and improvement actions cited in response to Requirement 7(3)(c) will also bring improvements within this requirement.
I acknowledge the provider’s response and supporting documentation. In coming to my decision, I have noted the improvement activity to move the online training to an alternate platform is dated the first day of the assessment contact. The provider has not addressed inconsistencies in recruitment policies and procedures or provided evidence of processes to identify staff training requirements to inform a planned program. For these reasons, I find Requirement 7(3)(d) not compliant.
Other Requirements
Consumers and representatives said the workforce were helpful and supportive, treating consumers with kindness and respect. Management explained they regularly reinforced expectations to staff of conduct, and performance management was undertaken for poor performance of staff.
Performance review and management practices were monitored by the external human resources provider, with weekly reports provided to management. Documentation demonstrated probationary staff performances were undertaken, and staff who had worked at the service for more than 6 months verified they had recent performance reviews. Personnel files reflected actions were taken when staff performance did not meet expectations.
As Requirements 7(3)(a), 7(3)(c) and 7(3)(d) have been found not compliant, Standard 7 Human resources is not compliant. 


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.
	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
The service was found non-compliant with all requirements in Standard 8 Consumer dignity and choice following a review audit conducted 29 August to 4 September 2024. 
Improvement actions taken in response to non-compliance included, but were not limited to, improving communication with consumers through access to an onsite interpreter, reviewing the consumer advisory body meeting processes, establishing new monitoring and oversight processes and accountability, undertaking audits and benchmarking, providing training at executive level, updating electronic information management systems, enhancing processes for the governing body, and ongoing recruitment and performance management.
Following an assessment contact undertaken 6 to 8 May 2025, the Assessment Team identified some improvements, recommending Requirement 8(3)(a) Met, however, Requirements 8(3)(b), 8(3)(c), 8(3)(d) and 8(3)(e) remain Not Met.
Requirement 8(3)(b)
This requirement was previously found non-compliant due to an absence of existing systems to inform the governing body for accountability of provision of safe, inclusive, and quality care and services. During the assessment contact, the Assessment Team identified deficiencies in staff education and onboarding following loss of a staff member and omission to reassign these responsibilities. Where training had been provided, there was no process to ensure competence, and there was no ongoing training program, with identified impact to consumers. Whilst audits were occurring, oversight and reporting structures were not in place to ensure identified risks were managed, and ongoing deficits in assessment and planning and care delivery had not been sufficiently addressed to ensure consumers received safe and quality care.
The provider’s response has relied upon evidence brought forward in other requirements, explaining audit outcomes were reported and acted upon, evidenced through continuous improvement activities. 
I acknowledge the provider’s response. I have come to a different finding than the Assessment Team. The intent of this requirement is to ensure the governing body remains responsible for the delivery of safe, inclusive, and quality care and services, embedded in all aspects of organisational life. My decision recognises despite some ongoing non-compliance at the service, there have been significant improvements made since the Review Audit in September 2024, including enhanced reporting processes and documented evaluation of service performance at governance level. I have considered the loss of the education staff and failure to delegate their responsibilities further and resulting impact on the workforce within my decision on workforce governance in Requirement 8(3)(c). 
Accordingly, I find Requirement 8(3)(b) is compliant. 
Requirement 8(3)(c)
This requirement was previously found non-compliant with regards to the effective governance wide systems for key areas. During the assessment contact, the Assessment Team identified ongoing issues with information management, continuous improvement, workforce governance and regulatory compliance systems. Information management deficits included gaps within assessment and planning documentation and processes, recording and storage of information within the plan for continuous improvement (PCI) and workforce education resulting in challenges in maintaining oversight, and inconsistent and outdated information within policies and procedures which were not fully reviewed for currency, contradictory information, or legislative and governance requirements. 
Continuous improvement processes focused on the areas of non-compliance but did not demonstrate other improvements, including from feedback and complaints, were also captured. Ongoing challenges with staffing, including difficulties in recruitment for key roles, inconsistent induction and education practices, and high use of agency staff impacting workforce time management and consumer care, did not demonstrate effective workforce governance systems. 
Regulatory compliance was not demonstrated, as the assignment of ongoing responsibilities for monitoring governance was allocated but not documented in policy. Board policies were last updated in 2020 and did not include references to governance requirements and governing body obligations. Compliance with legislative requirements around the use of restrictive practices was not demonstrated for each consumer, and the service had not demonstrated compliance with regulatory requirements for testing and tagging of electrical equipment.
The provider’s response references evidence provided in response to other findings or includes context for each concern. They contend the PCI has been updated and reviewed regularly with the Commission in response to actions to address the non-compliance. An activity has been created to transfer open items to an online platform, and educate staff on use, due for completion July 2025. Workforce training information will also be updated, with improvement activities on information management of this for completion by June 2025. 
The provider contends they are implementing improvements on a daily basis, especially those being identified through internal audits. In relation to regulatory compliance, the provider states they use an external system for policies and procedures, which is automatically updated with changes, with cited policies updated 30 May 2025. They contend they are aware of obligations for testing and tagging electrical equipment, and there is no evidence of incorrect testing.
I acknowledge the provider’s response. I acknowledge the evidence does not demonstrate a lack of understanding of obligations for tagging and testing of items. However, the provider has not addressed the findings in relation to workforce governance, and as outlined in my finding for Requirement 8(3)(b), I find processes were not demonstrated to delegate responsibilities following loss of key personnel, with impact to workforce performance and delivery of consumer care. I am also not satisfied the provider’s response recognises the role of the PCI outside the management of non-compliance, with legislative requirement for use to capture, assess, monitor, and implement improvements for the quality and safety of care and services. 
Whilst the provider contends there are processes to update policies and procedures in response to regulatory changes, I find this has not been timely. Legislative changes to governing body obligations came into effect on 1 December 2023, however, have not been incorporated into policies relating to the board, which were last updated in 2020. The omitted information cited by the Assessment Team was not added to relevant policies until after the assessment contact. 
For these reasons, I find Requirement 8(3)(d) is not compliant.
Requirement 8(3)(d)
This requirement was previously found non-compliant due to deficiencies in risk management monitoring and mitigating, and incident management including documentation and investigation. During the assessment contact, the Assessment Team identified the dignity of risk process has not been effectively used to support consumers to live their best lives, incidents were not consistently investigated and analysed, and care oversight was not effective at monitoring and mitigating consumer risk. These findings were further supported by evidence brought forward in Standard 1 Requirement 1(3)(d), where dignity of risk assessments had not been completed or kept updated and did not differentiate between supported choices and risks, and Standard 3 Requirement 3(3)(b) in relation to monitoring, recording, and supporting changed behaviours and observing consumers after falls.
The provider’s response contends they review consumer information daily, and daily meetings detail operational and clinical areas. The provider acknowledges deficits in the oversight of incidents, including undertaking neurological observations after fall or applying behaviour support strategies, and have taken action including providing staff training, establishing monthly audits, and ensuring senior clinical staff conduct a secondary review of incidents to identify and act upon any departure from the documented procedures. The clinical management system is also being reviewed to automatically generate reports for senior staff after incidents. 
I acknowledge the provider’s response and improvement actions. The provider has accepted key findings, and whilst improvement actions have been implemented to address this, they will take time to embed and evaluate effectiveness. 
Accordingly, I find Requirement 8(3)(d) not compliant.
Requirement 8(3)(e)
This requirement was previously found non-compliant due to inconsistent application of the clinical governance framework, including lack of audits and clinical data reviews, policies not being implemented, open disclosure not being practiced, and significant impact on provision of clinical care. During the assessment contact, the Assessment Team identified ongoing deficiencies in assessment, planning, and delivery of care and services which had not been identified or remedied through governance oversight and management. Oversight of restrictive practice use had not identified deficiencies in behaviour charting, including interventions, and the evaluation of effectiveness to inform assessments, or that chemical restraint was not always used as a last resort. Antimicrobial stewardship risks relating to low vaccination rates and infection control practices, including disposal of waste and staff knowledge, had not been identified.
The provider’s response has not specifically addressed these findings, referring back to their response and evidence for other relevant requirements. A statement of their commitment to strengthening operational oversight of restrictive practices is included.
I acknowledge the provider’s response. As reflected in findings for Requirement 3(3)(g), the provider has met obligations in relation to provision of a vaccination program. As the provider has not refuted deficiencies in clinical governance in relation to changed behaviours and restrictive practices, I find Requirement 8(3)(e) not compliant.
Other Requirements
Requirement 8(3)(a) is now compliant. Consumers and representatives reported feeling engaged in the evaluation of care and services, bring a deeper sense of community and heightened trust in management. The consumer advisory body reports and minutes were shared and discussed by the governing body, and consumers were encouraged to participate in forums and review mechanisms. 
As Requirements 8(3)(c), 8(3)(d) and 8(3)(e) have been found not compliant, Standard 8 Organisational governance is not compliant.
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