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This performance report
This performance report for Uniting AgeWell Kingsville (the service) has been prepared by James Howard, 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.
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 site audit conducted from 8 April 2025 to 10 April 2025 was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others.
· the Approved Provider’s response to the Assessment Team’s report, received on 19 May 2025.  
· Other information and intelligence on the service and Approved Provider held by the Commission. 
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	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 Compliant

	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 2(3)(a): The service must ensure assessment and planning identifies, and addresses the consumer’s current needs, goals and preferences.
· Requirement 3(3)(b): The service must ensure effective management of high-impact, high-prevalence risks associated with the care of consumers relating to management of changed behaviours, pain and medication management.
· Requirement 4(3)(a): The service must ensure each consumer receives tailored supports for daily living which optimises their independence, well-being and quality of life.
· Requirement 5(3)(b): The service must ensure consumers are enabled to move freely within and outside the service, where appropriate. 
· Requirement 7(3)(b): The service must ensure workforce interactions with consumers are generally kind, caring and respectful.
· Requirement 8(3)(c): The service must ensure effective management of information management, continuous improvement, workforce governance and regulatory compliance.
· Requirement 8(3)(e): The service must ensure effective systems are in place in relation to the minimal use of environmental restraint.

Standard 1
	Consumer dignity and choice
	Compliant

	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
This Quality Standard is assessed as Compliant as all 6 of the 6 Requirements were assessed as Compliant.
Consumers and representatives said consumers were treated with dignity and respect, and their identity and culture were valued. Staff and management were aware of consumers’ unique cultural backgrounds, life experiences and identity, and described how they treated consumers with dignity and respect. Care planning documents reflected consumers’ background, identity and culture. The service had policies and procedures to ensure staff treated all consumers with dignity and respect.
Consumers and representatives said consumers’ care and services were delivered in accordance with their cultural needs and preferences. Staff were aware of consumers’ cultural backgrounds and identities and described how these influenced the delivery of their care and services.  
Consumers and representatives said consumers were supported to make and communicate independent decisions about their care and services, choose who was involved in their care, and maintain important relationships. Staff described how they supported consumers to make choices about their care and to maintain their chosen relationships. Care planning documents detailed consumers’ choices about their care, who they wanted involved in their care, and their important relationships.
Consumers and representatives said consumers were supported to understand and take risks to live the best life they could. Staff described the risks taken by consumers and how they supported them to understand the potential harms and benefits of their choices involving risks. Care planning documents identified and assessed risks taken by consumers and outlined the agreed risk mitigation strategies.
Consumers and representatives stated they received current, accurate and timely information about their choices, which was communicated in a clear and easy-to-understand way. Staff described how they communicated information to consumers to ensure it was clear and easy to understand. Current information such as the activities calendar, menus, and other information was displayed around the service.
Consumers and representatives said consumers’ privacy was respected and their personal information was kept confidential. Staff described ways they respected consumers’ privacy, such as by knocking and waiting to be invited into their rooms and logging off password-protected computers containing personal information. Two consumers advised there were occasions when staff entered their rooms without knocking; however, overall, the service demonstrated it respected consumers’ privacy and kept their information confidential. 

Standard 2
	Ongoing assessment and planning with consumers
	Not Compliant

	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 Quality Standard is assessed as Not Compliant, as the service was assessed as Not Compliant with one of the five specific requirements.
Requirement 2(3)(b): 
The Assessment Team considered this Requirement as Not Met, as it considered the service was not able to adequately demonstrate assessment and planning identified and addressed consumers’ current needs, goals and preferences, particularly in relation to personalised non-pharmacological strategies to assist with consumers’ changed behaviours, lifestyle and meaningful engagement. 
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· One consumer’s care and services plan did not address their current needs, goals and preferences relating to diversional therapy and strategies to assist with changed behaviours. The care plan documented non-pharmacological strategies to be trialled; however, observations and staff interviews confirmed the strategies had been found to be ineffective, but the care plan had not been updated.
· Another consumer was admitted to the service some two months prior to the site audit; however, their care plan lacked any leisure and lifestyle assessment planning to guide staff in providing social engagement and activities of interest to the consumer.
· Another consumer’s care plan recorded their lifestyle needs as including group activities; however, staff confirmed the consumer no longer actively participates in group activities due to their advancing dementia. 
When the Assessment Team raised its concerns with service management during the site audit, management advised the service’s clinical manager had been working with staff to improve consumers’ care plan documentation; however, improvements were not evident for all sampled consumers at the time of the site audit.
In its response to the site audit report, the Approved Provider accepted the findings in the site audit report and explained it was taking the following actions:
· Conducting a comprehensive review of all consumer lifestyle assessments, specialist recommendations and holistic care plans. 
· Conducting staff training on assessment and care planning documentation, focussing on enhancing the holistic assessment and care planning process to ensure all documentation is personalised.
· The Director of Lifestyle Services has provided hands-on guidance to the Lifestyle Coordinator and delivered training to all Lifestyle staff.
· Strengthening communication between the lifestyle and clinical teams.
· Conducting quarterly assessments and care plan reviews, conducted by registered nurses. To ensure compliance, clinical managers will perform spot audits on the review process, providing targeted feedback and addressing any identified gaps. 
· Clinical managers and the residential service manager will actively monitor staff performance by conducting regular floor observations and staff interviews, to confirm recommended strategies are implemented effectively.
· The shift handover email is now required for each shift and will ensure key updates are shared with nursing staff, administrative staff, lifestyle staff and the residential service manager.
· A large whiteboard has been installed in the Lifestyle office to track all new respite and permanent admissions to the service. It will visibly display resident names, admission dates, and status (respite or permanent), with key tasks outlined for completion.
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including procedural reviews and staff training and education, and it will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues. 
Therefore, I find the service was Not Compliant with Requirement 2(3)(b) at the time of the site audit.
The other Requirements: 
Consumers and representatives confirmed the assessment and care planning process, identified risks to consumers’ health and well-being and management strategies. Clinical staff detailed the assessment and care planning process, and how it identified risks to consumers’ health and informed the delivery of safe and effective care and services. Care planning documents showed the assessment and care planning process included assessment of risks and identification of mitigation strategies. The service had policies and procedures to guide the assessment and care planning process.
Consumers and representatives confirmed assessment and planning was based on an ongoing partnership between them, staff, and other health professionals. Care planning documents confirmed consumers, representatives, and other health professionals were involved in the assessment and planning of consumers’ care and services. Clinical staff outlined how assessment and care planning was done in partnership with consumers, representatives and others they wished to involve. The service had documented policies regarding consulting with consumers, representatives and other health professionals in the assessment and planning of care and services.
Consumers and representatives said the outcomes of health assessments were regularly communicated to them, and they could get a copy of the consumer’s care plan. Some consumers and representatives said they did not need a copy of the care plan, as they were regularly consulted. Staff detailed the processes for documenting and communicating the outcomes of assessments to consumers and representatives, and confirmed they offered a copy of the care plan. Care planning documents showed outcomes of assessment and care planning were communicated to consumers, representatives, in a timely and appropriate way.
Consumers and representatives confirmed consumers’ care plans were reviewed regularly, and reviewed when circumstances changed, or incidents occurred. Staff and management explained the process for evaluating care plans 4-monthly, and when consumers’ condition or circumstances changed. Care planning documents showed they were regularly reviewed for effectiveness, and reviewed when circumstances changed, or incidents impacted on the needs, goals, or preferences of consumers. 

Standard 3
	Personal care and clinical care
	Not Compliant

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

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

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

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

	Requirement 3(3)(e)
	Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
	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 Quality Standard is assessed as Not Compliant, as the service was assessed as Not Compliant with one of the seven specific requirements.
Requirement 3(3)(b): 
The Assessment Team considered this Requirement as Not Met, as it considered the service did not demonstrate effective management of high-impact, high-prevalence risks associated with the care of consumers relating to management of changed behaviours, pain and medication management.
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· A review of documentation, staff interviews and observations showed non-pharmacological strategies recommended by specialists were not implemented for each consumer as required. 
· Behaviour support plans were not consistently personalised to include non-pharmacological strategies which aligned with specialist recommendations and consumers’ changed behaviours. 
· The service did not identify and implement effective pain management strategies to optimise the wellbeing of each consumer. 
· Monitoring processes including the audit and review of care plans and progress notes did not identify and rectify deficiencies which impacted the wellbeing of consumers. 
· The service did not demonstrate safe and effective medication management, with risks were minimised for each consumer. 
· The Assessment Team observed multiple medications, including schedule 8 opioid medication, left with several consumers without staff adhering to appropriate medication management. 
· A review of incidents did not identify any recent impact to consumers; however, there was a clear risk to consumers’ wellbeing.
In its response to the site audit report, the Approved Provider accepted the findings in the site audit report and explained it was taking the following actions:
· Consumers’ care plans have been updated to reflect effective strategies and staff have been informed to ensure their implementation.
· One highlighted consumer had a thorough pain assessment, considering both verbal and nonverbal cues, to determine the severity and impact of any pain
· All residents with wounds have been reviewed to ensure optimal treatment and pain relief. Recommendations from wound care consultants and medical officers have been assessed, with updates made to pain charting, assessments, care plans, and analgesic use as needed.
· Emails were sent reminding all staff to actively observe and manage consumers’ pain, including non-verbal cues such as facial expressions, agitation, withdrawal, and resistance to care.
· Medication incidents were recorded in the service’s incident management system and the service undertook an investigation.
· The staff member involved in the medication incidents had their medication administration privileges immediately suspended. 
· Spot observational audits by the clinical manager were carried out randomly.
· The service commenced a new system for the disposal of consumers’ medication sachets.
· The service conducted medication management toolbox talks.
· All staff were sent an email reminder about medication responsibilities.
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including new processes and procedures and staff training and education, and it will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues. 
Therefore, I find the service was Not Compliant with Requirement 3(3)(b) at the time of the site audit.
The other Requirements: 
Consumers and representatives said consumers received personal and clinical care that was safe, right for them and met their needs, goals and preferences. Staff and management described consumers' individual needs and preferences, and how these were delivered in line with their care plans. Care planning documents confirmed staff followed documented strategies to deliver safe and effective clinical and personal care, in accordance with the service’s policies and procedures. Management explained the front doors were locked after hours for security, and ensured consumers were assessed for potential environmental restraint. The service had policies and procedures to guide staff in the delivery of best practice personal and clinical care.
Consumers and representatives said consumers’ needs, goals and preferences for advance care and end of life care were discussed with them. Staff articulated how they identified consumers nearing the terminal phase of life and ensured their comfort was maximised and their dignity preserved. Management confirmed they involved consumers, representatives, medical officers and palliative care specialists in the delivery of end-of-life care. The service had policies and procedures to guide palliative and end of life care.
Consumers and representatives said the service responded promptly to a deterioration or change, in consumers’ condition. Management and staff described how they recognised deterioration or change in consumers’ condition and responded promptly. Care planning documents confirmed the service responded promptly to a deterioration, or change, in consumers’ condition. The service had policies and procedures to guide staff in the clinical escalation process.
Consumers and representatives said current information about consumers’ condition, needs and preferences was documented and communicated effectively between relevant staff and external providers involved in their care. Staff described how current information about consumers’ condition, needs and preferences was documented and communicated within the service and with other care providers, through shift handovers and the electronic care management system. Care planning documents contained adequate information to support the delivery of safe and effective personal and clinical care.
Consumers and representatives said the service provided timely and appropriate referrals to medical officers and a range of other health services. Clinical staff described the process for referring consumers to other health professionals to meet their individual care and service needs. Care planning documents showed timely referrals to other individuals and organisations providing care and services.
Consumers and representatives confirmed the service took appropriate infection prevention and control measures. Staff confirmed they had received training and had a clear understanding of infection prevention and control measures, and antimicrobial stewardship. The service had a vaccination program and adequate supplies of sanitisers and personal protective equipment. The service had an infection prevention and control lead and policies and procedures to guide staff in preventing and controlling infections and promoting antimicrobial stewardship.

Standard 4
	Services and supports for daily living
	Not Compliant

	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.
	Compliant

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


Findings
The Quality Standard is assessed as Not Compliant, as the service was assessed as Not Compliant with one of the seven specific requirements.
Requirement 4(3)(a): 
The Assessment Team considered this Requirement as Not Met, as it considered the service was not ensuring each consumer received tailored supports for daily living which optimised their independence, well-being and quality of life.
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· Some consumers said they are engaged with the service’s leisure and lifestyle program; however, multiple consumers and representatives expressed dissatisfaction with the supports available to consumers with impaired cognition or mobility. 
· Many lifestyle care plans were inaccurate or incomplete. 
· The Assessment Team observed multiple consumers, particularly those in the memory support unit (MSU), received minimal engagement in meaningful activities to promote their quality of life, despite their care plans including a variety of activities. 
When the Assessment Team raised its concerns with service management during the site audit, management advised the MSU has a separate leisure and lifestyle program, and staff are aware of individualised supports for specific residents. They suggested disengaged consumers may have declined supports; however, staff are expected to interact with consumers on a regular basis. 
In its response to the site audit report, the Approved Provider accepted the findings in the site audit report and explained it was taking the following actions:
· The service completed a review of Lifestyle assessments, to ensure accurate documentation of each resident’s functional status, preferences, and goals in relation to optimising wellbeing and quality of life. These updates were transferred to consumers’ holistic care plans to guide staff practice.
· All staff will be required to accurately record 1:1 interactions with consumers in the service’s Activity Register to ensure consistent tracking and accountability. 
· To address social isolation among consumers who speak little English, the service will connect consumers with the Community Volunteer Scheme and arrange language-specific volunteers. Further improvements will focus on ensuring that all consumers from culturally-diverse backgrounds are actively included in activities, with programs and outings specifically designed to align with their cultural preferences and enhance engagement. 
· The service will improve coordination with care staff to facilitate movement of consumers from different areas of the home to designated activity spaces. 
· The service will conduct a Lifestyle survey covering at least 75% of consumers or representatives to gather feedback and refine lifestyle programming.
· Redesign the Lifestyle Program based on survey insights to introduce new activities that encourage participation and engagement.
· Ensure all consumers are actively invited and assisted in attending the monthly LiveWell Social Forum, with the event prominently scheduled on the monthly calendar.  
· Hold discussions with consumers to identify and nominate representatives to speak on behalf of all consumers at Resident/Relative meetings, LiveWell Social Forums, and EatWell meetings. 
· Require Lifestyle staff to check the daily handover email to stay updated on consumer needs and scheduled activities.
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including reviewing consumers’ needs and desires, and reviewing and introducing new procedures, and it will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues identified in the site audit.
Therefore, I find the service was Not Compliant with Requirement 4(3)(a) at the time of the site audit.
The other Requirements: 
Consumers and representatives said the service supported consumers’ emotional, spiritual, and psychological well-being. Staff explained how they supported consumer’s emotional, psychological, and spiritual well-being, such as by providing church services or having one-on-one conversations with them if they were feeling down. Care planning documents detailed the supports needed for each consumer’s emotional, psychological, and spiritual well-being.
Consumers and representatives said consumers were supported to participate in activities, within and outside the service, maintain important relationships, and do things of interest to them. Staff described how they supported consumers to participate in their community, do things of interest, and socialise with whom they chose to. Care planning documents detailed consumers’ activities of interest and important relationships. Consumers were observed engaging in activities, receiving family visits, and leaving the service independently.
Consumers and representatives confirmed information about consumers’ condition, needs, and preferences was communicated effectively within the service, and with others responsible for providing care. Staff described how accurate and current information about consumers’ condition and needs was shared between staff and external providers, through handover processes and by accessing care records. Care planning documents confirmed current information was communicated effectively to support safe and effective care and services for daily living.
Consumers and representatives confirmed timely referrals to appropriate other individuals and organisations providing care and services. Management and staff described how consumers were referred to other individuals and organisations providing care and services, if they wished. Care planning documents showed the service collaborated with external services to support consumers’ needs.
Most consumers and representatives expressed satisfaction with the quality, quantity and variety of the food provided. Management took appropriate action to address two consumers’ concerns that meals were not always warm enough. Care planning documents recorded consumers’ dietary needs and preferences, and consumers explained how they had input into the menu. Staff knew consumers’ dietary needs and preferences, and said consumers could request alternative meals and snacks. The kitchen appeared clean and well-maintained, with food safety records up to date.  Consumers appeared to be enjoying their meals, and menus were displayed around the service.
Consumers and representatives said the equipment provided was safe, suitable, clean, and they knew how to request maintenance. Staff confirmed there were effective processes in place for keeping the equipment safe, clean, and well maintained. The equipment was observed to be safe, clean and well-maintained.
 




Standard 5
	Organisation’s service environment
	Not Compliant

	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.
	Not Compliant

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


Findings
The Quality Standard is assessed as Not Compliant, as the service was assessed as Not Compliant with one of the three specific requirements.
Requirement 5(3)(b): 
The Assessment Team considered this Requirement as Not Met, as it considered the service was not ensuring consumers were able to freely move within the service and/or to exit the service without assistance.
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· The service has 5 wings, each of which have keypad-locked doors at their entrance to the main corridor or lift area. A further keypad-locked door with a different code is situated at the main entrance to the service. Consumers said these doors prevent their free movement within the service and/or to exit the service without assistance. 
· The Assessment Team observed consumers who had the code to the internal doors having difficulty moving through the doors, which open inwards.
· Staff provided a variety of responses as to how they assist consumers who request to leave through the internal locked doors.
· A member of care staff said consumers with cognitive impairment are not able to leave independently and they would learn via handover who can go through the internal locked doors. However, when asked, they could not access this information on the handover sheet. 
· An internal quality audit in December 2024 identified the internal locked doors were preventing consumers from moving freely within the service and staff displayed a ‘knowledge gap’ in this area; however, no actions were taken to rectify this situation.
When the Assessment Team raised its concerns with service management during the site audit, management advised keypads are used due to safety concerns, given the proximity of the service to the highway. The keypads were included in the original design of the building and management acknowledged it was ‘time for this to be reviewed’. 
Prior to the end of the site audit, management provided a written action plan to the Assessment Team, which included undertaking a reassessment of consumer environmental restraint records, providing the service reception with an updated list of consumers subject to environmental restraints, and reviewing the possibility of opening doors within the service.
In its response to the site audit report, the Approved Provider accepted the findings in the site audit report and explained it was taking the following actions:
· The wings of the home, excluding the Memory Support Unit, are now open from 9:00 AM to 4:30 PM, with plans to extend this period in consultation with consumers and representatives and a review of feedback.
· The service reassessed consumers, identifying those who experience difficulties exiting the service independently due to factors such as mobility or dexterity challenges.
· Consumers with environmental restrictions have completed ‘Restrictive Practice- Environmental’ authorisations, in consultation with the consumer or representative, ensuring appropriate documentation and compliance. These authorisations are now kept in a folder in the residential service manager’s office for centralisation of documentation and oversight. 
· The service conducted mandatory staff training to ensure all personnel fully understand environmental restrictive practice guidelines and consumer rights to free movement around their home and garden spaces.
· The service conducted behaviour support planning toolbox training sessions.
· The service revised handover sheets to identify residents who require assistance with movement and those who can navigate independently. 
· Reception staff have a copy of the Restrictive Practice – Environment list to ensure oversight of front door access. The list includes consumer photos.
· The service commenced opening doors between wings, to facilitate the removal of keypad restrictions on the wings of the home, excluding the Memory Support Unit at the current stage.
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including new processes and procedures and staff training and education, and it will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues.
Therefore, I find the service was Not Compliant with Requirement 5(3)(b) at the time of the site audit.
The other Requirements: 
Consumers said the service environment was welcoming, comfortable, easy to navigate, and they could personalise their rooms. Staff explained how they assisted consumers to mobilise around the service. Consumers’ rooms were personalised, and the service had features which promoted consumers’ sense of belonging, independence, interaction, and function. The service environment appeared welcoming, well-lit, with wide unobstructed corridors, and adequate signage to aid navigation.
Consumers and representatives confirmed the furniture, fittings and equipment were safe, clean, and well maintained. Staff described the systems and processes in place for keeping the furniture, fittings, and equipment clean and well-maintained. The furniture, equipment and fittings appeared safe, clean, well maintained, and suitable for use. 



Standard 6
	Feedback and complaints
	Compliant

	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 Quality Standard is assessed as Compliant as the service was assessed as Compliant with all four of the four specific requirements.
Consumers and representatives confirmed they were comfortable providing feedback and raising concerns with staff and management. Staff understood their role in the feedback and complaints process, which included supporting consumers to raise issues. Feedback and complaints could be made via meetings, speaking directly with staff or management and a variety of other methods. Information about how to make an internal or external complaint was available throughout the service, in a variety of languages.
The service generally took appropriate action in response to feedback and complaints and used open disclosure when something went wrong, which consumers and representatives confirmed.  Consumers and representatives generally said their concerns were actively addressed and resolved in a timely manner. Complaints and feedback were reviewed and used to improve the quality of care and services. Staff said feedback and complaints were discussed at staff meetings and continuous improvement actions were planned accordingly. 

Standard 7
	Human resources
	Not Compliant

	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.
	Not 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
The Quality Standard is assessed as Not Compliant, as the service was assessed as Not Compliant with one of the five specific requirements.
Requirement 7(3)(b): 
The Assessment Team considered this Requirement as Not Met, as it considered the service was not ensuring staff interactions with consumers were always kind, caring and respectful. While many consumers and representatives said they experience positive interactions with staff and described staff as kind, caring and respectful, some consumers expressed dissatisfaction with night duty staff.
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· Three consumers described night duty staff as ‘nasty’. Consumers also said night duty staff are ‘rude’ and ‘condescending’.
· One consumer said they do not feel comfortable asking night staff for assistance with the toilet because of their behaviour, which results in them experiencing incontinence.
· Another consumer said staff ‘bundled’ them into a ‘padded napkin’ at night and said it saves them time. The consumer said night staff chatted and were ‘joking around’ while they needed to go to the toilet and they found this disrespectful. 
· Another consumer who wakes at night distressed due to coughing said when they call staff for assistance, staff are ‘rude and nasty’.
· The families of two of the above consumers lodged complaints about the issues, but this did not result in a review of the conduct of night duty staff. 
When the Assessment Team raised its concerns with service management during the site audit, management advised it created an incident report based on the feedback regarding night duty staff and commenced an investigation; management spoke with consumers who had provided feedback; identified one staff member and referred them to the organisation’s People and Culture team for investigation and management; and management held a mandatory staff meeting for night duty staff, at which staff were advised of consumer and of their responsibilities and behavioural expectations.
In its response to the site audit report, the Approved Provider accepted the findings in the site audit report and explained it was taking the following actions:
· A formal feedback report was lodged in the service’s feedback system regarding concerns raised about night duty staff during the site audit and an investigation was conducted to address these concerns, ensuring transparency and accountability. 
· A Serious Incident Response Scheme (SIRS) neglect report was formally raised for a consumer, following concerns that their continence aid was not changed. 
· A Serious Incident Response Scheme (SIRS) psychological abuse report was formally lodged following a consumer’s complaint about disrespectful treatment by a night duty staff member, which caused them distress.
· Over a seven-day period, consumers were asked to provide feedback using feedback postcards with the question, “How was your care last night?” Responses were gathered from all areas of the home, allowing consumers to express whether they were satisfied, felt improvements were needed, or were not satisfied, with space for additional comments.
· Consumers will be provided one on one discussion with management following the collation of postcard feedback responses in May 2025.
· The service will conduct ongoing staff monitoring, with a comprehensive review of the night duty roster to ensure strict adherence to professional conduct standards. 
· Feedback postcards are now in use and can be updated to focus on specific areas requiring input. 
· All feedback is now acknowledged using ‘Acknowledgement feedback received’ form for the person providing the feedback within 2 days.
· Consumer feedback will be analysed monthly and discussed at Quality Meetings, with documented actions addressing emerging trends added to the services Plan for Continuous Improvement (PCI).
· The service has commenced a mandatory ‘Dignity and Respect’ education competency for all staff.
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including implementing new processes and procedures and staff training and education, and it will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues raised in the site audit report. 
Therefore, I find the service was Not Compliant with Requirement 7(3)(b) at the time of the site audit.
The other Requirements: 
Consumers and representatives confirmed the service had enough staff to meet consumers’ care needs, and call bells were generally answered in a timely manner. Staff said there were generally enough staff to meet consumers’ care needs, and management assisted if needed and adjust staffing ratios according to care needs. Management explained how they planned and rostered the workforce to provide safe and quality care. Management advised staff sufficiency is monitored via call bell response time data being monitored, reported and trended monthly.
Consumers and representatives said staff were competent and skilled to provide the care and services consumers needed. Staff demonstrated they had the knowledge and competence to provide the care and support consumers needed. Management how the recruitment processes ensured staff were competent and met the qualification, registration, competencies and security requirements outlined in the relevant position descriptions. Documentation confirmed staff qualifications, professional registrations, vaccinations and security checks were current.
Consumers and representatives said staff were equipped and trained to deliver safe and quality care and services. Staff described the ongoing training and support provided by the service, and said they could provide feedback on the training program. Management described the training and support provided to staff which enabled them to deliver safe and effective care in line with the Quality Standards. Training records showed high completion rates for all staff training.
Consumers and representatives said they were encouraged to provide feedback on staff performance. Management described how the performance of staff was monitored, assessed, and reviewed through formal performance appraisals and observations, consumer/staff feedback and incident reviews. Staff confirmed they had completed performance appraisals within the last year. Records showed performance appraisals were up to date. The service had policies and procedures in place for the development and management of the performance of the workforce.


Standard 8
	Organisational governance
	Not Compliant

	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.
	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 Quality Standard is assessed as Not Compliant, as the service was assessed as Not Compliant with two of the five specific requirements.
Requirement 8(3)(c): 
The Assessment Team considered this Requirement as Not Met, as it considered that, while the organisation had systems and processes in place to provide governance, the service was not consistently following them. Therefore, the service was not ensuring effective management of information management, continuous improvement, workforce governance and regulatory compliance. 
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· Management said meeting minutes, feedback registers and reports are used to inform decision making at the service and at organisational level. However, management was not aware these were not being completed as required. 
· The clinical manager said they monitor call bell data on a weekly basis; however, they do not trend the data or complete monthly call bell reports as required. 
· Senior management said postcard feedback is used to gather feedback on specific issues each month and is collated and reported on monthly. However, staff said postcard feedback collected in 2025 has not been collated or provided to management. The residential service manager said they were not aware this was the case.
· Actions discussed in the quality and safety meeting are not consistently recorded, nor are they monitored and reviewed for effectiveness.
· A review of documentation regarding environmental restrictive practice identified the register was not up to date and consumers requiring environmental restraint were not identified on the handover sheet. 
· An internal quality audit completed in December 2024 and resulting actions were captured in a Plan for Continuous Improvement (PCI). The Assessment Team reviewed the February 2025 PCI which indicated the following items were marked as completed, without confirmation of their completion and/or evaluation of their effectiveness. 
When the Assessment Team raised its concerns with service management during the site audit, management advised it was adopting increased oversight of the service by the organisational management and quality team. The organisation had commenced recruitment to replace the residential service manager. The new manager will be responsible for increased oversight, to ensure the service adheres to organisational policies and procedures.
In its response to the site audit report, the Approved Provider accepted the findings in the site audit report and explained it was taking the following actions:
· Call bell data will now be tracked, trended, and reported at monthly Quality Meetings to inform staffing response times.
· A new clinical data tool has been introduced to ensure effective trending and analysis of all quality, high risk and clinical indictor data.
· Quality Meetings will now include structured meeting minutes of discussions and follow-up actions. 
· The service carried out a comprehensive review of the Plan for Continuous Improvement (PCI) to verify completion, evaluate effectiveness, and identify outstanding actions.
· The service implemented improvements in monitoring and reporting of consumer satisfaction. 
· The service adopted a comprehensive approach to ensure full compliance with environmental restraint requirements, including a review of assessments.
· The service will implement a more structured approach to feedback and complaints. This will assist the service to better acknowledge, track, trend and report feedback and ensure emerging concerns are addressed.  
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including significant changes to processes and procedures and the introduction of new processes. It will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues.
Therefore, I find the service was Not Compliant with Requirement 8(3)(c) at the time of the site audit.
Requirement 8(3)(e): 
The organisation had an established clinical governance framework, including policies and procedures which include open disclosure, anti-microbial stewardship and minimising restrictive practice to guide care delivery. 
However, the Assessment Team considered this Requirement as Not Met, as it considered the service failed to ensure effective systems were in place concerning the minimal use of environmental restraint.
During the site audit, the Assessment Team identified the following issues and raised these with management while on site:
· Deficiencies in relation to chemical and environmental restraint were identified in an internal audit in December 2024. The service’s Plan for Continuous Improvement (PCI) documented that the service had undertaken an audit of all consumers to identify those under environmental restraint; however, documentation did not demonstrate this had occurred.
· The Assessment Team reviewed the register for environmental restraint and identified it was not up to date. Following a review by the service during the site audit, management identified there were 9 consumers under environmental restraint without appropriate risk assessment, consultation, monitoring, and review.
· While the service provided recent education to staff on minimising the use of restraint, staff did not have a shared understanding on what constituted environmental restraint.
When the Assessment Team raised its concerns with service management during the site audit, management advised the service will re-assess consumers’ environmental restrictions, prioritising the 9 consumers identified as higher risk and the service will implement a 3-monthly review process for consumers who require environmental restraint. Administration staff will have up to date information regarding which consumers may exit the service independently and the service will undertake a review of the keypad-locked internal doors, to minimise the use of environmental restraint. 
The Approved Provider accepted the findings in the site audit report and explained it was taking the following actions, in addition to the actions detailed in its response to the site audit report’s findings for Standard 5:
· To reinforce staff understanding of environmental restraint, the service will conduct toolbox education sessions, which will provide practical guidance, promote consistency in application, and ensure staff are aligned in minimising restraint while maintaining a safe and supportive environment for consumers.
· The service will hold ongoing discussions at staff meetings concerning the opening of keypad-locked doors, to further support efforts to improve accessibility and minimise environmental restraint. These discussions should help ensure staff are aligned in their understanding and reinforce a commitment to balancing safety with residents' independence.
While I acknowledge the Approved Provider accepted the findings by the Assessment Team and is now taking significant steps to remedy the deficiencies highlighted in the site audit report, the service is still implementing its remedial actions, including changes to processes and procedures, and it will take time for these measures to be completed and additional time to assess whether the measures have been fully effective in addressing the issues.
Therefore, I find the service was Not Compliant with Requirement 8(3)(e) at the time of the site audit.
The other Requirements: 
Consumers and representatives said the service was well-run and they participated in the design, delivery and evaluation of the care and services through feedback mechanisms, resident meetings, consumer surveys. The organisation has a Consumer Advisory Group and other committees have consumer/representative positions on them. Management and staff described how they assisted consumers and representatives to be actively engaged in the development, delivery and evaluation of care and services. Documentation confirmed consumers and representatives were involved in the development, delivery and evaluation of the care and services.
Consumers and representatives said the service provided a safe and inclusive environment with access to quality care and services. Management described how the Board promoted a culture of safe, inclusive, and quality care and services, and was accountable for the performance of the service and compliance with the Quality Standards. The Board monitored and evaluated the service’s performance against the Quality Standards through various reports, performance measures, incidents and feedback.
The service had risk management systems and practices which were supported by documented policies and procedures to govern the management of high-impact and high-prevalence risks to consumers, identifying and responding to abuse or neglect, supporting consumers to live their best lives, and management and preventing incidents. However, as discussed in Standard 3, these policies and procedures were not always followed but, nonetheless, the service had systems and practices in place. 
Consumers confirmed they were supported to take risks to live the life they chose. Management and staff were aware of the policies and explained how the policies were implemented. Risks and incidents were analysed and reviewed by management and the Board.
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