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The Commission - Re-registration Audit in Residential Care

Auditors were onsite for three days from the 17" to 19* March 2026 to conduct our residential care audit.

The Commission has 14 days to provide Westmont will an interim report and Westmont then has 14 days to respond.
Final outcome is pending.

Our Community Care Services will be audited in April 2026.

National Quality Indicator (NQI) Results in Residential Care — Qtr 2 (Oct to Dec) FY 2025-26
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Westmont has a dedicated Falls
Committee that reviews all falls. The
committee consists of a member of
our clinical team including
physiotherapists.

Falls have decreased since the
previous quarter reporting period, and
Westmont sit below the national

If a fall has occurred, the resident is assessed by a physiotherapist and interventions implemented where
necessary. We encourage residents to keep their rooms uncluttered to prevent falls from occurring and we
have introduced a risk assessment for residents owned furniture.
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Medications are reviewed following
permanent admission.

A working group involving our Clinical
Pharmacist and clinical team has
taken place to identify areas to
improve outcomes for residents and
reduce the use of Antipsychotic
mediation use.

We find newly admitted residents
can be taking multiple medications
on arrival. Following a medication
review with their doctor most
prescribed medications can be
reduced.
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Meds - Psychosis
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The number of residents taking more
than 5 prescribed medications has
fallen since the previous reporting
period.
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Hospitalisation

Hospital Admissions
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Admissions are when a resident has
been accepted by a hospital either
planned such as an inpatient
receiving ongoing care or
unplanned.

The number of hospital admissions
has fallen since the previous
reporting period.

ED is where a resident has
presented to a hospital emergency
department either in person orvia
technology, such as the ‘virtual ED’
which Westmont often accesses.
The number of ED presentations has
decreased since the previous
reporting period.

Care Minutes

Registered Nurse Care Minutes

Total number of RN minutes per resident per day sits at 46.62 exceeding our target of 44.28 for the quarter.

Care Minutes

Total Care Minutes per resident per day sits at 222.99 exceeding our target of 218.70 for the quarter.

The targets flucuates according to the care needs of the residents.
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Consumer

Experience Consumer Experience Survey Results

Very Poor
Of the 134 residents and their
representatives, 63 participated in
Poor I the survey.
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Fretient ‘

0 10 20 30 40 50 60

HQtr2FY 2025-26 mQtr1FY 2025-26

Questions include:

| am treated with respect and dignity.

| am supported to make my own decisions about the care and services | receive.

| receive care and support from aged care staff who have the appropriate skills and training.

| received services and supports for daily living that are important for my health and wellbeing.
| am supported to maintain my social relationships and connections with the community.

| am comfortable lodging complaints with confidence that appropriate action will be taken.
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Quality of Life

Quality of Life Survey Results

This survey is conducted every 3
months. Residents or their
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The questions asked include:

e |am able to get around as much as | want to.

When | experience pain, itis well managed.

| am generally happy.

| have as much independence as | want.

| have good social relationships with family and friends.
| have leisure activities/hobbies | enjoy.

Of the 134 older people and their representatives, 67 participated in this survey.

representatives can choose not to
participate.

For further information regarding the National Quality Indicator Program.

https://www.health.gov.au/sites/default/files/2025-03/fact-sheet-for-older-people-and-their-families_0.pdf
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Incident Overview in Community Care — February 2026

Behaviour Requiring

Support . L Four (4) behavioural support incidents.
Behaviour Requiring Support

10 . 2 x Aggression (Verbal towards staff)
Service Delivery = 8 ° 2 x Emotional
Inside 4 6
Outside 0 4
2
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Behaviour Types Feb 2025 to Feb 2026

Suicidial

Hallucinations

Forgetful or Confusion

Encouragement/Prompting Required

Aggression

o
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Elder Abuse

Elder Abuse

Service Delivery =
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Aledged Abuse by Staff | NN

Abuse by unknown other

Unreasonable use of force during personal care

One allegation of elder abuse

Reported by client regarding spouse.

Elder Abuse Feb 2025 to Feb 2026

Abuse by known person other than staff member | I

Fall - Resulting in . )
Fall - Resulting in Injury

Injury
15
Service Delivery 10
|nSIdf3 0 N 5
Outside 6 0

Six (6) falls resulting in injury were reported.

All falls occurred outside of service delivery,
reported by their representative.

Cause unknown.
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Fall - Without Injury

Service Delivery

Inside 3

Outside 5

Fall - Without Injury Eight (8) falls without injury were
14 reported.
12 Most falls occur during their daily activites.
10
2 Frequent fallers are encouraged to seek
4 medical or allied health services and wear
2 a personal alarm.
0
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1 xslip

1 x trip on environment
1 x Refused to use 4AWW

Skin Tear/Cut, Rash,
Wound, Swelling

Service Delivery

Inside 9

Outside 13

Twenty-two (22) skin integrity incidents reported. During service delivery below:

3 x cause unknown

1 x suspected pressure injury

3 x reports of swelling or rash

2 x skin tears The majority are skin tears and bruising is caused by knocking themselves on their environment or
equipment.

Skin Issues - Tear, Cut, Rash, Wound,

Swelling
30
20
10 \/\/\/
0
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Skin Tears - Feb 2025 to Feb 2026

Caused by fall

Cut/Tear

Other - Blister/Bruise/ltchy/Sores/Rash/Swelling
Pressure Area/Injury

Reported by Client/Family

Caused by clothing/bra/stockings/shoes
Caused by pet

Cause unknown

Caused by equipment/environment missue

0 5 10 15 20 25 30 35 40 45 50
Medication Incident Nine (9) medication incidents
Medication Incident reported.
20 1 x missing medication
Service Delivery 15 3 x med’s not taken
Inside 4 19 \/Mj\ 1 x refused medication
Outside 5 2 1 x med’s taken at wrong time

2 x found loose medication
1 x near miss, client consumed before
staff could count
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Medication Incidents - Feb 2025 to Feb 2026

Near Miss - Incorrect medication popped but not given
Loose Medication Found

Wrong Medication

Medication taken at wrong time

Refused medication

Medication not taken

Incorrectly packaged

Missing medication

0 5 10 15 20 25 30 35
Missing o ) Nine (9) people reported as missing.
Consumer/Unexlaine Missing Consumer/Unexplained Absence
d Absence 30 All clients were located, had forgotten.
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Unplanned Hospital

Transfer Unplanned Hospital Transfer Thirteen (13) unplanned hospital
30 transfers.
Service Delivery

Inside 2 N 20 Two occurred during service delivery:
Outside 11 10

0 1 x suspected TIA

1 x found on floor on arrival for service
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Infection - Skin, Nose,
Mouth, UTI, Wound

Service Delivery

Inside 0

Outside 4

Infection-Skin, Nose, Mouth, UTI, Wound Four(4) infections reported.

1 x Nail
3xUTI’s

All prescribed antibiotics.
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Infections - Feb 2025 to Feb 2026
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Pain
Service Deliver Pain Three (3) reports of client
Inside 1y 6 experiencing pain.
Outside 2 @ ° .
4 1 x leg pain
3 2 x muscular/skeletal
2
1
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The New Aged Care Act

The new Aged Care Act became effective on the 1 November 2025. The following document provides information on what is new or
changing for older people and what is staying the same.

https://www.health.gov.au/sites/default/files/2025-07/aged-care-act-what-is-new-or-changing.pdf

Statement of Rights
A key part of the Aged Care Act 2024 is the introduction of a new Statement of Rights, which applies to anyone receiving Government-funded aged
care services. lt replaces the current Charter of Aged Care Rights and reflects a more robust, rights-based and person-centred care system.

It gives older people the right to:

e Make decisions about their own life
e Have their decisions not just accepted, but respected
e Getinformation and support to help make those decisions
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e Communicate wishes, needs and preferences
e Feelsafe andrespected
e Have culture and identity respected
e Stay connected with their community
e Receive service delivery which includes:
o Fairaccess - fair and accurate assessment to find out what funded aged care services are needed
o Safety and quality - the right to safe, quality and fair funded aged care services that treat each participant with dignity and respect
o Respect for privacy and information
o Communication that meets needs
= providing information in a way participants understand
= welcoming participant feedback
o Supportis given to participants to raise issues quickly and fairly
o Supportis given to participants to:
= understand their rights, make decisions or make a complaint
= choose an independent advocate or someone else they choose as a supporter
o Connection with people and community:
= the people who are important to them
= their community, country or Island Home

Why does this matter?

Our organisation will need to ensure all services are compatible with these rights, and that workers that we engage (whether by employment or
brokered through service agreement) reflect them in everyday practice. Acting compatibly with these rights is not just a regulatory requirement - it’s
central to the way we provide high quality care and build trusted, respectful relationships with clients and their families.

When rights are respected, people feel heard, valued and safe. That’s when care becomes truly person-centred.

For further information on the Statement of Rights visit the following website https://www.agedcarequality.gov.au/workers/statement-rights or ring
02 6043 9999 or email admin@westmont.org.au.

A New Registered Supporter Role
Under the new Act, older people must be treated with respect and are presumed to have the ability to make their own decisions. Some older people
may want or need support to make these decisions. Supported decision-making is the process of providing support to older people to help them to

14|Page
N:\Quality\Newsletter\NEWSLETTER Quality - Autumn Edition No.4_2026.docx



make and communicate their own decisions and remain in control of their lives. When the new Act starts, older people can still choose who can
support them to make decisions, if they want or need support. These people can be registered supporters.

To get ready for the new registered supporter role, older people and their representatives might like to review their existing relationships in My Aged
Care. If an older person has a regular or authorised representative active in My Aged Care on 31 October, they will become a registered supporter
under the new Act. Regular representatives, authorised representatives, and older people with regular representatives can opt out of having or being
aregistered supporter between now and 31 October.

On 1 November, representative relationships that are active in My Aged Care and have not opted out will transition to supporter relationships.

Find out more about this role, how to opt out, what it replaces and what is staying the same.

Infection Control - Vaccination Program

Westmont has concluded its annual vaccination program, any person delivering direct care or services must obtain their flu vaccination each year
unless they have a valid exemption. Residents are also offered and encouraged to be vaccinated, it helps protect them from serious and potentially
life-threatening illnesses, especially as their immune systems naturally weaken with age. Vaccines help train the immune system to recognise and
fight off specific germs reducing the risk of infection and severe illness. Westmont can arrange this internally through its local pharmacy who come
onsite to administer.

We also encourage family members and visitors to get their flu vaccination, this not only protects the person themselves, but also protects others
who work and live in our facilities, if you haven’t already, we strongly encourage everyone to get vaccinated. If you need any further information,
please speak to one of our friendly reception staff who can assist.

Supported Decision Making

Supported Decision Making in aged care ensures older people retain control over their lives by providing support in making and communicating
decisions. This involves hominating individuals to help with decision-making, particularly when someone needs assistance. Everyone has the right
to make decision about their life, the care and services they receive and the risks they are willing to take including people living with dementia or
other cognitive conditions. Some people may want or need support in making certain types of decisions. This is called supported decision-making.
Even a person whose capacity to make decisions is limited should be supported to make their own choices wherever possible. Click on the
following link https://opan.org.au/video/decision-making/ for further information which also has a short video.

If you have any questions in relation to Supported Decision Making, please contact us by email admin@westmon.org.au or phone 02 6043 9999.
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Consumer Advisory Body Committee (CAB)

Consumer Advisory Body Committees (CAB) provide valuable feedback to Westmont’s governing bodies about the quality of care and services they
deliver. Both our residential and home care operations hold regular CAB Committee meetings where feedback is gathered. Residents and their
representatives are encouraged to get involved.

Recent meeting raised issues around bed making, with a bed making video completed and uploaded onto our online learning platform. Residents
are also encouraged to communicate their bed-making preferences with staff.

If you would like to get involved, please let us know by email or phone admin@westmont.org.au or 02 6043 9999. For further information on CAB
committees please click on the following link https://www.agedcarequality.gov.au/sites/default/files/media/consumer-advisory-body-get-
ready_0.pdf

Quality of Care Advisory Body Committee (QCAB)
Issues identified at monthly CAB meetings are tabled at our QCAB meetings which are held quarterly. Committee members include senior staff and
older people receiving our care and services. Our last meeting was held in September with the following items discussed:

e Quality of Services in Community Care
This involves services provided by both Westmont staff and contractors. We are obtaining more in depth details from the clients preferred
worker and sharing with other staff to encourage better experience for clients.

e (Clients not informed of changes to service or times in Community Care
Issues around our software program — discovered that messaging was not working. This is when we send SMS messages to clients around
service changes. Meeting arranged with software provider — everything Westmont were doing was correct, issues around the configuration in
the background of software.

e Community Staff unable to view all roster notes on their app causing complaints re care and services provided.
Found that staff were unable to view all roster notes on their app. Technical support advised that this was limited to the number of characters
allowed. The software does not advise when we have gone over the set limit and this was not communicated originally. Roster notes have
been since amended to include vital information for staff.
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e Complaints around bed making in Residential Care
New training video has been completed and uploaded onto our learning platform. Residents are also encouraged to communicate with staff
on how they prefer their bed to be made.

e lLastto be served in the dining room and delay of meal service in Residential Care.
Family members have expressed their concerns around the delay in meal service and residents have said they are always served last. We
have adopted a new catering software program that has slowed the serving of meals. Staff need to check the software to ensure it aligns to
the resident’s dietary needs. The system is new and staff are still adjusting to the new processes. Staff have been advised to serve residents
who have family assisting first, so they do not have to wait. It was also noted the challenges of rotating the order of table service as it
depends on when residents arrive at their table.

Each year we ask older people receiving our care and services and their representatives if they would like to become a member of our QCAB
Committee. If this is something you would like to do, please contact our office on 02 6043 9999 or email admin@westmont.org.au to express your
interest.

For further information on QCAB please click on the following link https://www.agedcarequality.gov.au/resource-library/quality-care-advisory-body-
fact-sheet

Complaints

Residential Care — Oct to Dec 2025
13 complaints received they involved the following care and service areas:

Bed making

Quality of food

Privacy

Quality of Care overall
Medication administration
Environment - noise and cooling
Continence aids
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Community Care — Oct to Dec 2025
13 complaints received, they involved the following care and service areas:

e Not completing care and services

e Quality of cleaning or mowing services
Purchasing of goods direct from staff
Menu choice — Meals on Wheels
Quality of Meal

Communication - late cancellation fees
Staff attitude

If you have a concern or issue, we encourage you to speak up. We cannot resolve issues unless we are aware of them, please give us the opportunity
to resolve your issue directly. Feedback can be lodged in person, via feedback form, email or telephone. See the contact list below.

Laura Souquet — Director of Care and Clinical Services (RAC) - [souquet@westmont.org.au
Carolyn Moxey — Quality Manager — cmoxey@westmont.org.au

Peter Ward — Hotel Services Manager (RAC) — pward@westmont.org.au

Maralee Vogel — Director of Community Care — mvogel@westmont.org.au

Serious Incidents (SIRS)

Residential Care — Oct to Dec 2025
15 Serious incidents reported to the Commission, they involved the following:

e Unreasonable Use of Force — Resident on resident - all incidents occurred in the Cottages — nil serious injuries
o Neglect - wrong medication administered, wrong equipment used to cause skin tear, post fall process not followed, hip dislocation —
unknown cause, unfortunate accident causing fracture
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Community Care — Oct to Dec 2025
2 Serious incidents reported to the Commission, they involved the following:

e Suspected Stealing or Financial Coercion by Staff — allegations of staff using client funds to purchase food and staff selling items to client

For further information click on the following link https://www.agedcarequality.gov.au/older-australians/safety-care/serious-incidents

Coroners Request for Information

A Cottage resident sustained a fracture from a fall. The resident was transferred to hospital for surgery and returned to care approx. 3
weeks later following a stay in rehab. The resident then passed away approx. 2 weeks later. The coroner requested further information
which was provided, and the case has since closed.

Continuous Improvement
Continuous improvement is embedded in everything we do. We identify areas for improvement through audits, feedback and incidents.

Some of the improvements we have identified include:

Residential Care
o Belvoir evaporative air conditioning units replaced with a more efficient and reliable system.
Bed cradles covered with protective coating to improve skin integrity issues.
Review conducted by external clinical pharmacist to review chemical restraint.
Audio visual equipment was upgraded in the Homestead auditorium.
Review of admission processes, to ensure sufficient time is given for potential residents to consider their options before entering into
agreement with Westmont (new requirement of the Aged Care Act 2024)
e Mealreheating instructions added to catering software SoupedUp to improve quality of meals and ensure consistency.
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Community Care

e Nilimprovements identified.

Other Resources
The new Strengthened Aged Care Quality and Safety Standards (Expectations for older people and Expectations for aged care workers)
https://www.agedcarequality.gov.au/sites/default/files/media/strengthened-quality-standards-poster-for-workers-and-older-people.pdf

The Aged Care Code of Conduct
https://www.agedcarequality.gov.au/sites/default/files/media/code_of_conduct_for_aged_care_worker_quick_guide.pdf

Aged Care Act —What is new or changing?
https://www.health.gov.au/sites/default/files/2025-07/aged-care-act-what-is-new-or-changing.pdf

Support Services

Dementia Support Australia OPAN

https://www.dementia.com.au/ https://opan.org.au/

Elder Rights Advocacy Services Aged Care Quality and Safety Commission

https://elderrights.org.au/ https://www.agedcarequality.gov.au/contact-us/complaints-concerns/what-do-if-you-have-
complaint

My Aged Care Aged Care Quality and Safety Commission

https://www.myagedcare.gov.au/ https://www.agedcarequality.gov.au/contact-us/complaints-concerns/what-do-if-you-have-
complaint

Report Prepared by:

Carolyn Moxey - Quality Manager
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