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

This performance report
This performance report for Guildford Village (the service) has been prepared by M Glenn, 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, which 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 10 March 2025; and
· a performance report dated 21 August 2024 for an assessment contact undertaken 23 July 2024.
· 

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	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.
Standard 2 requirement (3)(a)
The provider ensures:
· assessment and planning considers risks related to consumer health and wellbeing and informs the delivery of safe and effective care and services. 
Standard 3 requirement (3)(b)
The provider ensures:
· high impact or high prevalence risks associated with consumers’ care are identified, managed, planned for, and monitored, including risks relating to falls, diabetes, wound management and restrictive practices. 
Standard 8 requirements (3)(d) and (3)(e)
The provider ensures:
· the organisation’s risk management systems and practices, including in relation to managing high impact or high prevalence risks, and managing and preventing incidents are reviewed to ensure effectiveness; and   
· the organisational clinical governance framework, including in relation to minimising use of restrictive practices and high impact high prevalence risks and non-compliance identified in Standards 2 and 3 are reviewed to ensure effectiveness.


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.
	Not Compliant


Findings
The Quality Standard is non-compliant as requirement 2(3)(a) has been found non-compliant. Requirement 2(3)(a) was found non-compliant following an assessment contact undertaken in July 2024 as assessment and planning was not undertaken with consideration of risks to inform delivery of safe care and services. The provider has implemented a range of actions to address the non-compliance, including, but not limited to, a comprehensive review of current risk assessment procedures; regular review of risks and audit risk assessments to identify and address any gaps; a weekly clinical team meeting; development of detailed behaviour support plans; and education for staff on risk assessment.
At the assessment contact in February 2025, the Assessment Team recommended this requirement not met as they were not satisfied the actions to address the deficits were effective, or that assessment and planning was completed with the consideration of risks to consumer health and wellbeing, specifically in relation to changed behaviours, medications management, and incidents. The Assessment Team provided the following information gathered through interviews, observations and document review.
Staff did not record or report an incident of choking for one consumer in line with the service’s incident management policy. The clinical manager advised they were only aware of the incident after reviewing progress notes. Staff did not complete a swallowing assessment or record any discussion of risk. Staff confirmed the consumer often coughs whilst intaking fluids and does not like the soft meal as recommended and has requested a normal diet which staff comply with. Staff confirmed this had not been escalated to the registered nurse, and have not recorded the consumer refused the recommended diet and they were being provided a normal diet. The clinical manager implemented a process for registered staff to be present in the dining area during meal service to mitigate risks to consumers, however, observations confirmed there were no clinical staff supervising meal service.
Four consumers identified with changed behaviours did not have updated assessments or planning undertaken, specifically behaviour support plans (BSP). Documentation for one consumer shows they have verbal aggression. Staff confirmed the consumer takes their continence aid off constantly and throws it under bed or in the communal area, and documentation for the week prior to the assessment contact, this behaviour was consistently recorded. The BSP did not reflect the consumer’s changed behaviours or strategies to manage their health and safety. For another consumer with cognitive impairment, documentation confirmed they display physical and verbal aggression during personal care and medication administration. The consumer’s BSP did not include successful interventions relating to personal care to guide staff with delivering care. A dignity of risk completed in January 2025 to respect the consumer’s choice of not receiving personal care did not evidence a substitute decision maker or registered nurse had been involved in the assessment. Management confirmed the lifestyle coordinator completed all dignity of risk assessments, including clinical dignity of risk. Two consumers refuse medications; for one consumer, staff said they prefer to take medications from female staff, which was not included in their BSP; and for the other consumer, refusal was recorded 16 times in a 7-day period in January 2025, with no root cause analysis completed to determine triggers or interventions. The consumer’s BSP does not include medication refusal.
Deficits identified in care documentation included consumers with diabetes not having diabetic management plans in place to mitigate risks; pressure injury risks and prevention strategies not recorded for consumers where wound care was being delivered; and restrictive practice documentation not including required information.
The provider acknowledged the deficits identified in the Assessment Team’s report and provided commentary on actions taken and planned to address those. The provider asserts a clinical services advisor was put in place immediately following the assessment contact; a daily clinical monitoring system implemented; and a revision of staff training to focus on key risks, including clinical and incident management risks.
I acknowledge the actions the provider has taken subsequent to the assessment contact and those they have committed to implementing. However, I find effective assessment and planning systems and processes that consider risks to consumers’ health and wellbeing to inform safe care delivery were not demonstrated. In coming to my finding, I have considered the significant deficits identified in relation to assessment and planning that has resulted in poor outcomes for multiple consumers. While the provider has implemented improvement actions and plans to implement further actions, I find these will need time to be embedded into practice to achieve efficacy. 
For the reasons above, I find requirement 2(3)(a) non-compliant.


Standard 3
	Personal care and clinical care
	

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


Findings
The Quality Standard is non-compliant as requirement 3(3)(b) has been found non-compliant. The Assessment Team recommended this requirement not met as effective management of high impact or high prevalence risks to consumer care, specifically in relation to diabetes, restrictive practices, choking and behaviours with negative impacts to multiple consumers was not demonstrated. The Assessment Team provided the following evidence gathered through interviews, documentation and observations.
Documentation showed staff were not following the service’s falls policy and undertaking falls risk assessments or neurological observations post fall. For one consumer with a high risk of falls, documentation confirmed they had experienced 12 falls between August 2024 and February 2025 and staff did not consistently complete a falls risk assessment or conduct neurological observations post each fall. The service’s falls management policy does not include roles and responsibilities for staff following a fall; information about when to transfer a consumer to hospital post unwitnessed fall or head strike; information on when a falls risk assessments should be completed; or information on when a root cause analysis should be undertaken. 
Consumers with diabetes do not always have a diabetic management plan in place to guide staff practice, or where there is one in place staff are not always following directives. One consumer was observed unresponsive, and when roused was mumbling and incoherent. Documentation showed the consumer had a low blood glucose level (BGL) reading that morning and staff did not initiate actions in line with the service’s hypoglycaemia pathway. Clinical staff confirmed insulin had not been administered that morning as the BGL reading was below 10mmol/L but were unable to state where those instructions were obtained. Over a 10-day period prior to the hypoglycaemia event, the consumer had insulin withheld on 11 occasions without instructions to do so.
Staff do not always follow wound management protocols, including review of wounds and skin assessments. For one consumer, staff did not check their wound regularly as per policy and their wound deteriorated from a haematoma to a stage 3 pressure injury. Staff did not review the wound or change dressings for extended period of up to 12 days in some cases between November 2024 and February 2025. Staff did not complete incident reports each time the wound was identified to have deteriorated.
The service does not manage or monitor restrictive practices for multiple consumers, including chemical, mechanical and environmental restraint. Documentation does not demonstrate informed consent is obtained or the restraint is used as a last resort for least amount of time. One consumer, who has experienced multiple falls, is prescribed a regular and as required (PRN) dose of an antipsychotic medication. Over a 15-day period from January 2025 to February 2025, the consumer was administered 19 doses of PRN medication for agitation and restlessness, including on 8 February 2025 following a fall for agitation and being unsettled. Use of the medication is not monitored effectively with only 2 entries in behaviour charting, and use of the medication is not evaluated or regularly reviewed. Multiple consumers are recorded as having a chemical restraint without diagnosis for prescribed medications.
The provider acknowledged the deficits identified in the Assessment Team’s report and in their response included additional actions taken subsequent to the assessment contact and planned through continuous improvement processes. Actions taken subsequent to the assessment contact included engagement of clinical services and business governance advisors; implementation of a daily clinical monitoring system; and appointment of an independent external quality assessor to conduct assessment across all the providers services. The actions planned included training of staff in relation to clinical, high impact and high prevalence risks, choking, diabetes and wounds; and development of a clinical oversight framework to monitor actions taken and planned post implementation. 
I acknowledge the various actions planned and implemented by the provider; however, I find high impact or high prevalence risks associated with consumer care have not been effectively managed. In coming to my finding, I have considered the significant deficits in relation to high impact or high prevalence risks identified in the Assessment Team’s report, specifically clinical risks, including diabetes, falls, wounds, behaviour and restrictive practices. I have also considered information that shows for multiple consumers, the deficits identified resulted in poor outcomes. While the provider has put some actions in place, I have no evidence before me of actions to address the individual risks associated with each named consumer to improve their care and services. I find the actions the provider has taken or plans to implement will need extended time to be fully embedded and require further evaluation to achieve efficacy.
For the reasons above, I find requirement 3(3)(b) non-compliant.


Standard 8
	Organisational governance
	

	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
This Quality Standard is non-compliant as requirements 8(3)(d) and 8(3)(e) have been found non-compliant. Requirements 8(3)(d) and 8(3)(e) were found non-compliant following an assessment contact undertaken in July 2024 as an effective incident management system was not demonstrated and the clinical governance framework was not effective in providing clinical oversight or minimising the use of restraint. The provider has planned and undertaken several actions to address the non-compliance, including, but not limited to, a comprehensive review of the risk assessment procedure; governance processes to support the use of a risk assessment checklist; weekly clinical team meetings; monitoring and quality assurance mechanisms; reviewing BSPs for all consumers with chemical restraint with a regular review schedule; and staff education.
At the assessment contact in February 2025, the Assessment Team recommended both requirements not met as they were not satisfied the actions to address the deficits were effective in improving care and services in relation to risk management and clinical governance, specifically the management of high impact or high prevalence risks to consumer care, incident management and restrictive practices. The Assessment Team provided the following evidence gathered through interviews and documentation.
Requirement 8(3)(d) The organisation has various clinical care and quality meetings facilitated at service level where clinical data is discussed to identify individual consumer issues and for trending incident data. The meetings do not critically review and analyse information collected and have not identified gaps in the review and analysis of incidents to prevent recurrence and maintain consumer safety. Documentation showed gaps in information, including identifying consumers involved in incidents, and there was no analysis of incidents to determine mitigation strategies to ensure high impact or high prevalence risks were managed effectively. An incident completed for a consumer who experienced a burn did not have information, including what happened, how and where it occurred or the consumer’s name for an investigation to be completed, and there was no evidence recorded of discussion or how to mitigate the risks. Meeting minutes did not include incident information in relation to falls and medications or review of the incidents to capture mitigation strategies.
Documentation from the quality compliance manager’s report to the board for December 2024 recorded incidents relating to medications, falls and general had decreased across all services, and documentation at the service reflected medication incidents had increased for the same time period compared to November 2024 with no further information or evidence of root cause analysis undertaken. There is no ongoing monitoring of the weekly care meetings for effectiveness and evaluation of whether they are identifying gaps in risk management systems.
Requirement 8(3)(e) During the assessment contact entry meeting, service management were not knowledgeable of consumers’ clinical issues, including pressure injury incidents, falls requiring medical attention and consumers with restrictive practices in place. Service management and staff have a lack of understanding of restrictive practices, specifically environmental and chemical restraint. Consumers were identified with environmental restraints in place without assessment or informed consent. The service’s weekly care meeting did not show oversight of restrictive practices, specifically consumers subject to chemical restraint are not identified in order for review to occur, and sampled consumer documentation did not show review had occurred. Clinical oversight was not demonstrated in the monitoring, review and management of consumers’ clinical risks, including diabetes, wounds, falls, behaviours, choking and restrictive practices. 
Organisation management advised a clinical governance committee is being established with a commencement date towards the end of February 2025. This committee will have the responsibility for making decisions in relation to clinical recommendations and to monitor and review all quality and safety data related to clinical care and incidents.
The provider acknowledges the deficits identified in the Assessment Team’s report and included actions taken subsequent to the assessment contact in their response. Actions included the engagement of clinical services and business governance advisors to enhance the organisation’s governance framework; a daily clinical monitoring system centrally monitored by a clinician; and engagement of external quality assessors to conduct assessments at service level. The provider included planned actions, such as training for all staff in relation to high impact or high prevalence risks and clinical governance, and the implementation of a clinical governance committee with a first meeting to occur during March 2025.
I acknowledge the actions taken and planned included in the provider’s response. However, I find the organisation does not have effective risk management or clinical governance systems. In coming to my finding, I have considered information in the Assessment Team’s report in Standards 2 and 3 that shows risk is not consistently considered in the assessment and planning process or risk assessments completed. Additionally, where risks, including falls, wounds, behaviours and choking are identified, incident forms are not completed and the risk management systems in place have not identified those gaps through the review and analysis process. In relation to high impact or high prevalence risks, the incident management system did not identify that where incidents have occurred ways to mitigate those risks are identified and implemented to prevent recurrence, and staff are not consistently reporting incidents. I have also considered information that shows restrictive practices are in place without being applied as a last resort, monitored for effectiveness, reviewed or with informed consent, and the governance systems in place, including risk management and clinical governance have not identified these deficiencies to improve outcomes for consumers.
I acknowledge the actions the provider has included in their response which were immediately taken or planned to address the deficiencies identified in their risk and clinical governance processes. However, I have considered the risks and deficits identified in various areas of the service’s governance systems with poor outcomes for multiple consumers and find the actions the provider has taken and plans to take will need more time to be fully embedded to improve consumer outcomes.
For the reasons above, I find requirements 8(3)(d) and 8(3)(e) non-compliant.
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