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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.

Service included in this assessment
[bookmark: SERVICEALLOCATIONLIST]Commonwealth Home Support Programme (CHSP) included:
Provider: 8067 Logan Central Meals on Wheels Incorporated
Service: 24888 Logan Central Meals on Wheels Incorporated - Community and Home Support

This performance report
This performance report for Logan Central Meals on Wheels Inc. (the service) has been prepared by M Abjorensen, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others
· 

Assessment summary for Commonwealth Home Support Programme (CHSP)
	Standard 1 Consumer dignity and choice
	Not applicable as not all requirements have been assessed

	Standard 2 Ongoing assessment and planning with consumers
	Compliant

	Standard 3 Personal care and clinical care
	Not applicable

	Standard 4 Services and supports for daily living
	Not applicable as not all requirements have been assessed

	Standard 5 Organisation’s service environment
	Not applicable

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Not applicable as not all requirements have been assessed

	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 8, Requirements (3)(b), (3)(c), (3)(d)
Ensure the governing body receives information to understand, and be accountable for, the quality of services delivered and implement continuous improvements to meet the Quality Standards
Implement effective wide governance systems to control the authority flows from the governing body to the Chief Executive Officer (or similar role), then, to the executive or management team and throughout the organisation.
Implement systems and processes that help the organisation to identify and assess risks to the health, safety and well-being of consumers. Establish an incident management system, develop policies and procedures on the identification and prevention of abuse and neglect of consumers.


Standard 1
	Consumer dignity and choice
	CHSP

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Not applicable

	Requirement 1(3)(b)
	Care and services are culturally safe
	Not applicable

	Requirement 1(3)(c)
	Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
	Not applicable

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Not applicable

	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.
	Not applicable


Findings
Documentation showed, and management reported, the service provides current, accurate and timely information to consumers through the consumer information pack and through regular communications. Consumers and representatives advised the service keeps them informed of changes to meal pricing and staffing changes through updates and documentation provided. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(e) in Standard 1, Consumer dignity and choice.

Standard 2
	[bookmark: _Hlk106628362]Ongoing assessment and planning with consumers
	CHSP

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Compliant 

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant 

	Requirement 2(3)(c)
	The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
	Compliant 

	Requirement 2(3)(d)
	The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
	Compliant 

	Requirement 2(3)(e)
	Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
	Compliant 


Findings
Requirement (3)(a)
The Assessment Team were not satisfied that assessment and planning considers risks to consumer health and wellbeing to inform safe and effective care delivery. The following evidence was provided relevant to my finding:
· Staff advised the client contact form and consideration of consumer risks occurs through discussions with consumers and information accessible from the My Aged Care (MAC) support plan. 
· The current coordinator received access to the MAC portal during the quality audit and was receiving training on how to access the information
· One consumer advised the service is aware of their diabetes, although this was not identified in care planning documentation and staff were not aware of this.
· Management explained advised all main meals meet diabetic requirements and had been reviewed by a dietician and consumer information would be revised in accordance with MAC information.
· Volunteers described the actions required for a non-response to a scheduled visit which was reflective of the service’s policy.
· Volunteers reported, and documentation showed, information captured in run sheets guides volunteers on supports required. For example, run sheets show consumers with a hearing impairment requires a firm ‘knock at the door’
In coming to my finding, I have considered the Assessment Team report which does not demonstrate a failure to identify the risks relevant to consumer wellbeing to inform service delivery. 
While corrective actions had commenced to ensure the coordinator has access to My Aged Care referral information, I consider this information a reflection of failures to support staff access to information to perform their role. For this reason, I have considered this information under Requirement (3)(c) in Standard 8, information management systems.  
Information shows run sheets inform volunteers of the service support required.
I am satisfied the service has proportionate processes and information available to guide staff to deliver safe and effective services through delivery run-sheets to guide volunteers and effective communication of processes to staff/volunteers.
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(a) in Standard 2, Ongoing assessment and planning with consumers.
Requirement (3)(b)
The Assessment Team were not satisfied that assessment and planning identifies the current needs, goals and preferences of consumers. The following evidence was provided relevant to my finding:
· Care documentation did not record the current needs, goals and preferences, however, information and evidence under Requirement (3)(e) in this Standard shows consumer preferences are documented and adjusted, based on consumer input.
· The coordinator advised consumer needs, goals and preferences will be captured in care planning for new and existing consumers
In coming to my finding, I have considered the Assessment Team report which does not demonstrate a failure in how the service identifies the current needs, goals and preferences for consumers. 
I have considered the service uses an electronic system which prints food labels reflective of the consumers current needs and preferences. While this is not all recorded in a care plan, I find the systems used are proportionate, and practical, for the type of services delivered.
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(b) in Standard 2, Ongoing assessment and planning with consumers.
Requirement (3)(d)
The Assessment Team were not satisfied that the service communicates and documents the outcomes of assessment and planning to consumers. The following evidence was provided, relevant to my finding:
· Staff advised not all consumers have been provided copies of their care plan
· Management explained the provision of care plans to consumers was the responsibility of the previous coordinator, however, evidence of whether this occurred was not produced
· The dietary needs and preferences are recorded in electronic systems and printed on food labels. Volunteer drivers access information via run-sheets, to inform service delivery.
In coming to my finding, I have considered the Assessment Team report which does not demonstrate a failure to meet this Requirement.
I find evidence does not show that consumers do not have access to information regarding the outcomes of assessment and planning. 
I have considered consumer feedback has indicated they understand with the services received and know who to speak for any changes required. Further, staff and volunteers have access to the appropriate information to inform service delivery.
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(d) in Standard 2, Ongoing assessment and planning with consumers.
Requirement (3)(e)
The Assessment Team were not satisfied the service reviews care and services regularly or in response to a consumer’s changed circumstances, needs, preferences or an incident. The following information was provided relevant to my finding:
· Management explained service reviews occur in response to feedback from consumers, representatives and volunteers
· The Assessment team provided examples where changes to consumer services occurred in response to consumer requests for a change in meals or increase in portion size
· The review dates of paper based care plans did not have review dates on them for over 12 months
· Information and evidence under Requirement (3)(a) and (3)(c) shows the service adjusts meal services in accordance with consumer requests and suggestions
In coming to my finding, I have considered the information in the Assessment Team report which does not show the service has failed to respond to changes in consumers’ care and service needs. 
I have considered the Assessment Team report contains evidence of changes made to services based consumer needs, preferences and feedback. I have considered that the service uses an electronic system to record changes and print labels for meals provided to reflect changes in services. While the service does not update paper based care files, I find the information and evidence does not show a failure to adjust services in response to consumer needs.
Based on the information summarised above, I find the provider in relation to the service, compliant with (3)(e) in Standard 2, Ongoing assessment and planning with consumers.
Requirement (3)(c)
The service involves consumers, representatives and other providers of care in assessment and planning. Documentation showed liaisons with other organisations in the coordination of meal services. Consumers and representatives expressed satisfaction in how the service involves them in the planning and decisions for meal services.
Based on the information summarised above, I find the provider in relation to the service, compliant with (3)(c) in Standard 2, Ongoing assessment and planning with consumers.


Standard 6
	Feedback and complaints
	CHSP

	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
Requirement (3)(c)
The Assessment Team was not satisfied that appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong. The following evidence was provided, relevant to my finding:
· Consumers and representatives reported satisfaction with the actions taken to resolve complaints. Information and evidence under Requirement (3)(a) in this Standard shows consumers kept informed of actions taken to resolve their issues, such as discussions with the chef and coordinator regarding meal requests and portion sizes.
· Staff were able to describe the process of open disclosure and explained complaints are resolved through discussions with consumers and relevant staff 
· Complaints processes, including actions taken, are not documented
· Managed advised they will commence documentation of feedback and deliver training on complaints handling
In coming to my finding, I have considered the Assessment Team report which shows while actions taken to resolve complaints are not documented, appropriate action is taken and staff practice an open disclosure process.
While documentation of actions taken will promote consistency and visibility of actions taken, I find the consumer feedback shows actions taken are proportionate and staff understand the principles of open disclosure. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(c) in Standard 6, Feedback and complaints.
Requirement (3)(d)
The Assessment Team reported the service did not demonstrate feedback and complaints are reviewed and used to improve the quality of care and services. The following evidence was provided relevant to my finding:
· While the service does not document complaints, and actions taken, the Assessment Team provided examples described by consumers, volunteers, staff and management, where services have been improved following consumer feedback. For example:
· Consumers confirmed portion sizes were increased in response to feedback. Staff advised the service liaised with a dietician and the chef to improve the size of meals provided.
· The service has arranged for alternative meal packaging in response to consumer and volunteer feedback regarding difficulties in opening plastic containers
· The service has distributed an 8 week seasonal menu to increase the choices available for consumers
· Information and evidence under Requirement (3)(a) in this Standard shows volunteers record consumer feedback on delivery run sheets, service diaries in addition to discussions with the coordinator. 
In coming to my finding, I have considered the Assessment Team report which shows  consumer feedback is reviewed and used to inform improvements. 
I have considered that while a best practice complaints management system includes the documentation of feedback, and subsequent actions taken, the service demonstrate that an effective feedback system operates proportionality to the services provided. 
I find evidence weighs in favour of service improvements driven through consumer feedback at the service level. However, I encourage the service to implement record keeping through consistent documentation practices which capture feedback, record actions taken and enable trends and analysis. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(d) in Standard 6, Feedback and complaints
Requirements (3)(a), (3)(b)
Consumers said they are supported to provide feedback on the services they receive. Volunteers described how they encourage feedback from consumers and offer assistance to contact the office, or do so on behalf of consumers. Feedback is shared verbally with office staff, or through notes on the delivery run sheets. Delivery run sheets contained records of consumer feedback regarding the quality of the meals. 
The service has information regarding advocacy, language and external complaints services, easily accessible to consumers and representatives. The consumer handbook has been revised to include advocacy and language services and information on alternative methods for raising and resolving complaint. Volunteers have provided each consumer with a copy of the handbook and explained the information within the handbook, including how to make a complaint. Consumers and representatives reported they are comfortable raising concerns and that the service listens to feedback provided.
Based on the information summarised above, I find the provider, in relation to the service, compliant with Requirements (3)(a) and (3)(b) in Standard 6, Feedback and complaints.


Standard 7
	Human resources
	CHSP

	Requirement 7(3)(a)
	The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
	Not applicable

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Not applicable

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Compliant 

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

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


Findings
Requirement (3)(c)
The Assessment Team were not satisfied the workforce is competent, with qualifications and knowledge to effectively perform their roles. The following evidence was provided relevant to my finding:
· Staff and volunteers were able to describe how they utilise their skills, and knowledge to perform their role
· Volunteers are provided a guidance document which includes information about their role
· The chef has completed competencies in food safety and handling, however, evidence food safety qualifications for a supervisor was not produced.
In coming to my finding, I have considered the Assessment Team report which does not demonstrate a failure in the workforce competency, qualifications or knowledge, nor does the evidence show the workforce performance is ineffective.
While the Assessment Team report indicates deficits in Standard 2 show the workforce is not competent in assessment and planning. I do not find this has been demonstrated through information provided to be relevant for consideration under this Requirement. 
I have considered feedback from consumers and representatives that shows they are satisfied with the workforce competency when delivering meals. Given the workforce can describe the relevant knowledge and skillset required to perform their roles and the meals are prepared by a qualified chef, I am satisfied the competency demonstrated is proportionate to the services delivered.
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(c) in Standard 7, Human resources.

Requirement (3)(d)
The Assessment Team found the service did not demonstrate the workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards. The following evidence was provided, relevant to my finding:
· The service does not have a current training schedule in place or a process for ensuring staff and volunteers complete mandatory training. In addition, the Assessment Team was not able to sight training records for staff and volunteers
· Staff and volunteers confirmed they have not received any training
· Staff and volunteers described the recruitment and orientation processes currently in place, including buddy systems for volunteers when initially commencing with the service
· Information and evidence under Requirement (3)(c) in Standard 8 shows the service seeks probity checks for staff and volunteers. 
· Management advised they would follow up on two volunteers without current police checks. 
In coming to my finding, I have considered the Assessment Team report which does not show failures in the workforce to deliver outcomes required by these standards.
I have considered information and evidence throughout the Assessment Team report which shows staff and volunteers apply the practices, such as, the principles of open disclosure, sharing consumer information to meet preferences and adjusting services in response to consumer feedback. I am satisfied that the service supports staff and volunteers through regular communication and orientation/onboarding processes for new recruits. 
In relation to volunteer police checks, I have considered the duties of volunteers and I am satisfied with the response of management to follow up on the probity checks. 
While the information shows training records and schedules have not been developed, evidence does not show how this links to the care and services consumers receive. Therefore, I do not find it proportionate to determine non-compliance based on a documentation deficit. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(d) in Standard 7, Human resources.
Requirement (3)(e)
The Assessment Team found the service did not demonstrate regular assessment, monitoring and review of the performance of each member of the workforce. The following evidence was provided relevant my finding:
· Staff and volunteers were not able to describe how the service assesses, monitors and reviews their performance. 
· Management confirmed performance reviews are not completed regularly for staff and volunteers.
· Management advised they would be implementing a process for the annual review of staff and volunteer performance
In coming to my finding, I have considered the Assessment Team report and I am not satisfied that the information demonstrates a failure in the monitoring and assessment of the workforce. 
While performance appraisals are one tool that can be used to assess performance, there are multiple ways this may occur. Given the type of service delivered, and the reliance on volunteers as part of the service delivery model, workforce assessment, monitoring and review processes should reflect this structure. I find there is evidence of proportionate assessment of workforce performance through communication with volunteers supported through staff feedback that they understand their responsibilities.
Based on the information summarised above, I find the provider, in relation to the service, compliant with (3)(e) in Standard 7, Human resources.


Standard 8
	Organisational governance
	CHSP

	Requirement 8(3)(a)
	Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
	Not applicable

	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.
	Not Compliant 

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Not Compliant 

	Requirement 8(3)(d)
	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
	Not Compliant 

	Requirement 8(3)(e)
	Where clinical care is provided—a clinical governance framework, including but not limited to the following:
(i) antimicrobial stewardship;
(ii) minimising the use of restraint;
(iii) open disclosure.
	Not applicable


Findings
Requirement (3)(b)
The Assessment Team was not satisfied the organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery. The following evidence was provided relevant to my finding:
· Management Committee members did not demonstrate what their roles and responsibilities were as a member of the Management Committee to ensure the service is meeting the Quality Standards
· A review of reports and Management Committee meeting minutes do not contain information relating to the quality of services delivered, for example, the governing body does not review data related to consumer incidents, feedback, continuous improvement actions or workforce training and support.
· The Management Committee advised the policies and procedures provided to the service have not been individualised for the service, approved or implemented.
In coming to my finding, I have considered the Assessment Team report which demonstrates the governing body does not have systems and processes established to promote, and be accountable for, the quality of care and services delivered.
I have considered the report does not show evidence of poor service delivery, however, the governing body does not demonstrate how they assure themselves of the quality of services delivered. 
This Requirement expects the governing body of the organisation to be responsible for overseeing the organisation’s strategic direction and policies for delivering services to meet the Quality Standards. I find this does not occur as the governing body does not seek or review information from the service regarding the quality of services delivered, nor is there evidence of support provided to ensure policies reflect current practice and meet the regulatory requirements.
Based on the information summarised above, I find the provider, non-compliant with (3)(b) in Standard 8, Organisational governance.
Requirement (3)(c)
The Assessment Team was not satisfied that the organisation demonstrated effective wide governance systems relating to:
· Information management
· The coordinator did not have access to the My Aged Care platform which contains information required to perform their role
· Consumer information was not accurately recorded to reflect each consumer’s funding program. This delayed the provision of CHSP consumers lists provided to the Assessment Team.
· Continuous improvement
· The plan for continuous improvement shows actions related to the previous Quality without evidence of progress or completion. For example: 
· 11 May 2022, action to implement a feedback register. 
· The service does not have a feedback register and the organisation does not review feedback. 
· Financial Governance
· The service reports financial information annually, however, expenditure reports including the status of CHSP consumers, are not discussed at the Management Committee Meetings. 
· The Assessment Team identified there were incorrect funding details inputted for consumers in the electronic system.
· Workforce governance
· The Management Committee did not demonstrate they are aware of their respective roles and responsibilities as part of the services governing body. 
· Regulatory compliance
· The service is currently not receiving regulatory information and updates.
· Management advised the service will establish an email address to communicate regulatory requirements/changes to relevant staff.
· Feedback and complaints
· The service does not currently have a system in place for documenting this information to enable trending and analysis for continuous improvement. 
In coming to finding, I have considered the Assessment Team report which demonstrates the organisation does not have effective wide governance systems.
Information management systems do not enable staff access to information relevant to role requirements. Continuous improvement plans are not used 
The information management systems did not support members of the workforce access to information that helps them in their roles. However, I acknowledge the organisation was seeking to rectify this at the time of the assessment.
The plan for continuous improvement did not show any actions check progress against this plan to improve the quality and safety of care services.
For financial governance, organisations are expected to include the capital and revenue costs of maintaining safety and quality in their financial planning. With consideration to the size and scope of the service, I find evidence of annual revenue reports meets this expectation. 
For workforce governance, members of the workforce need to have clear responsibility and accountability for managing the safety and quality of care and services, and sufficient authority to do this. I find the information and evidence does not show ineffective workforce governance. I have considered information relating to management committee members under Requirement (3)(b) in this Standard.
For regulatory compliance, these systems and process make sure the organisation is complying with all relevant legislation, regulatory requirements, professional standards and guidelines. I find this does not occur as the service does not receive information regarding regulatory requirements from the organisation.
For feedback and complaints, these systems and processes actively look to improve results for consumers. I find the organisation does not meet this Requirement expectation as a feedback register has not been established and the governing body does not have visibly over consumer feedback.
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with Requirement (3)(c) in Standard 8, Organisational governance.
Requirement (3)(d)
The Assessment Team was not satisfied the organisation has effective risk management systems and practices. The following evidence was provided relevant to my finding:
· The service does not currently have an updated incident register.
· Staff were not able to describe processes currently in place for effectively identifying risks to consumers
· The service was not able to identify their vulnerable/high risk consumers
·  Management Committee meeting minutes identified that incidents are not reported or discussed. The Management Committee were also unable to provide any examples of incidents or discuss how they were managed.
· The Assessment Team was not able to review any evidence of training for incident management or abuse and neglect.
In coming to my finding, I have considered the Assessment Team report which demonstrates the service does not have effective risk management systems and practices.
I have considered the organisation has not established an incident management system and the governing body does not review information regarding consumer risks, including incident information or whether processes (such as training or policies) support the workforce to identify and respond to neglect and abuse of consumers. 
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with (3)(d) in Standard 8, Organisational governance.
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