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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 Shoalhaven Neighbourhood Centre Social Support (the service) has been prepared by M Cooper, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 57 – quality audit, 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.
Services included in this assessment
[bookmark: HcsServicesFullListWithAddress]CHSP:
· Community and Home Support, 25007, 41 Worrigee Street, NOWRA NSW 2541
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Quality Audit; the Quality Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others
· the provider’s response to the assessment team’s report received 20 April 2023
· Aged Care Act 1997 [Cth]
· Aged Care Quality and Safety Commission Act 2018 [Cth]
· Aged Care Quality and Safety Commission Rules 2018 [Cth]
· User Rights Principles 2014 registered 10 October 2022 
· Quality of Care Principles 2014 registered 10 October 2022
· Guidance and Resources for Providers to support the Aged Care Quality Standards published by the Aged Care Quality and Safety Commission in September 2022
· Commonwealth Home Support Programme manual 2022 -2023


Assessment summary for Commonwealth Home Support Programme (CHSP)
	Standard 1 Consumer dignity and choice
	Compliant 

	Standard 2 Ongoing assessment and planning with consumers
	Compliant 

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements have been assessed 

	Standard 4 Services and supports for daily living
	Compliant 

	Standard 5 Organisation’s service environment
	Not applicable as not all requirements have been assessed 

	Standard 6 Feedback and complaints
	Non-compliant 

	Standard 7 Human resources
	Non-compliant 

	Standard 8 Organisational governance
	Non-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 6(3)(c)
· Requirement 6(3)(d)
· Requirement 7(3)(c)
· Requirement 7(3)(d)
· Requirement 8(3)(c)


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.
	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
[bookmark: _Hlk119933492]The Assessment Team reports that the Approved Provider is ensuring that consumers are treated with dignity, respect and valued as an individual. It is also demonstrating that consumers identity and culture is captured, respected and valued. The Provider is providing care and services that are culturally safe and is assisting consumers to make informed choices and maintain independence. The Provider is supporting consumers to take risks to live the best life they can. Information that is being provided to the consumer is current, accurate and timely and communicate in a way that is easily understood. The Provider is ensuring the consumers privacy is respected and confidentiality is maintained.
It is noted that section 54-1(d) of the Aged Care Act 1997 creates a legal obligation for an Approved Provider to comply with the Aged Care Quality Standards.
Having regards to the Assessment Team’s report, comments from the Approved Provider at the time of the audit, the Approved Provider’s written response, the Approved Providers obligations under the Aged Care Act and the Aged Care Quality Standards I have reasonable grounds to form the view that the Approved Provider has complied with this Standard
The Quality Standard for the Commonwealth Home Support Programme services is assessed as compliant as six of the six specific requirements have been assessed as compliant.


Standard 2
	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
The Assessment Team reports that the Approved Provider is demonstrating consideration of consumer risks in relation to assessment and planning. It is identifying and addressing consumer needs, goals and preferences. Consumers are being involved in the assessment and planning process and the outcome of those processes is being communicated to them. The Provider is reviewing care and services regularly.
It is noted that section 54-1(d) of the Aged Care Act 1997 creates a legal obligation for an Approved Provider to comply with the Aged Care Quality Standards.  
Having regards to the Assessment Team’s report, comments from the Approved Provider at the time of the audit, the Approved Provider’s written response, the Approved Providers obligations under the Aged Care Act and the Aged Care Quality Standards I have reasonable grounds to form the view that the Approved Provider has complied with this Standard
The Quality Standard for the Commonwealth Home Support Programme services is assessed as compliant as five of the five specific requirements have been assessed as compliant.


Standard 3
	Personal care and clinical care
	CHSP

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

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

	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.
	Not applicable 

	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.
	Not applicable 

	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.
	Not applicable 

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Not applicable 

	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.
	Not applicable 


Findings
The Quality Standard for the Commonwealth Home Support Programme services was not assessed as the Approved Provider does not provide personal or clinical care and therefore Standard 3 is not applicable.  
Standard 4
	Services and supports for daily living
	CHSP

	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.
	Compliant 

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant 

	Requirement 4(3)(c)
	Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
	Compliant 

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant 

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant 

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Not applicable 

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Not applicable 


Findings
The Assessment Team reports that the Approved Provider is delivering services and supports to improve and promote consumers health, independence and quality of life. Consumers are also being supported emotionally and psychologically to ensure their well-being. The Provider is supplying a range of options to promote independence, social support and contact with the community. The Provider is communicating with all staff within the organisation and externally where the consumers’ needs and services involved shared care. The Provider is ensuring timely referrals are completed to optimise consumers quality of life.
It is noted that section 54-1(d) of the Aged Care Act 1997 creates a legal obligation for an Approved Provider to comply with the Aged Care Quality Standards.  
Having regards to the Assessment Team’s report, comments from the Approved Provider at the time of the audit, the Approved Provider’s written response, the Approved Providers obligations under the Aged Care Act and the Aged Care Quality Standards I have reasonable grounds to form the view that the Approved Provider has complied with this Standard.
The Quality Standard for the Commonwealth Home Support Programme services is assessed as compliant as five of the five applicable requirements have been assessed as compliant.


Standard 5
	Organisation’s service environment
	CHSP

	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.
	Not applicable 

	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 applicable 

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Not applicable 


Findings
The Quality Standard for the Commonwealth Home Support Programme was not assessed as the Approved Provider does not provide a service environment and therefore Standard 5 is not applicable.  


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.
	Non-compliant 

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Non-compliant 


Findings
The Assessment Team reports that the Approved Provider is responding to consumer complaints and undertaking follow-up. In addition to this the Provider is identifying trends in feedback and complaints and putting into place strategies to rectify these. Information is being provided to consumers and their representatives on how to contact advocacy services, interpreter services and make complaints to the Aged Care Quality and Safety Commission. The Provider is actively engaging with consumers to capture feedback and ensure supports and services are meeting consumer’s needs.
However, the Assessment Team reports that the Approved Provider is not providing information to staff and volunteers on feedback and complaints or open disclosure. It is not documenting reviewed feedback and complaints when used to improve care and services. It is not ensuring all stuff and volunteers understand the internal complaints and feedback processes to ensure all feedback and complaints are captured by the service.
Requirement 6(3)(c)
The service said that they did not receive many complaints, and this was confirmed by consumers sampled who said they had nothing to complain about. A review of the complaints register noted one complaint concerning over invoicing for services with the entry including how the service responded to the complaint and actions taken.  
However, an anonymous complaint was received during the assessment, concerning the activities being offered by the service were not tailored to the consumer’s needs. The service confirmed this issue so the Consumer was assisted in connecting with a more appropriate service. This was not documented in the feedback and complaints register.
All staff receive an orientation kit on commencement which states they must comply with the client grievance and complaints management policy, however, the appropriate methodology for handling feedback and complaints, was not reflected in all staff or volunteer interviews. 
Staff and volunteers interviewed could not define open disclosure but were able to provide examples to the Assessment Team where they had apologised when things had gone wrong, such as when they were late for a service. 
The Assessment Team reviewed documentation for information on how the service uses open disclosure in complaints resolution or when things have gone wrong such as the staff and volunteer orientation kits and found there was no reference to open disclosure
Requirement 6(3)(d)
Information is provided to the service through information received from staff, consumers, or the annual survey. Staff and consumers are encouraged to contact the service, and all new consumers receive a call within the first week of commencement to ensure they are satisfied with the supports provided and staff undertaking their care. Possible clashes reported by either the consumer or staff and volunteers, will trigger a change of staff on the roster. The Assessment Team sighted how this is managed by the service.
Information such as staff or volunteer competency, skills or ongoing punctuality is not gathered during the survey. Management advised that results from the survey, and information gathered from any complaints and feedback are reviewed, and this is used to see if improvements such as using technologies or other services could be used. The Assessment Team did not sight any improvements identified as a result of the consumer survey in the continuous improvement plan.
The Assessment Team sighted staff meeting minutes from the 22 February 2023 and noted a discussion on how a care worker could engage Consumer 1 if she became difficult as a result of boredom exacerbated by her decreased cognitive ability. Staff provided a number of suggestions, and the outcome of staff discussions were to be updated in Consumer 1’s care plan. 
Staff stated that they would tell management if they had received a complaint but this response was often as a result of prompting by the Assessment Team. Only one staff member interviewed said that they encourage consumers to be honest with feedback, and they always documented any conversations they had had with consumers in daily reports. 
Not all staff interviewed were comfortable with handling complaints or feedback. 
· 	One staff member said that it wasn’t up to them to report complaints, as it was “not up to us to deal with it”
· 	One staff member said that consumers weren’t encouraged to provide feedback.
While the Assessment Team was satisfied that when complaints and feedback were received by the service, they were reviewed, and the outcome used to improve the quality of care and services; the improvements were not recorded on the continuous improvement register.
Response to Assessment Team report.
In its response to the Assessment Team report the Provider has supplied a copy of its Plan for Continuous Improvement (PCI) that was prepared on the 19th of April 2023.  Specifically in relation to addressing the non-compliances detected in Standard 6, the Provider has or is implementing the following strategies, providing training to all staff volunteers on feedback complaints and open disclosure to be finalised by June and July 2023.  Adding a new question to the electronic timesheet requiring staff and volunteers to report whether clients have raised any complaints or providing feedback during the service the time frame of 27 April 2023. Updating the staff and volunteer orientation kits to include the concept of open disclosure to be completed by 29 March 2023.  Include a standing item to the monthly report template to include feedback and complaints by 25 April 2023 and the management committee agenda template from complaints to feedback and complaints completed by 20 April 2023.
Analysis
The Guidance and Resources for Providers to support the Aged Care Quality Standards (the Guidance) states the purpose and scope of Standard 6 is that it requires an organisation to have a system to resolve complaints. The system must be accessible, confidential, prompt and fair. It should also support all consumers to make a complaint or give feedback. Resolving complaints within the organisation can help build the relationship between the consumer and the organisation. It can also lead to better outcomes.
The Guidance also states that the intent of requirement 6(3)(c) is that it covers the actions that an organisation is expected to take in response to complaints. It's expected that the organisation will have a best practise system for managing and resolving complaints for consumers. To create an environment that reduces harm to consumers, organisations need a culture where people feel supported and are encouraged to identify and report negative events.
In relation to requirement 6(3((d) the Guidance states the intent of this requirement is that an organisation is expected to have a best practise system to manage feedback and complaints. The organisation should use this system to improve how they deliver care and services.
The Guidance defines ‘open disclosure’ as open discussions with consumers, their family, cares and other support people of incidents that have caused harm or had the potential to cause harm to the consumer. It Involves an expression of regret and a factual explanation of what happened, the potential consequences and what steps are being taken to manage this and prevent it happening again.
In reviewing the issues surrounding the non-compliance it is acknowledged that there is a willingness by care workers to apologise to consumers when things have not gone to plan such as running late for an appointment. And although this interaction with consumers is commendable it would appear that there was no explanation of why the apology was necessary or that this incident was recorded in the complaints and feedback register and therefore would not have been reviewed by the Provider as part of its plan for continuous improvement.
It also appears to me that the staff at the time of the quality audit did not have a comprehensive understanding of the meaning of ‘open disclosure’. I do acknowledge that the approved provider has proactively developed a Plan for Continuous Improvement to address the identified non-compliances. However, I would have expected a PCI to include all of the 8 Standards to encourage the Provider to undertake an inward reflection of how it can improve its services. I do note that of the 5 of the proposed corrective actions listed under Standard 6 in the PCI indicates three of those should have been completed with one being completed in May 2023 and the training of staff to be completed in June or July 2023.
Section 54-1(d) of the Aged Care Act 1997 creates a legal obligation for the Approved Provider to comply with the Aged Care Quality Standards.  Section 56-4(1)(a) of the Aged Care Act 1997 creates a legal obligation for the Approved Provider to establish a complaints resolutions mechanism. Although the Provider as an established a complaints resolutions mechanism, the system it has in place it is not being fully utilised to a level where it I am of the view that complies with its legal obligations.  
Having regards to the Assessment Team’s report, comments from the Approved Provider at the time of the audit, the Approved Provider’s written response, the Approved Providers obligations under the Aged Care Act and the Aged Care Quality Standards I have reasonable grounds to form the view that the Approved Provider has not complied with this Standard
The Quality Standard for the Commonwealth Home Support Programme services is assessed as non-compliant as two of the four specific requirements have been assessed as non-compliant.


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.
	Compliant 

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant 

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

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

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


Findings
The Assessment Team reports that the Approved Provider is allocating enough time for staff to complete services and is providing new stuff with training, induction and buddy shifts on commencement. The provider has position statements for all staff, code of contact and code of confidentiality whilst ensuring that there are enough staff to deliver care and services.
However, the Assessment Team reports that the Approved Provider is not conducting annual performance appraisals for staff. Is not currently providing ongoing training in complaints and feedback including open disclosure. Has not provided staff training since the disruptions to service incurred by COVID-19
Requirement 7(3)(c)
All consumers and representative interviewed said that the staff were competent and knew what they were doing. Staff and volunteers said that they undertook an induction and buddy roster on commencement. The Assessment Team sighted induction training documentation. All care staff must have completed a minimum of a Certificate III or equivalent in disability, aged care and/or community services. 
All staff must sign an acceptance of their position, which also includes confirming they have read, understood, and agreed to the terms and conditions of their employment including the code of conduct, code of confidentiality and the policies of the service. While staff are provided access to all policies and procedures through the service’s computer network, the Assessment Team noted that the current suite of policies and procedures were outdated with some not having been reviewed since 2014.
The Assessment Team randomly selected six staff files and noted that only two documents had been signed by both staff and management; and one not signed at all. Management acknowledged that an audit of staff files to identify and correct this will occur.
The service could demonstrate that it monitors and records carer qualifications, including their Certificate III and first aid. Details are recorded into a management system which alerts the service when a qualification or license is due to expire and renewal is required. 
The Assessment Team sighted staff and volunteers electronic register, and noted all documents were current. When staff or volunteer’s documentation is due to expire, they are sent a reminder, and if the documentation is not produced, the service would escalate to management, and all shifts would be removed from the roster until the updated document is provided.
Requirement 7(3)(d)
Staff are able to log directly into the care management system to access rosters and basic consumer details including a short blurb on the consumer and services required. Staff requiring more comprehensive information must attend the office and view the consumer’s file. Staff undertake a comprehensive orientation, and consistency is maintained through completion of an orientation program schedule checklist which staff are required to sign and date.
The Assessment Team sighted orientation handbooks for staff and volunteers, and noted they contained information including complaints and feedback, aged care standards. and abuse and neglect information. Management reported that when consumers require specialised supports, the care staff are trained to assist the consumer. This may involve seeking those staff with the necessary skills, or to arrange individualised training in buddy shifts until staff are competent or confident in undertaking the support.
Management provided an example where a consumer requires the use of a wheelchair and required some assistance with transfers into vehicles. As the service currently provides some support to NDIS consumers, there were staff available to work with the consumer. If new staff required training on wheelchair transfers, the service uses experienced staff to provide training until the new staff member is confident and competent. 
Staff interviewed said that they have undertaken training such as dementia training, and this enables them to work with consumers who have a diagnosis of dementia.
Staff and volunteers have received training in infection control, and have access to PPE, however, a review of the service’s training schedule showed that it was last updated on the 4 February 2020.
While the Assessment Team sighted evidence that management had been undertaking online training to maintain skills, including SIRS training 8 December 2022 and Understanding and improving financial viability for CHSP providers 31 January 2023; training and staff meetings have only just begun to be resumed after being suspended by COVID-19.
Requirement 7(3)(e)
While the service had documented evidence that staff performance appraisals occur annually around the anniversary date of employment, the service could not demonstrate that performance reviews and appraisals are current or have been undertaken annually. Management reported that this has fallen behind due to COVID-19, which has disrupted the ongoing reviews. Staff interviewed said that the service will call them into the office and undertake appraisals of their work, including what needs to be improved, however, they reported that an annual performance appraisal is not undertaken.
The service provides new staff an offer of employment, stipulating that there is a probationary period of three months, with review at the end of the first and second months. A final review of staff performance takes place two weeks before the end of the third month. Ongoing employment is also conditional on the continues satisfactory performance.
Management advised that the service gathers some information on staff performance from regularly telephoning consumers, or from complaints and feedback received.
While the service could demonstrate that it has processes to monitor and review staff performance including contact with consumers and ensuring staff provide updated licences and security checks, the Assessment Team noted:
· 	Annual performance appraisals have not been reactivated since COVID-19
· 	There was a reluctance of staff to report complaints and feedback including compliments from consumers where other support staff or volunteers are involved.  
Response to Assessment Team report
In response to the Assessment Team’s report the Provider has supplied a copy of its PCI that indicates that it will be conducting annual performance appraisals for staff as per the appraisal schedule.  It will be reviewing and updating the annual training which was completed on the 19th of April and will include mandatory and optional training to be provided to staff and volunteers on identified topics as per the annual training plan.
Analysis
In giving consideration to the non-compliance is detected during the quality audit I think it's relevant to turn my mind to the purpose and scope of Standard 7 as iterated in the Guidance. The Guidance states that this standard requires an organisation to have and use a skilled and qualified workforce, sufficient to deliver and manage safe, respectful and quality care and services, which meet the quality standards.  This standard includes four key concepts, sufficiency of the workforce, attributes, attitude and performance of the workforce, organisational support for the workforce and assessment, monitoring and review. 
In this regard it is clear to see that the Approved Provider has the foundational basis to comply with this standard as demonstrated by the Assessment Team report the Provider did have a number of policies and procedures albeit not up to date. It is clear that the Provider does undertake a level of training in that a buddy is provided to a new support worker and that the support worker requires certain qualifications. However, the provider has not been in a position to ensure that its policies, procedures and protocols are updated regularly. 
Requirement 7(3)(c)
The Guidance states that the intent of requirement 7(3)(c) is to make sure that the workforce has the skills, qualifications and knowledge they need for their role to provide care and services. This requirement covers an organisation’s systems to regularly review the roles, responsibilities and accountabilities of their workforce.  
As indicated in the Assessment Team report all consumers and their representatives stated the staff are competent and knew what they were doing. When interviewed volunteers said they undertook an induction and a buddy roster on commencement and this was confirmed by the Assessment Team that all care staff are required to have completed a minimum of Cert III or equivalently disability age cat and all community services. And while staff are provided with access to all policies and procedures the assessment team noted but many policies and procedures were outdated with some not being reviewed since 2014.
Further to this, I have reviewed a copy of the training plan and note that it comprehensively lists which staff member will undertake what training and it also provides a comprehensive list of training courses to be done. However, at this point in time none have been booked as they are indicated’ to be advised’ when the course is booked with a number of online training courses.

Requirement 7(3)(d)
The Guidance states the intent of requirement 7(3)(d) is that it covers the organisations support for the workforce to deliver outcomes for consumers in line with the quality standards. Meaning this requirement will support the workforce in their day-to-day practise and can protect against risks and improve the care outcome for consumers. 
As the Provider is also a supplier of CHSP care and services it is also captured by its contractual obligations to comply with the CHSP manual which states’ Service providers are required to meet staffing and training requirements under the Standards. Examples of desirable staff qualifications under the CHSP are outlined in the ‘Staff Qualifications’ sections in Chapter 3 of this program manual’.  I note that the Provider is approved to provide ‘Social Support – individual’ to consumers, the CHSP manual articulates that ‘Where staff or volunteers are involved in other activities as part of Social Support – Individual, they must have relevant qualifications, for example any food handling and meal preparation must adhere to safe food handling practices including personal hygiene and cleanliness’. 
I'm also cognizant of the fact that under requirement 7(3)(d) the Provider is to support the workforce to do deliver outcomes for consumers. However, given the number of policies that have not been reviewed and updated for a considerable amount of time it is difficult to come to conclusion but they have met their obligations under this requirement to support the workforce.
It is acknowledged that the provider has developed a comprehensive suite of training material. As mentioned previously there are no dates in the training manual for staff with most courses listed as to be advised. This combined with the outdated procedures and policies makes it difficult for me to find that the provider has complied with this requirement.
Requirement 7(3)(e)
The Guidance states that the intent of requirement 7(3)(e) is that all members of the workforce are expected to have an appropriate person regularly evaluate how they are performing in their role and identifying, plan for and support any training and development they need. This requirement looks at how organisations need to regularly assess the performance and the capabilities of the workforce as a whole. Performance reviews can also support continuous improvement and development of members of the workforce.
I note that as part of its response the approved provider supplied the copy of its 2023 social support programme performance appraisal and development plan schedule for its 14 staff it is pleasing to note at the time of drafting this performance report that that eight of those staff should have undergone initial discussions with the draught appraisal of the plan to the worker within three days of that discussion. This information combined with the Providers PCI gives me confidence that in the very near future the Approved Provider will be in a strong position to have established an annual performance review process.
When I consider the Provider’s compliance or otherwise with requirements 7(3)(e) I note that the Guidance states that an appropriate person regularly evaluates how they perform the role and identify, plan and support any training. In the Assessment Team report it has been asserted that the support workers have not had an annual performance appraisal. In reviewing the Guidance material, I cannot see where there is requirement for this to be done annually. What the Guidance does say is it must be done regularly.  When interviewed, staff stated that they were called into the office and an appraisal of their work was undertaken.  This appraisal included aspects of their work that needed to be improved.  Therefore, in my opinion the Provider has meet its obligations under requirement 7(3)(e)
Section 54-1(d) of the Aged Care Act 1997 creates a legal obligation for the Approved Provider to comply with the Aged Care Quality Standards.    
Having regards to the Assessment Team’s report, comments from the Approved Provider at the time of the audit, the Approved Provider’s written response, the Approved Providers obligations under the Aged Care Act and the Aged Care Quality Standards I have reasonable grounds to form the view that the Approved Provider has not complied with this Standard
The Quality Standard for the Commonwealth Home Support Programme services is assessed as non-compliant as two of the five specific requirements have been assessed as non-compliant.


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.
	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.
	Non-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 applicable 


Findings
The Assessment Team reports that the Approved Provider is providing governance and general governance training to management committee members and is engaging the assistance of external services to improve compliance and governance. The Provider is documenting and recording committee meetings and is also able to demonstrate the committee is informed and discusses legislative changes, complaints, financial matters, and consumer risks. However, the Assessment Team reports the Provider is not documenting in the PCI changes made as a result of feedback or complaints or surveys and is not ensuring all policies and procedures are renewed at up-to-date.
Requirement 8(3)(c)
Information Management
The service captures consumer information after each service through staff entering information on a mobile “app”. This application also provides staff access to their roster and is used as a timesheet to monitor staff hours and calculate payments. The service has a risk register and complaints register which are tabled at the Committee meeting each month.
One of the limitations of the current system is that full care plans are not available to staff, who are required to attend the office to read consumer care plans. The system does allow for basic consumer information including alerts for allergies, medical diagnosis if important to the service, and general information, to be accessible by staff in a small blurb which appears when accessing the consumer details on the roster.
Continuous improvement
The Assessment Team sighted the Team Leader monthly report which provides an overview of issues to the service manager, the manager’s report to the Committee and Committee minutes.
The Assessment Team noted that while several changes and improvements had been discussed by the Committee and had been minuted from Committee meetings, they were not included on the continuous improvement register, for example:
· 	Providing staff with information through the completion of online modules in aged care code of conduct and SIRS – November 2022
· 	Consumer safety and enabling them to take risks on activities - October 2022
· 	A skills analysis audit of Committee members to identify possible gaps - September 2022
The service has a suite of policies and procedures relating to continuous improvement, however, the Assessment Team noted that these were reviewed in 2015. 
Financial governance 
The service demonstrated they have effective financial management and reporting systems in place to manage finances and resourcing needed to deliver safe and quality care to consumers. 
The service employs a bookkeeper, and the financial report is tabled by the treasurer at each Committee meeting. The Treasurer’s report was sighted in all Committee meeting minutes.
The service manager reports financial information to the Committee through her report each month. This also includes information such as the CHSP funding agreement extension sighted in the February 2023 report.
An annual audit of the service’s finances is undertaken by an external provider, and this is undertaken prior to the Annual General Meeting.
The service has a suite of financial reporting policies and procedures, however, the Assessment Team noted these were last reviewed in 2014.

Workforce governance, including the assignment of clear responsibilities and accountabilities 
The Assessment Team sighted the service’s organisation chart, position descriptions and code of conduct which are supplied to all staff and volunteers.
Committee members receive an orientation kit which includes:
· 	Register of members
· 	Application for membership
· 	Terms of agreement
· 	Committee member disclosure register
· 	Disqualification register and ASIC register information.
The service recently undertook an audit to ensure that the service complied with its ‘Governance policy and procedure’. Documents checked during the audit included Committee minutes and signoff by the Committee President; AGM minutes; application for membership; and all Committee documents and administration records. 
The audit resulted in a number of items requiring rectification, including updating the Committee orientation kit with the new strategic plan and ensuring all documentation that required signatures was signed.
Regulatory compliance 
The Assessment Team sighted staff meeting minutes from the 22 February 2023 and noted that staff were presented information and involved in in-house training on the ‘Code of conduct for aged care’, and the implementation of the serious incident response scheme (SIRS) in home services.
The service receives templates for policies and procedures from the Local Community Services Association (LCSA) and customises them to meet their needs. Management acknowledged that some policies and procedures were outdated and advised that the LCSA is preparing a new framework model, and once available will be streamlined and used by the service. The service will also take this opportunity to ensure that when policies and procedures cover both disability and aged care, they will be generic. 
The Assessment Team noted a policy and procedure audit schedule, but to date, only the mandatory COVID-19 vaccination and worker’s compensation reporting have been reviewed. Other policies and procedures contained on the policy register and used by the service include:
· 	Volunteer policy reviewed 2018
· 	Professional development and staff training reviewed 2018
· 	Risk management reviewed 2014
· 	Financial policies and procedures reviewed 2014.
The Assessment Team sighted completed training for Committee members including:
· 	Reforming home aged care and regulation training 31 August 2022
· 	Introduction to aged care sector reform, a regulatory perspective 13 September 2022
· 	Governing for reforms, final breakout session 28 September 2022
Regulatory compliance is managed by the service manager who does a regular review of legislative changes and sends changes to the Committee. Evidence was sighted by the Assessment Team in the Manager’s reports reviewed.
Feedback and complaints 
The service reported that they do not often receive feedback and complaints and provided the Assessment Team with a copy of the complaints register containing one complaint that had been received on 30 September 2022. The Assessment Team noted that the complaint had been tabled and discussed at the October 2022 Committee meeting.
The Assessment Team noted that while complaints were included as a standing agenda item at all Committee meetings, the Committee was not informed of any feedback received.
Response to Assessment Team’s report
The Provider supplied a copy of its plan for continuous improvement in relation to Standard 8. The Provider is proposing to undertake the following actions, add continuous improvement as a standard of agenda item to team meetings including the management committee, undertake staff training at the next multidiscipline team meeting to ensure team members are aware of requirement document continuous improvement changes as result of feedback, complaints or surveys. Review feedback and complaints policy and procedure to ensure it includes documenting changes made as a result of feedback complaints and surveys in the continuous improvement plan, develop a schedule to review policies and procedures and implement policies and procedures as per schedule. 
Analysis
In considering the issues raised under the Information Management section of Requirement 8(3)(c) I note that the Assessment Team asserted that one of the limitations of the current system is that full care plans are not available to staff at the point of service delivery, thus requiring them to attend the office to read the consumers plans. I think it's most relevant to consider the intent of Requirement 2(3)(d) as stated in the Guidance as it says in part that ‘care and services plan can take different forms. It can be a single document or several documents that show an overview of the care and services to be delivered. It should be available to those providing care and services to the consumer. This doesn't mean that the care and services plan needs to available at all times and to all members of the workforce but the relevant information must be available when and where it is needed to support safe and effective care and services.’ I note with interest that the assessment team found that the approved provider had complied with all requirements of Standard 2. 
The fact that the Provider did not supply the whole care plan at the consumers home but more relevantly that part of the care plan it deemed to be ‘relevant information’ was supplied at the consumers’ home is of importance.
I also note that the PCI states additional corrective actions being undertaken that was not included in the initial quality audit report or the above improvement plan in that care plans are being saved in a PDF copy to be attached to the online rostering system so staff and volunteers can refresh their knowledge of each client while in the field. 
The fact that they have now decided to implement a process where they are going to attach a PDF copy of the care plan to the rostering staff can only be of advantage to the consumer. After taking into consideration the advice offered under requirement 2(3)(d) of the Guidance, the available evidence and the Provider’s actions, I have reasonable grounds the form the view that the Approved Provider has complied with this section
In its report the Assessment Team clarify that they sighted the team leaders monthly report which provides an overview of issues to the service manager and the managers’ report to the committee and their committee meetings. The Assessment Team noted that several changes and improvements had been discussed by the committee and they had been minuted from committee meetings though they were not included in the continuous improvement plan register. It is clear that the provider was undertaking care and services with an improvement plan protocol however the provider was unable to produce a written plan for continuous improvement as required by section 62 of the Aged Care Quality Safety Rules 2018.  Section 62 places a legal obligation on the provider to have a plan for continuous improvement and it clearly states that a PCI is a written plan that sets out, how the provider of the service will assess the quality of care and services provided through the service against the aged care quality standards an monitor and improve the quality of care and services measured against those standards and if there are any errors in which improvements in relation to the service are needed to ensure that the age care standards are complied with how the provider of the service will make those improvements.  The fact that the Provider has policies that have not been reviewed since 2014 would indicate that its continuous improvement processes are not effective.  
Section 54-1(d) of the Aged Care Act 1997 creates a legal obligation for the Approved Provider to comply with the Aged Care Quality Standards.  
Having regards to the Assessment Team’s report, comments from the Approved Provider at the time of the audit, the Approved Provider’s written response, the Approved Providers obligations under the Aged Care Act and the Aged Care Quality Standards I have reasonable grounds to form the view that the Approved Provider has not complied with this Standard in that it has not complied with requirement 8(3)(c)(ii) continuous improvement.
The Quality Standard for the Commonwealth Home Support Programme services is assessed as non- compliant as one of the five specific requirements have been assessed as non-compliant.
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