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This performance report
This performance report for Anglicare NSW South, NSW West & ACT (the service) has been prepared by G. McNamara, 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 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, 25210, 51 Vulcan Street, MORUYA NSW 2537
· Care Relationships and Carer Support, 25211, 51 Vulcan Street, MORUYA NSW 2537
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 14 July 2023.
· 

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

	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant 

	Standard 3 Personal care and clinical care
	Non-compliant 

	Standard 4 Services and supports for daily living
	Compliant 

	Standard 5 Organisation’s service environment
	Not applicable


	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.
Standard 1 requirement 1(3)(e)
Embed current improvements in the provision of CHSP specific information to consumers, and ensure such information is available to all consumers and consumers are supported to understand it.
Standard 2 requirement 2(3)(a) 
Ensure that information on the existence and management of identified risks is sufficiently comprehensive to inform the delivery of safe and effective care and services.
Standard 2 requirement 2(3)(e)
· Embed current improvements in relation to an Incident Register and new reporting data, to ensure that information about changes in circumstance or incidents for consumers prompt timely and proportionate of care and services; and 
· Ensure all staff have access to and the ability to use the systems in place.
Standard 3 requirement 3(3)(b)
· Ensure that systems and processes capture high impact or high prevalence risks at the individual and systemic level, through, including but not limited to, implementation and refinement of current improvements such as upgrading the Visual Care app produce reports, and implementation of an Incident Register with a  link to Visual care for staff notification; and  
· Monitor the effectiveness of these improvements.
Standard 3 requirement 3(3)(e)
Ensure that all relevant information consumers’ condition, needs or preferences is recorded and documented and available to others where responsibility was shared, including but not limited to  high impact and high prevalence risks, and available to all relevant staff, by:
· implementation and refinement of current improvements, including identifying alerts and risks within the visual care system, and those alerts and risks being displayed each time a direct support worker provides a service with the consumer; and 
· Monitoring the effectiveness of these improvements.
Standard 6 requirement 6(3)(c)
Show how appropriate action is taken in relation to complaints by improving systems for recording or documenting how complaints are resolved, and use of a feedback and complaint register.
Standard 6 requirement 6(3)(d)
Ensure that feedback and complaints are reviewed and used to improve the quality of care and services by, including but not limited to:
· Capturing and recording all feedback and complaints, including through use of the recently implemented Feedback and Complaints form; and 
· Systematically and regularly reviewing complaints to inform improvements
Standard 7 requirement 7(3)(e)
Continue to implement, and maintain, current and planned improvements in the service’s systems for regular and as required performance appraisals of staff.
Standard 8 requirement 8(3)(a)
Continue to implement current or planned improvements in the collection and analysis of feedback and complaints, and use of client surveys, to promote the engagement of the development, delivery and evaluation of care and services and are supported in that engagement.
Standard 8 requirement 8(3)(b)
Continue to reinstate and maintain appropriate forums, informed by sufficient data and information, to promote a culture of safe, inclusive and quality care and services and accountability for its delivery.
Standard 8 requirement 8(3)(c)
Continue to implement, enhance and refine current and planned improvements to governance systems relating to:
· information management, through ongoing consolidation of new electronic information management systems
· continuous improvement, by maintenance and regular review of a continuous improvement plan
· regulatory compliance; through an improved system for ensuring the suitability and monitoring of sub-contracted staff and organisations; and 
· feedback and complaints, through implementation of improvements in capturing, recording and reviewing feedback and complaints  
Standard 8 requirement 8(3)(d)
Continue to implement, enhance and refine current and planned improvements to risk management systems and practices relating to:
· managing high impact or high prevalence risks associated with the care of consumers, by continued implementation of improvements to recording and analysing risk, and risk trends; and 
· managing and preventing incidents, including the use of an incident management system, through continued implementation of improvements, including an Incident register connected with an alert to staff, coordinators, and managers when an incident occurs.


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.
	Non-compliant 

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant 


Findings
Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Non-Compliant with requirement 1(3)(e) and Compliant with requirements 1(3)(a), 1(3)(b), 1(3)(c), 1(3)(d) and 1(3)(f). 
A finding of Non-Compliance in one or more requirements results in a finding of Non-Compliance in the Standard. 
As to Non-Compliant requirement 1(3)(e)
The Assessment Team found that the service could not demonstrate information is provided to consumers that enables them to exercise choice. It stated that while the service provides consumers with a handbook on commencement, the document titled ‘Anglican disability services Information booklet’, contains a small clause on CHSP services. The Assessment Team further noted that consumers sign a single page annual service agreement, and annually sign the Charter of Aged Care Rights. The service agreement focusses on the Charter of Aged Care Rights, and details how information collected abides with the Privacy Act. 
The Assessment team reviewed the consumer information booklet that staff confirmed is provided on commencement of services, and noted that booklet was mainly aimed at their clients engaged under the NDIS program. 
The service is reviewing client contributions for CHSP services, and has recently drafted a letter for consumers which is going to be distributed shortly. The letter explains the CHSP client contribution, and provides a table with CHSP service type and contribution amount. The fee will be waived for consumers facing financial hardship.
In its Plan for Continuous Improvement (PCI)  the service provider stated that a ‘Welcome Pack’ is provided to all new consumers which contains information such as a service specific complaints procedure to compliment the Organisations Complaints Policy and Procedure are available. However, it noted that a new Information booklet was being produced which would focus solely on CHSP, with a completion date of 30 July 2023. It provided a draft copy.
I acknowledge the actions taken by the service provider, but note that this improvement is of recent implementation and will require further to become an embedded component of the service’s processes. The service provider is encouraged to ensure information about payment for CHSP services is available to all consumers and clearly set out. 
As to Compliant requirements 1(3)(a), 1(3)(b), 1(3)(c), 1(3)(d) and 1(3)(f)
All consumers and/or representatives said that the service treats them with dignity and respect, and that their identify is valued. Staff interviewed demonstrated their understanding of maintaining dignity and respecting cultural diversity. Care planning documentation sighted reflected consumer choice and noted what was important to consumers to maintain their identity.
Consumers and/or representatives could describe how staff valued their culture, values and diversity. Management reported that staff are provided training in culture and safety in their induction, and through completion of an online tool for cultural competency. Management advised that at present, not all staff have completed this unit. Management also advised that senior staff including support planners have undertaken the internal Anglicare cultural competency training, which was delivered internally and face to face. Senior staff interviewed advised that they had undertaken cultural training, and that the focus was on reconciliation action plan for the Indigenous community. Management advised that they attend leadership days, where a presentation was undertaken by the organisation’s new Manager of culture and safety.
All staff interviewed understood their consumers, and information provided by staff, was sighted in care plans, or corresponded with information provided from consumer interviews. Staff could provide examples of diversity including religion, culturally and linguistically diverse (CALD) backgrounds, and Aboriginality. The service has online training available to staff on cultural safety and awareness, and staff reported that they had undertaken courses on cultural training. Relevant policies and procedures sighted. 
All consumers and representatives said that they are satisfied that they are able to have choice and are able to communicate their preference for how care and services are delivered and managed. All consumers and representatives interviewed reported that the service enables them to maintain contact with close and extended family members. All consumers interviewed said that the service contacts them to discuss their care and services, and they were able to communicate their decisions and the services and supports they require. All staff interviewed spoke about the importance of enabling consumers to maintain contact with close connections, and could provide examples where consumers regularly engaged with friends, family, and community members either in the consumer’s home or when out in the community during services. The service has a policy and procedure for consumer decision making and choice.
Consumers and/or representatives said they are supported by the service to take risks, and live the best life they can. Staff reported on how they enable consumers to undertake activities at home and in the community. Consumers reported that they are assisted to undertake tasks including being able to still do their own shopping. The Assessment Team sighted a dignity of risk form to be used where identified risks are present. The service has a ‘Supported decision making and dignity of risk’ policy and procedure. I note I have considered information about documentation and management of risks in more detail under other requirements.
All consumers and representatives advised that the service and staff respect their privacy. Management reported that to access consumer information on the electronic management system, they need to log onto the system using passwords. Hardcopy consumer files were sighted to in secure cabinets in locked room. Staff reported that information on clients including their care plans are accessed through their phones which are password protected. Staff could demonstrate how they maintained consumer privacy including closing doors and providing coverings when undertaking personal care; and not discussing consumers outside of work.
The service presented documentation including its Code of Conduct which includes the need to respect privacy. 


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.
	Non-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.
	Non-compliant 


Findings
[bookmark: _Hlk142296929]Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Non-Compliant with requirements 2(3)(a) and 2(3)(e), and Compliant with requirements 2(3)(b), 2(3)(c) and  2(3)(d). 
A finding of  Non-Compliance in one or more requirements results in a finding of Non-Compliance in the Standard.
As to Non-Compliant requirement 2(3)(a) 
The Assessment Team found that the service was not ensuring risks to consumer’s health and well-being informed the delivery of safe and effective care and services. In particular, it found that the organisation bases services on initial information gathered from the consumer My Aged Care (MAC) record to identify the service to be provided.
The Assessment Team found that there are two sources of information that identify risks to consumers: the support plan and the individual risk assessment plan. The Assessment Team sighted consumer files, and noted that they did not always correspond with information included in all documentation, including the support plan provided to support staff. For example, one consumer was assessed as requiring additional supports by the Aged Care Assessment team (ACAT) and a review of their MAC record stated they had a history of falls and was ‘at risk of falls’. That consumer’s individual and high intensity risk assessment, to ascertain the implementation of strategies to minimise the risk, notes that ‘N/A new client’. It was however noted that their support plan does states that they are at risk of falls, and provides a mitigation strategy of being vigilant while out in the community. 
Another consumer was noted as having a medical diagnosis of Parkinson’s and required thickened fluids and assistance with catheter bag changes and medication.  A review of that consumer’s Individual and high intensity risk assessment states that there is no history of falls, however a review of recent entries by care staff electronically on the 12 June 2023, record that consumer as having had a number of near fall misses when transferring during showering. Further, a progress note submitted by care staff on the 3 April 2023 recorded that consumer  reporting a fall over the weekend. The service has documented in that consumer’s electronic record on 1 June 2023, that information on a falls prevention program was discussed with the consumer and their spouse and that this has not been accepted by their spouse. The consumer’s support plan notes they are a falls risk
Management reported that that consumer was now a two person shower assist due to their deterioration, and that their spouse insists that because they are available they were the second person. However, it was found that that due to staff shortages the service did not provide care to the consumer for two full weeks in the past month as evidenced in the unfilled shift report. A review of recent entries by care staff electronically on the 12 June 2023, record that consumer   having had a number of near fall misses when transferring during showering. Further, a progress note submitted by care staff on the 3 April 2023 recorded that consumer reporting a fall over the weekend. The consumer’s support plan noted they were a falls risk, however it did not state that fluids must be thickened.
In its written response the service provider noted that the identified issues were accepted, however it noted, for the consumer who was now a two person shower assist, that that even though a fall was recorded and documented, their spouse did not want it followed up, and that in relation to thickened fluids and other supports, this was carried out by the consumer’ spouse at their and the consumers  request. It noted that a greater focus will be on continuity of information and information flow will be implemented.
[bookmark: _Hlk144124601]I have considered the information related by the Assessment team and the service provider’s response. I acknowledge the context given by the service provider in relation to one of the consumers in particular. However, while I consider that assessment and care planning documentation for the identified consumers had some detail on known risks, I do not consider that information was sufficiently comprehensive. I also find that the identified improvements will take time to take effect.
 As to Requirement 2(3)(b)
The Assessment Team found that consumer support plans record individualised consumer goals, and explore why the goals are important to the consumer. In response to the goals, a detailed series of tasks are developed, and planning and supports are undertaken on how these can be achieved.
The service seeks confirmation if a consumer has an Advanced Care Plan (ACD), and this is recorded in the consumer’s Individual and high intensity risk assessment document. However, the Assessment Team noted that for consumer files sighted, these were marked that the consumer did not have one in place, however, the service could not provide evidence why the document is marked with a no. It also found that the service does not provide information on ACD for each reassessment, or adequately document the consumer’s response. Management was recorded as acknowledging this oversight, and that it would were to investigate dissemination of ACD information during reassessments and ensure this is recorded.
In its written response the service provider stated that information will now be provided as a part of the welcome pack, to encourage discussion at intake and at reviews, and that any undertakings by the consumer will be documented and acted upon as required. It noted this action had been completed in mid-July 2023. 
I am satisfied this has addressed the issues identified.
As to Non-Compliant requirement 2(3)(e)
The Assessment Team found that consumer service agreements were seen to be completed annually, and support plans reviewed. Management reported that when consumer needs change, support plans are reviewed to ensure relevancy. However, the Assessment team found that the service could not provide documentation to support changes to consumer’s circumstances due to no progress notes or incidents being recorded against consumer’s records.
In addition, the Assessment team found that the service was unable to demonstrate that when an incident occurred, associated risks were identified enabling safe and effective care to be delivered. For example, management reported that a consumer recently sustained a fall while out shopping. While the injury was not sustained during a supported service, the consumer contacted the service to report the injury. This information was not documented by the service. Management was reported to have stated they organised for a review of that consumer’s support plan to be undertaken on Friday 9 June, however when the service arrived that consumer did not appear to be home. The Assessment team reported that the processes for a no response to a scheduled visit were not undertaken due to staff not having a phone with them at the time. On Sunday 11 June (two days later) a welfare check was carried out by the service and the consumer found to be safe. Care staff arrived at the consumer’s home on Tuesday 13 June and documented that the consumer had a sore arm but was refusing first aid. The consumer had reported to the service previously that they had sustained a fractured elbow in the fall. The Assessment Team noted that until staff arrived at the consumer’s home on 13 June, the service had not documented information on the consumer and risks not relayed to staff.
In its written response the service provider stated all high prevalence risks such as falls are being recorded through documentation into its Visual Care app by direct support worker staff and support planner (and) Reporting via Incident Management System (ISOpro) and through the Visual Care APP. It also stated that all risks of falls that were recorded on consumer files were falls that consumers had at their own home or in the community and there were none of its staff present. It indicated that, for the consumer identified, that there was possibly a ‘gap’ in identifying an injury where 2 days had passed. It stated this is clearly identified in a transparent manner in its progress notes and clearly evidenced in our practice and response. It stated the support planner in the week commencing 14 July 2023 been working with the consumer in completing a referral to the falls program also. It further indicated the support planner has also previously worked with other consumers who have identified as a falls risk in a referral to the falls program, and that this follow up is identified in consumer notes within the visual care system.
In its Plan for Continuous Improvement (PCI) the service provider stated that whilst having recently transitioned to Information systems, electronic and progress notes have been a particular focus. It stated that in any new systems, some errors contributed to by staff learning the system, all endeavours are focused on ongoing training and implementation. It also stated that it accepted that a record of the incident was not kept when the  incident did not occur with its staff, and incidents like this where its staff were not present are at times difficult to progress, as the consumer had told their son but not its staff. It further noted that an Incident Register is now in place with link to Visual care for staff notification, and that new reporting data from Visual Care being developed to replace the existing register.
I am unable to find definitive evidence that as the consumer had told their son but not its staff about the incident. However, even if I accept that was the case, I am not satisfied that sufficient and timely action was taken by the service provider in relation to matters known to it or its staff, exacerbated by the evidence that the processes for a no response to a scheduled visit were not undertaken due to staff not having a phone with them at the time. Further, while I acknowledge the identified improvements in relation to an Incident Register and new reporting data, these improvements will need time to show that they will be sustained.
As to Compliant requirements 2(3)(c) and 2(3)(d)
All consumers interviewed said that the service supports them and those of their choosing, to be involved in their care and services. Support plan documentation sighted records details provided by consumers of other organisations and individuals providing care, such as medical practitioners, allied health professionals, and other service providers used by the consumer. The service provided evidence that an external service has been contacted to discuss with a consumer how home care packages operate. Consumer documentation sighted provides details of contacts nominated by the consumer that the service can contact in emergencies. Consumers sign a consent to share information form which enables them to list supports, services, and individuals. The service has a Consumer participation and social inclusion aged care policy and procedure, which discusses how to support consumers to participate in the community and activities of their choice; and to enable consumers to be involved in decisions that affect them.
The service undertakes an annual support plan review, which a copy is provided to consumers, and a copy is scanned and available on the service’s new central management system for staff. Consumers reported that the service contacts them regularly to determine if there are any concerns or changes needed. A review of the service’s user agreement notes that consumers will receive a copy of the support plan outlining their needs. The agreement states that the ‘service agreement provides an opportunity to ask questions about the Charter of Aged Care Rights’.

Standard 3
	[bookmark: _Hlk106614299]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.
	Compliant 

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Non-compliant 

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

	Requirement 3(3)(e)
	Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
	Non-compliant 

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

	Requirement 3(3)(g)
	Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
	Compliant 


Findings
Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Non-Compliant with requirements 3(3)(b) and 3(3)(e), and Compliant with requirements 3(3)(a), 3(3)(d) and 3(3)(f). 
A finding of Non-Compliance in one or more requirements results in a finding of Non-Compliance in the Standard.
The service undertakes personal care only and does not administer clinical care to CHSP consumers.
As to Non-Compliant requirement 3(3)(b)
The Assessment team found that the service could not demonstrate that high impact or high prevalence risks were effectively managed, due to incomplete documentation that provides information on risks and mitigation strategies for staff; the identification of all risks to consumers recorded on their records, or documented information such as incidents that would provide the service with information on possible trends. It stated that a review of current and previous support plans identify some risks, however information documented in the support plan and in the individual and high intensity risk assessment, is inconsistent for some consumers, for example:
· One consumer had experienced a number of recent near misses and falls, however their individual and high intensity risk assessment states they are not a falls risk. That consumer also requires thickened fluids. Management reported that the service is following up on their dietary needs, and speech pathology documentation will be put on her file. A review of her support plan does not alert staff for the need for thickened fluids.
· Another consumer has a history of falls and at risk of falls, however their individual and high intensity risk assessment states they are not a falls risk.
The Assessment team reviewed other consumer files where individual risk assessment plans were present, however they did not include key information regarding high impact risks that were identified in the My Aged Care (MAC) record. For example: 
· A consumer was identified as having coeliac disease in their MAC assessment. This  information was present in the support plan but not in the risk assessment plan, which said that no risks had been identified. No risk mitigation strategies were present in either the risk assessment or the support plan. 
· Another consumer has been diagnosed with spinal and breast cancer and has high pain levels and has been diagnosed with depression and takes medication for both. Their risk assessment was not up to date with this information and no risk mitigation strategies were identified. 
Additionally, staff directly involved in the care of consumers said that additional information about a consumer’s condition or risks associated with their care would be beneficial to be provided before services are commenced. For instance, information such as mobility concerns, equipment used or allergies.
I note that the Assessment team stated that while the service responds to deterioration of consumer’s condition, and provides supports to help mitigate risks, this has usually been undertaken verbally, and no documentation has occurred. 
In its written response the service provider stated that all high prevalence risks such as falls are being recorded through documentation into Visual Care app by direct support worker staff and support planner (and) Reporting via Incident Management System (ISOpro) and through the Visual Care APP. It stated that all risks of falls that were recorded on consumer files were falls that consumers had at their own home or in the community and there were none of its staff present. It stated that its new Visual Care app was being upgraded to produce reports. Its PCI stated that an Incident Register was now in place with a  link to Visual care for staff notification. It provided documentation in relation to named consumers, however I did not see that as evidencing that high impact or high prevalence risks were being fully identified at the individual and systemic level.
I am not satisfied this evidences that all relevant information is effectively captured and documented to support the effective management of high impact or high prevalence risks associated with the care of each consumer. While I acknowledge the improvements implemented, I believe that these improvements will take time to mature.
As to requirement 3(3)(d)
The Assessment team found that most consumers and/or representatives said that they thought staff could identify if they were feeling low or unwell. All staff reported that if they notice changes in a consumer's health, they: 
· Report concerns immediately to the service
· Contact an ambulance if it was an emergency
· Document the incident electronically onto their mobile ‘app’
Staff provided examples of how they respond when they identify when a consumer is feeling low. The Assessment Team sighted recent entries by support staff documenting incidents and deterioration of consumer health, but found that information received by the service directly is not documented or recorded by the service in consumers electronic records. A review of paper-based records did not evidence prior progress notes or incident reports. 
Management was reported as stating that that no incidents had been recorded as falls had occurred when the service was not present. The Assessment Team found that in the three weeks prior to the assessment, three consumers had sustained falls. Two of these had required hospitalisation, while the other consumer had sustained a possible fractured elbow.
While I have identified concerns in relation to the documentation of risks, I have considered that information under other requirements. I am not able to identify that the service is not responding to changes or deterioration in consumers, and note that while the Assessment team found that documentation was not always complete, it stated that the service responds to deterioration of consumer’s condition. I note that in its PCI the service provider indicated that an  Incident Register was now in place with link to Visual care for staff notification, and incidents reviewed  to identify trends. 
I find this requirement Compliant.
As to Non-Compliant requirement 3(3)(e)
The Assessment team found that the service was unable to demonstrate that information about a consumer’s condition, needs or preferences were recorded and documented, and that all information was available to others where responsibility was shared, for example, high impact, high prevalence risks including dietary, falls and allergies were provided to care staff. 
The Assessment team viewed care planning documentation for a consumer. It was noted they had had two falls of late due to medication which makes them dizzy. A review of their  support plan dated 24 March 2023 does not identify that consumer as a falls risk. A review of their  Individual and high intensity risk assessment reports there is a history of falls and refers to the 2 falls recorded in MAC due to medications. The report notes there have been no recent falls. Staff are not alerted to the consumer’s diagnosed depression. 
The Assessment Team stated that the service was now providing alerts to staff when viewing consumer records, but stated the information sighted by it, contained in the alert fields on the centralised management system, was incomplete or no longer relevant. For example, another consumer had a diagnosis of coeliacs disease which is not included on the alert, however their past illnesses from which they had recovered appeared.
The Assessment Team reported that Management stated that information is verbally received, however this is not documented. There are no progress notes available for consumers, and communication from consumers and/or representatives is not recorded.
Management reported that the service is currently migrating to a new centralised management system, and while most paper-based consumer information has been transferred, currently not all information has been transferred across. Staff said that the new central management system enables them to access information including support plans, and enables them to document consumer concerns or observations, however it lacks information that would assist them such as whether the consumer requires hearing aids or mobility aids.
In its written response the service provider stated that previously staff accessed information from the care plan that was developed for each consumer which included alerts and risks within the environment. It further stated this information was also handed over verbally between the support planner and the direct support worker before they first commenced with each consumer or each new support worker. It noted that these alerts/risks that are identified at commencement of services are now within the visual care system and alert/risks will be displayed each time a direct support worker provides a service with the consumer. It stated this is a service enhancement from the previous system, as this was previously provided by verbal interaction between support planner and direct support worker.
I acknowledge these improvements, however I consider that the system enhancements will take time to become embedded and for the service provider to demonstrate their sustainability.
As to requirement 3(3)(f)
The Assessment team found the service could demonstrate that it works closely with other individuals including consumer representatives, medical practitioners, allied health professionals, and when required, refer consumers to MAC for assessments.
Management reported that if the service has concerns with identified deterioration of consumers, or the provision of clinical advice, the service uses an external clinical provider, however, the service does not provide clinical services to CHSP consumers
The clinical provider used by the service reported that they undertake the review of clinical policies and procedures required for the NDIS consumers, and undertake audits to ensure consumer care planning documentation is up to date. I note that in its written response the service provider noted that this was only ever an advisory mechanism and that no clinical service other than reviews of its practice was provided. The provider reported that it also reviews documentation for CHSP consumers including consumer catheter management plans or diabetes management plans. 
In my view the service should seek to clarify its referral pathways, however, I am satisfied on the evidence available that referrals are generally made in a timely and appropriate manner. I have considered information about recording of information on risks and mitigation strategies in other requirements.
As to Compliant requirements 3(3)(a) and 3(3)(g)
The service provides showering to consumers and does not provide clinical care. A review of a consumer’s support plan demonstrated that the service is providing them with services that are  tailored to their needs, for example, staff are provided information that enables the consumer to undertake part of her showering themselves, maintaining their dignity and independence. The consumer’s representative said that staff know what they are doing, and if there are any small changes to the routine, they will let them know. Staff were able to provide detailed information on how they assist the consumer and how they support them.
All consumers interviewed reported that staff wear masks when undertaking services. Management reported that all staff undertake infection control during induction training and ongoing modules, must notify the service if unwell prior to shift and must sign a wellness to attend contained on the mobile ‘app’. Management reported that consumers are required to notify the service if unwell.
All staff interviewed reported that they wear masks, and use PPE when required. Staff said the mobile app prompts them to ask consumers risk-based screening questions about how they are feeling before they are able to commence the shift.
The Assessment Team sighted staff training attendance records for modules pertaining to minimising infection related risks. Staff undertake donning and doffing and handwashing procedures during induction. The service has a suite of COVID 19 policies and procedures. 


Standard 4
	[bookmark: _Hlk106628614]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
Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Compliant with all applicable requirements of this Standard. A finding of Compliance in all applicable requirements results in a finding of Compliance for the Standard.
As to requirement 4(3)(a)
Consumers reported that the service made them feel safe, and that they were able to receive supports and services that enabled them to remain at home and maintain independence. For example, the representative for a consumer said that the service enables the consumer to attend medical appointments, and go to a coffee shop for a coffee. The service also take them for drives which the consumer loves. 
The Assessment Team sighted care planning documentation for consumers receiving services, and noted that consumer goals and tasks, reflected the information provided by both consumers and staff. All staff and management interviewed knew the consumers and their needs, goals, and preferences. Staff interviewed spoke about the supports and services that they provided for consumers and how these assisted the consumer. 
The Assessment Team noted concerns about a consumer not receiving assistance with showering for two weeks, and for another consumer that information about an injury not being recorded and a welfare check not being followed up. I have considered these matters under other requirements.
I find this requirement Compliant.
As to requirement 4(3)(d)
The Assessment team found that the service was unable to demonstrate that information about consumers condition, needs and preferences are communicated with others where care is shared. It stated there was evidence that information used by the service regarding external care and services was not accurate, including there being no evidence of a consumer being referred for assistance with mental health and substance abuse issues.
I am not able to substantiate this example, and not that I have considered the issue of communication of consumers’ personal needs under other requirements.
I find this requirement Compliant.
[bookmark: _Hlk143776853]As to requirements 4(3)(b), 4(3)(c) and 4(3)(e)
The service could demonstrate that consumer emotional, spiritual, and psychological well-being was promoted in the provision of daily supports and services. Consumers and/representatives said that they felt the service would recognise when they or the consumer was feeling low. All staff interviewed said that they could identify when consumers were feeling low, and were able to put in place strategies to assist the consumer. 
All consumers interviewed said the service enables them to participate in their communities, do things of interest to them. Staff interviewed spoke about how consumers remained connected with their community, friends, and family, and gave examples. All staff interviewed spoke about how the assisted consumers to participate in the community and undertake activities that were of interest to them, and how consumers were able to maintain personal relationships.
Management reported that when required, consumers are referred to other organisations and providers of care and services. Management said that they assist consumers to contact MAC for additional supports if required, and would contact family or the consumer’s medical practitioner if necessary. Management reported that where there are concerns regarding deterioration, the service uses an external clinical agency to discuss consumers, and seek advice.


Standard 5
	Organisation’s service environment
	CHSP


The organisation does not provide a service environment therefore this Standard is Not Applicable and was not assessed 

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
Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Non-Compliant with requirements 6(3)(c) and 6(3)(d), and Compliant with requirements 6(3)(a) and 6(3(b).
A finding of Non-Compliance in one or more requirements results in a finding of Non-Compliance in the Standard.
As to requirement 6(3)(a)
The Assessment team found that consumers interviewed said that they are in regular contact with their support workers and their support planner to discuss their care and services and provide any feedback. Consumers said they would feel comfortable raising any concerns to staff and that they felt appropriate action would be taken.
However, the Assessment team found the service could not demonstrate a method to capture feedback and complaints such as on a form or in a complaints register. The service could not provide evidence that there is currently a system in place to capture, monitor or report on trends. Service staff said that they regularly speak with consumers to obtain feedback on their services. However, the service could not present evidence that these conversations had taken place and there was no documentation available in consumer files to indicate this.
The service presented an organisation-wide Complaints Policy and Procedure that identified the process of responding to and resolving consumer complaints, including recording the concerns and the outcome of the complaint. A review of consumer files did not indicate any feedback or concerns had been recorded in the form of progress notes, phone calls or feedback forms.  
In its PCI the service provider indicated that a Feedback and Complaints form had now been implemented and provided a copy. In its written response its noted that a procedural direction ensures all complaints are recorded, entered into its Incident Management System (ISO pro), and dealt with through a transparent, informative and responsive manner. It stated that all staff are trained in the Complaints Procedure at Induction and through refresher training. It noted that prior to the audit and under review there were no complaints logged in (ISOpro).It stated that the consumers were contacted by the Assessment team on the day, and that the Assessment team identified no concerns or complaints through the phone conversations that were conducted with the service’s consumers. The service provider also noted that there are progress notes that are recorded by a support planner every time a phone call is made or a home visit conducted, and that a transition to the Visual Care System was implemented in late March 2023.
I consider that generally consumers and other relevant parties do know how to provide feedback and make complaints, and feel comfortable doing so. However, I am not satisfied that feedback and complaints are always recorded, which I have considered in requirement 6(3)(d). The service provider is encouraged to continue progressing the improvements it identified in relating to capturing all feedback and complaints.
I find this requirement Compliant.
As to requirement 6(3)(b)
The Assessment team found that consumers interviewed said that they could not recall being provided information about advocacy services, language services or alternative methods to raise and resolve complaints.  Consumers said they recalled being provided an information booklet when they commenced services but could not specifically say that it contained this information.
Most staff members interviewed said that they could not recall a time where they offered to assist a consumer with accessing an advocate, language services or with contacting the Commission to raise a complaint. A review of the organisation-wide Complaints Policy and Procedure indicated that consumers should be referred to the Commission or other external complaints services, as well as advocates and language services where required. 
The Assessment team reviewed the consumer information booklet that staff confirmed is provided on commencement of services, however the booklet was mainly aimed at their clients engaged under the NDIS program. The booklet did not contain information about aged care specific advocacy, language services or external complaints bodies. 
The Assessment team observed a flyer posted in the public office area indicating the methods for clients to raise complaints, however it did not include aged care specific information.
In its PCI the service provider indicated that a Welcome pack was in place at the time of the Quality Audit which contained information regarding Advocacy, Language, Culture, Complaints and feedback procedure. It provided an ‘Aged care Information Booklet’ which detailed, relevantly, contact information for the Commission, the Commonwealth Ombudsman and the 
Older Person’s Advocacy Network (OPAN). While these details do not make reference to language services, on balance I am satisfied this information is accessible to consumers, however the service provider should consider specific reference to language services. 
I find this requirement Compliant.
As to Non-Compliant requirement 6(3)(c)
[bookmark: _Hlk144102126]The Assessment team found that consumers said that they felt that staff would take appropriate action in response to their complaints or feedback. A consumer interviewed said that they raised a minor issue in regard to the timing of their scheduled service with the support worker, and their concern was resolved on the spot. Service staff said that they regularly speak with consumers and resolve concerns verbally and consumers are mostly satisfied with this process. 
Support staff also reported that when they received complaints from consumers, they immediately informed the service, however the service was unable to present evidence that these conversations had taken place and there was no documentation available to demonstrate consumer complaints had been captured and resolved. The Assessment team found that the service currently has no method for recording or documenting how complaints are resolved, and does not have a current feedback or complaint register.
Some staff could demonstrate an understanding of the concept of open disclosure, however not all staff were familiar with the term and could not demonstrate how open disclosure is used when responding to consumer concerns. 
The Assessment team stated that the service’s Complaints Policy and Procedure did not refer to open disclosure or provide any guidance for staff on how it can be implemented.
In its PCI the service provider stated that a Complaints register was now in place to supplement its ISOpro complaints management system at an organisational level.
I acknowledge the improvements implemented by the service provider, however I am not satisfied this demonstrated that it has an effective system to ensure appropriate action is taken in response to complaints. I consider that the service provider needs time to demonstrate the effectiveness of its enhanced system.
As to Non-Compliant requirement 6(3)(d)
The Assessment team found that as the service does not currently have a system for recording and resolving consumer complaints such as a complaints register, it could not demonstrate that feedback and complaints are currently used to review and improve the quality of services. The Assessment team also found that the service did not have an effective system for recording all feedback and complaints are always recorded, which in my opinion would reduce the effectiveness of systemic review of complaints. I have considered information about capturing all feedback and complaints in requirement 6(3)(a).
The operations manager said that they have recently distributed a client satisfaction survey to all clients across the CHSP and NDIS programs, and that the results of the survey would be analysed and trended by the organisation’s research team, with the results provided to the service as a report. The Assessment team reviewed the client satisfaction survey which showed that most questions were generic or directed toward the NDIS program, with only one question that was targeted toward CHSP consumers.
The operations manager said that they provide monthly reports to the CEO and board which includes information about complaints trends. The Assessment team reviewed the last two reports which did not include any information about complaints and feedback. 
Additionally, the reports have a specific section named ‘organisational goal – client voice (results of client surveys, engagement, co-design, forums)’. In one report, the section was left blank, and in another, there was reference to planning the above-mentioned client satisfaction survey.
In its PCI the service provider indicated that a Feedback and Complaints form had now been implemented and provided a copy. In its written response its noted that a procedural direction ensures all complaints are recorded, entered into its Incident Management System (ISO pro), and dealt with through a transparent, informative and responsive manner. It stated that all staff are trained in the Complaints Procedure at Induction and through refresher training. It noted that prior to the audit and under review there were no complaints logged in (ISOpro). It stated that the consumers were contacted by the Assessment team on the day, and that the Assessment team identified no concerns or complaints through the phone conversations that were conducted with the service’s consumers.
I acknowledge the service provider’s commentary on the recording of complaints, and the improvements it detailed, however I am not satisfied this demonstrated that it has an effective system to ensure feedback and complaints are reviewed and used to improve the quality of care and services. I consider that the service provider needs time to demonstrate the effectiveness of its enhanced system. 

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.
	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.
	Non-compliant 


Findings
Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Non-Compliant with requirement 7(3)(e), and Compliant with requirements 7(3)(a), 7(3)(b), 7(3)(c) and 7(3)(d).
A finding of Non-Compliance in one or more requirements results in a finding of Non-Compliance in the Standard.
As to Non-Compliant requirement 7(3)(e)
The Assessment team reported that Management advised they have had performance management and appraisals completed in the past, however a recent restructure has occurred due to senior leaders’ resignation so this has not happened for multiple months. 
Management said assessment, monitoring and review of the performance of support workers is due to commence soon, as a new operations manager overseeing the area is moving into the role. The Assessment team found that Management could not demonstrate that performance management or appraisals had taken place for support workers or operational staff in the past or provide documentation of past performance appraisals.
Support workers said that they had informal meetings with their manager but could not recall any formal performance appraisal processes or completing a performance appraisal document. Management produced a ‘reflective supervision’ template that they said will be used in future for performance management of staff. The Assessment team reviewed the template which included sections for professional development needs, reviews with the employee regarding workload, reviews with the employee about their strengths and areas for improvement. The service could not provide any completed reflective supervision records.  
The service provided an organisation-wide Performance Appraisal Procedure that indicates the process should occur at least once every 12 months and that outcomes of the performance appraisal must be documented and stored.
The service acknowledged that they had not completed any performance appraisal or management processes in the past and advised they have committed to ensuring this is completed as soon as possible.
In its PCI the service provider stated that performance appraisal mechanisms and practice will now meet policy and procedure requirements. While I am satisfied this shows a willingness to address the issues identified, it does not challenge the Assessment teams findings and indicated this process is still in train.
As to requirements 7(3)(a), 7(3)(b), 7(3)(c) and 7(3)(d)
Consumers interviewed said that they mostly receive consistent services as per their required schedule and the service always contacts them in advance if there are any changes to their services. Consumers said they know the staff members well and there is consistency with the staff members that they interact with.
The service demonstrated that there is an effective system in place to support sufficient staff numbers of skilled and qualified staff. Management acknowledged that there have been challenges with staff recruitment and retention, particularly for support workers, and that they are attempting to recruit more staff members.
Management said that all office-based staff have been employed mid to long term. Management said that all staff are multi-skilled and can fill in for others in the event of planned or un-planned leave. The Assessment team recorded details of a number of unfilled service shifts in recent months. Management provide some context on these shifts, and detailed the processes it was implementing to resolve this issue. This includes developing sub-contractor agreements with local recruitment agencies to source support staff in the event of an unfilled shift. 
Consumers and representatives confirmed staff treat them with respect and are responsive to their needs. All staff interviewed were aware of the process of identifying and reporting elder abuse and have completed training in this area. 
The Assessment team sighted the training register which indicated all staff have completed training on cultural sensitivity, including an additional module for cultural knowledge for Aboriginal and Torres Strait islander consumers and recognising elder abuse and neglect. 
All staff spoke about consumers in a caring and respectful manner, and consumer files were written in a way which indicated cultural and diverse needs and preferences were recorded appropriately and was done so in a way that respected their dignity. 
The service has an ‘Elder abuse identification and response procedure.’
The service described having a recruitment process and an initial onboarding process to ensure that the workforce that is hired is competent to perform their roles. Recruited staff must have relevant qualifications specific to their roles or be willing to undertake the necessary training. 
Management said that support workers must have either a Certificate III in individual support, be willing to enrol in a traineeship to obtain the certificate, or have extensive industry experience. The organisation has an internal RTO that offers the certificate and which staff are able to enrol in to complete the required training while on the job.
The service follows the organisation’s extensive induction program for all staff. The Assessment team reviewed the induction which includes 12 weeks of training, learning and supervision from experienced staff. The induction also includes information for new staff on responding to and reporting elder abuse and neglect, valuing cultural diversity and positive workplace behaviour. 
Support workers who had undertaken the induction spoke positively of the experience and said that they felt confident in undertaking the role after completion of the induction. 
Management said that face to face meetings with all staff occur quarterly where training is delivered on a range of topics such as caring for people living with dementia, first aid, and restrictive practices. 
The Assessment team reviewed the Employee connect HR system which comprehensively included a list of all employee’s qualifications and compliance checks. All qualifications and checks appeared to be up to date. 
Management advised that all staff must complete mandatory training during onboarding and induction, and every 12 months thereafter. A number of mandatory topics are included. Management advised that all staff have completed mandatory training in the last 12 months, and the Assessment team sighted the mandatory training register which confirmed this. 
Ongoing training and support are offered to all staff where it is required. The induction handbook was reviewed by the Assessment team and demonstrates a robust recruitment and induction procedure for onboarding staff across the organisation. 
Staff said they have ongoing contact with their colleagues and managers to discuss any clients with complex needs, or any other concerns or issues that may arise. Some staff said they participate in regular ‘supervision’ which involves having their work shadowed for a selected period to support ongoing learning and development. Staff spoke positively of this process. 
The Assessment team reviewed the workforce development training plan, which included information on how staff can access policies, procedures, and manuals to support them to perform their roles effectively. Staff were aware of where to access this information. 
The service has a Worker Standards Policy that aims to ensure all employees are provided adequate training and support to enable them to perform their roles effectively. The policy outlined strategies available to do this, such as ongoing training and support.


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.
	Non-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.
	Non-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.
	Non-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
Based on the information I have reviewed, summarised below, I find the service provider, in relation to this service, Non-Compliant with applicable requirements 8(3)(a), 8(3)(b), 8(3)(c) and 8(3)(d).
A finding of Non-Compliance in one or more allicable requirements results in a finding of Non-Compliance in the Standard.
As to Non-Compliant requirement 8(3)(a)
The Assessment team found that consumers interviewed said that they would feel comfortable providing feedback on their care and services however had said they could not recall a time where they had to do so. The service said that consumers are regularly consulted by phone to encourage them to provide feedback or suggestions on their care and services but could not demonstrate where this information had been captured or how it is used to identify improvements to service delivery.
Management provided a continuous improvement plan for May of 2023 only, which did not include any items that were identified or developed in consultation with consumers or their representatives, or as a result of consumer feedback or suggestion. 
Management said they have recently commenced a consumer satisfaction survey which they intend to use the results to identify continuous improvement items for service delivery. The Assessment team reviewed a copy of the survey; however, it was mainly directed at clients under the NDIS program and questions leant towards this. 
The service could not demonstrate that any client surveys had been completed in the past for the CHSP program and did not have any records of consumer consultation.
In its PCI the service provider indicated that a feedback and complaint form was now in place and a new consumer Aged Care Specific survey was being developed.
I acknowledge these improvements but note they are either recently implemented or in train, and will take time to become embedded. The service provider will require time to ensure that, in relation to feedback and complaints and client surveys in particular, that consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
[bookmark: _Hlk144105589]As to Non-Compliant requirement 8(3)(b)
The Assessment team found that the Board of directors work across the ACT, and Western and Southern NSW, and that is comprised of members with a range of experience and skills. Management said that they provide monthly updates to the CEO and Executive Manager, which is consolidated with other regions and provided to the board, via a report that summarises the key business areas across all programs. This includes information about industry reforms, complaints and incidents and staffing. 
However, management said that since a new CEO had been appointed earlier in 2023, no summaries or reports on the service’s care and services had been provided to them. The Assessment team reviewed the reports from January, February, and March of 2023. The reports briefly mentioned the implementation of the new information management system for the CHSP program. The reports did not include any information about complaints or incidents trends or staffing or sub-contracting arrangements for the CHSP program. 
Management said that the governing body meet quarterly to discuss risk, complaints, incidents, and continuous improvement across the organisation. Management said they will only be invited to attend the meetings if there has been a significant complaint or incident raised with the governing body. Management confirmed that a significant complaint or incident has not been raised since before 2017. 
The Assessment team found that the service could not demonstrate that the governing body had communicated with management regarding the lack of reported incidents, consumer risks or complaints in the last five years of monthly reporting.
In its PCI the service provider indicated that it accepted these findings, but noted it had identified there had been no reportable incidents and no registered complaints over this time. It stated that data will now be collected via the new incident Register and Complaints and Feedback Register and reported on to the Clinical Care, Risk and Governance Committee.
I acknowledge these improvements but note they are either recently implemented or in train, and will take time to become embedded.
As to Non-Compliant requirement 8(3)(c)
[bookmark: _Hlk144108087]The Assessment team found that the service is not using effective organisation wide governance systems relating to information management, continuous improvement, financial governance, workforce governance, regulatory compliance and feedback and complaints.  
I have not identified any concerns in relation to financial governance and workforce governance but have identified concerns in relation to information management, continuous improvement, regulatory compliance and feedback and complaints, as follows:
Information management 
The service advised that they have implemented a new electronic information management system, Visual Care, in February of 2023. Management said that the organisation’s IT department was responsible for transferring all client information from the previous system to Visual care, and this has been completed successfully. Staff interviewed said they were not aware on how to use Visual care in all its capacities and management said they had not yet implemented training for staff to rectify this. Training was currently being developed to assist staff to use it effectively. A review of consumer files in Visual care indicated that key client information such as high prevalence risks and alerts, incidents, progress notes and client contacts are not being recorded. Operational staff said that the Visual care app is useful for them to be able to record information about client contacts such as changes to a consumer’s condition or alerts and were confident that the system captures this information to inform future services.
Continuous improvement
The service provided a basic continuous improvement plan with their initial documents, that included four items all with a scheduled completion date of December 2023. The service could not provide a continuous improvement plan from before May of 2023 with ongoing or completed items, nor could they demonstrate the method of identifying and tracking continuous improvement items. The service could not demonstrate that consumers or staff are engaged in the continuous improvement of service delivery. The monthly reports provided to the board, CEO and executive director did not include information about continuous improvement nor the identification or continuous improvement items. The service could not demonstrate that they have a continuous improvement policy or procedure. 
Financial governance
Management said that they compile a monthly income and expenditure statement across the CHSP program which is provided to the CEO for oversight. They said that if a significant surplus or deficit is identified an explanation must be provided as to why the change occurred and the process for it to be rectified. Management said they could not recall this occurring. 
The service said that they are planning to introduce co-contribution fees for consumers to contribute to the cost of their care where they are able. They provided an explanation letter that will be sent to all consumers and said they will ensure a consumer is financially able to contribute and understands the process before it is implemented. 
I am satisfied an appropriate system is in place in relation to Financial Governance.
Workforce governance
The Assessment team reviewed job descriptions for support workers, support planners and the systems support officer. Both the support planner and systems support officer roles did not make any reference to working under the CHSP program and were dated from 2016.
Management confirmed that all staff members, both operational and management, should be provided with a job description that include clear explanations of roles and responsibilities. 
Staff interviewed said they will help out wherever business requirements or priorities lie, and that these tasks may not necessarily fall within the scope of their job description. However, staff said they are in continuous contact with their colleagues and managers and feel well-supported when completing such tasks. 
Regulatory compliance 
The service monitors staff compliance with required regulations for all staff, both operational and management. The Assessment team sighted the service’s HR system, employee connect, which included checks for all staff such as driving license, police check, first aid certificate, vaccinations, comprehensive insurance. All staff were up to date with all required regulations. Management said that the system has capability to alert the staff member and their manager via email when a regulation is coming up for expiry, at the four-week, two week and 1 week mark and this has always worked successfully. 
The service said they currently have informal sub-contracting arrangements in place with support worker agencies in the local area to call upon when a shift may be unfilled. Management said they contact the agencies via phone, email or with a referral form when a shift needs to be filled. However, the service could not demonstrate that sub-contracting agreements are currently in place, nor that they had checked the organisations’ required regulations such as insurances, police checks or licenses. Management advised they are currently developing these agreements with the external organisations and hope to have them in place as soon as possible. 
Feedback and complaints 
The service currently has no method for recording or documenting complaints and does not have a current feedback or complaint register. Further information is detailed in Standard 6 requirements 6(3)(a) and 6(3)(d).
In its PCI, in response to all these matters, the service provider indicated systems and Service agreements now in place and address all requirements. However, while I am satisfied the service provider is implementing improvements in all these matters these improvements will take time to become embedded, and the service provider will need time to demonstrate their sustainability.
As to Non-Compliant requirement 8(3)(d)
The Assessment team found that the service is not using effective risk management systems and practices, including managing high impact rinks, identifying, and responding to abuse and neglect of consumers, supporting consumers to live the best life they can and managing and preventing incidents. I have not identified any concerns in relation systems for identifying and responding to abuse and neglect of consumers and supporting consumers to live the best life they can, noting I have considered that information under other requirements. I have identified concerns in relation to managing high-impact and high-prevalence risks and managing and preventing incidents, as follows:
Managing high-impact and high-prevalence risks
Staff said that they manage high impact and high prevalence risks associated with consumers by utilizing assessment tools such as an individual risk assessment plan and a WHS site assessment of a consumer’s home before services are commenced. Staff said they gather the information for these assessments from the MAC record, such as medical diagnoses and current needs and goals, which are drawn upon further during assessment. 
Management confirmed that the primary way to identify and respond to consumer risk is through the support plan and individual risk assessment plans. Management said that although there is no central consumer risk register, as the service has fourteen CHSP consumers registered, staff know consumers and the risks associated with their care well. 
While I acknowledge these matters, I am not satisfied that all relevant information is effectively captured and documented to support the effective management of high impact or high prevalence risks associated with the care of each consumer.
Identifying and responding to abuse and neglect of consumers
All staff interviewed said that they had completed training on how to identify and respond to situations of elder abuse and neglect, and staff were able to describe what process they would follow if this was identified. The Assessment team reviewed the Elder Abuse Identification and Response Procedure which also identified what instances of abuse may look like, the process staff should follow, and examples of support and advocacy services for staff to access. 
The service could demonstrate that staff had received training in SIRS, and staff interviewed said they had received information. The service has a SIRS policy and procedure dated 2022.
Supporting consumers to live the best life they can
Consumers sampled said that their support workers have built rapport with them and know what is important to them. Consumers said staff allow them to guide them in developing services to their needs and preferences.
The service has a policy that includes information about dignity of risk which describes the concept of supporting consumers to live the best life they can and have a dignity of risk form that is utilized in an instance where a consumer is supported by the service to take risks.
Managing and preventing incidents
Management described the process that all staff must follow when witnessing and reporting an incident. The service utilizes an organisation-wide incident management system, ISOpro, and incidents are also recorded in Visual care. 
Although management reported that no incidents have been recorded since 2017, the Assessment team identified multiple consumer related incidents, such as falls that have occurred recently. 
The service advised that they did not record these incidents in the management system or report to management or the board as they did not occur in the presence of staff members or during a scheduled service. Review of both ISOpro and Visual care did not show evidence of incidents including the above examples being recorded, or risk mitigation strategies being implemented after the incident occurred. 
The service could not demonstrate that an overarching incident register is regularly maintained, nor have incident trends been analysed and reported on to senior management and the governing body.
In its PCI, in response to all these matters, the service provider indicated that the recording,  managing and prevention of incidents required a review of current practices. It further stated that an Incident register is now in place which is directly connected with an alert to staff, coordinators, and managers when an incident occurs.
While I am satisfied the service provider is implementing improvements in all these matters these improvements will take time to become embedded, and the service provider will need time to demonstrate their sustainability.
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