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	[bookmark: _Hlk112236758]Name:
	Canterbury City Community Centre

	Commission ID:
	200577

	Address:
	130 Railway Parade, LAKEMBA, New South Wales, 2195

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	4 March 2025 to 6 March 2025

	Performance report date:
	8 April 2024

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.

Services included in this assessment
[bookmark: SERVICEALLOCATIONLIST]Home Care Packages (HCP) included:
Provider: 6972 Canterbury City Community Centre Inc
Service: 23575 Canterbury City Community Centre

Commonwealth Home Support Programme (CHSP) included:
Provider: 7574 Canterbury City Community Centre Inc
Service: 23676 Canterbury City Community Centre Inc - Community and Home Support
This performance report
This performance report has been prepared by Gill Jones, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the services it operates, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment contact (performance assessment) – site report was informed by a site assessment, observations, review of documents and interviews with staff, older people/representatives and others
· the provider’s response to the assessment team’s report received 28 March 2025.


Assessment summary for Home Care Packages (HCP) 
	[bookmark: _Hlk177044633]Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 6 Feedback and complaints
	Not applicable

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


Assessment summary for Commonwealth Home Support Programme (CHSP)
	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 6 Feedback and complaints
	Not applicable

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
[bookmark: _Hlk193453874][bookmark: _Hlk193454639]Requirement 2(3)(a)
Ensure 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.
Requirement 2(3)(e)
[bookmark: _Hlk195076513]Ensure the effectiveness of care and services provided to consumers is reviewed a minimum of annually and when consumers experience events that would warrant a review.
[bookmark: _Hlk193453951]Requirement 7(3)(c)
Ensure the workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles through the provision of appropriate training.
Requirement 7(3)(d)
Ensure the workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards and legislative requirements are met. 
Requirement 7(3)(e)
Ensure the regular assessment, monitoring and review of the performance of each member of the workforce is undertaken and performance issues are managed to protect consumers.
[bookmark: _Hlk193454847]Requirement 8(3)(c)
Ensure effective organisation wide governance systems are in place for information management, continuous improvement, financial governance, workforce governance, including the assignment of clear responsibilities and accountabilities, regulatory compliance and feedback and complaints
Requirement 8(3)(d)
Ensure effective risk management systems and practices are in place for managing high impact or high prevalence risks associated with the care of consumers, identifying and responding to abuse and neglect of consumers, supporting consumers to live the best life they can and managing and preventing incidents, including the use of an incident management system.
[bookmark: _Hlk193454859]Requirement 8(3)(e)
Ensure a clinical governance framework is in place to provide effective clinical oversight of services provided and includes antimicrobial stewardship, minimising the use of restraint and open disclosure.


Standard 2
	[bookmark: _Hlk106628362]Ongoing assessment and planning with consumers
	HCP
	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.
	Not Compliant 
	Not 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.
	Not Compliant 
	Not Compliant 


Findings
Requirement 2(3)(a)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance.
During the Assessment Contact conducted on 4 - 6 March 2025 the service did not demonstrate assessment and planning, including consideration of risks to their health and well-being informs the delivery of safe and effective care and services for either CHSP or HCP. Whilst consumers and representatives confirmed they are regularly consulted during the assessment and care planning process and management and staff could describe the assessment process, documentation reviewed showed assessments using a validated tool are not used to develop support plans, assessments are not always undertaken and risks to a consumer’s health is not always considered. The consumer’s medical conditions are often not recorded which makes the identification of risks associated with the consumer’s health difficult. Where a serious medical diagnosis was known for one consumer the consumer’s care plan did not contain strategies to address the risk identified. For another consumer experiencing behaviours due to a psychiatric condition the care plan did not contain the geriatrician’s recommendation and strategies to mitigate behaviours. For a third consumer with Type 1 diabetes on insulin the care plan did not contain strategies to manage diabetes and there was no diabetic management plan. 
Clinical services being provided by subcontracted services to address risks to the consumer’s health were not included in the service’s care plans and management could not locate any documentation regarding clinical care being provided. For one consumer there was no information available about the wound being managed by the contracted nursing service and the service could not confirm what clinical care was being provided as they had no information from the contracted agency about the care being provided to the consumer.
Where restrictive practice was being used there were no behaviour assessments, a behaviour support plan or information about informed consent in relation to the use of the restrictive practice. For one consumer who was subject to restrictive practices there had been no follow-up assessment by Dementia Service Australia prior to the restrictive practice being implemented. As the service had not adequately considered how to provide the consumer with his medication at the weekend the consumer was placed at an increased risk from unsafe safe medication practices implemented by the service.
When incidents occurred, assessments were not completed to ensure strategies were implemented and added to the consumer’s care plan to manage the risk. For one CHSP consumer who ‘wandered off’ during an outing the consumer’s support plan not updated to reflect this incident or any strategies to mitigate this risk. A SIRS report was also not completed.
The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised for individual consumers in the report and all have been reassessed and their care plans updated. The provider stated they have now engaged a contractor to complete clinical assessments when required to ensure consumers clinical needs are assessed and risks to their health, safety and wellbeing are identified. The Approved Provider submitted a plan for continuous improvement (PCI). This outlined remedial actions they intend to take which included reviewing care planning processes, implementing the use of a risk assessment tool to identify vulnerable consumers (in order to prioritise them for clinical assessment) and train staff.
Requirement 2(3)(e)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance.
During the Assessment Contact conducted on 4 - 6 March 2025 the service did not demonstrate care and services are reviewed regularly for effectiveness and when circumstances change for CHSP or HCP. Consumers and representatives said they were informed when there were changes and staff interviewed could describe their processes when there are changes to a consumer’s condition. However, documentation reviewed showed support plans are not updated when there are changes to the consumer’s condition. Reassessment of consumers is not occurring after significant events like discharge from hospital after a fall at home, an adverse event occurring in hospital, changes in behaviour or when entering palliative care. One consumer received only one visit in a six-month period to reassess their condition and care needs after being referred to another agency for palliative care. This was despite the care worker recording the consumer was ‘struggling’.  The service was unable to provide any documentation or information in relation to the palliative care the consumer was receiving from the other agency during this period leading up to their death. Furthermore, care plans are not being updated following significant events to reflect changes in the consumer’s needs placing the consumer at risk as evidenced in Requirement 2(3)(e).  Clinical assessments and case conferences have not been conducted when consumer’s condition changes. Care plans are not being reviewed routinely and a minimum of annually for HCP or CHSP. The service does not have a robust system in ensuring care and services are regularly reviewed and support plans are updated with current information. 
[bookmark: _Hlk195072810]The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised about consumer’s care needs not being reviewed at least annually and has implemented a system for capturing reviews due. The Approved Provider submitted a plan for continuous improvement (PCI) with their response. This outlined remedial actions they intend to take which included to implementing changes to their governing body and appointing a clinical consultant as well as conducting internal audit of their newly implemented assessment and planning processes. 


Standard 6
	Feedback and complaints
	HCP
	CHSP

	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 
	Compliant 


Findings
Requirement 6(3)(b)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been successful in rectifying this non-compliance.
During the Assessment Contact conducted on 4 - 6 March 2025 the service demonstrated consumers are made aware of and have access to advocates, language services and other services for raising and resolving complaints. Consumers and representatives provided positive feedback in relation to being able to make complaints and provide feedback as well as having access to information in their language. Consumers confirmed they were aware of advocacy services available. Staff were able describe how they communicate with consumers who do not speak English. Documentation reviewed showed information is available to consumers in other languages.
Based on the findings by the Assessment Team I find this requirement compliant.

Standard 7
	Human resources
	HCP
	CHSP

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Not Compliant 
	Not Compliant 

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant 
	Not Compliant 

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Not Compliant 
	Not Compliant 


Findings
Requirement 7(3)(c)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance. 
During the Assessment Contact conducted on 4 - 6 March 2025 the service did not demonstrate their workforce is competent and that members of the workforce have the knowledge to effectively perform their roles.  Whilst consumers and representatives provided positive feedback about staff and said they felt staff were competent, documentation did not support that staff were provided with adequate training to perform their roles. Management stated they do not have a system in place to identify training needs for their staff. Staff interviewed were unclear of their scope of practice and confirmed they had not been provided adequate training on a range of topics including infection control, the Serious Incident Response Scheme (SIRS), complaints handling or COVID-19. Staff were providing medication without assessment of their competence to do so which management of the service were unaware of. There was no evidence of systems in place to assess the competence and skills of staff to ensure ongoing development of skills in alignment with their roles and responsibilities. The training register shows that appropriate training is not provided to all staff as required by their role. Additionally, there is no monitoring of whether clinical staff employed by a subcontracted agency are working within the scope of their responsibilities and skills in delivering clinical care. 
The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised and submitted a plan for continuous improvement (PCI).  The PCI outlined remedial action the Approved Provider intends to take which included developing a learning and development framework, conducting a skills gap and scope training provision to address gaps identified.
Requirement 7(3)(d)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance. 
During the Assessment Contact conducted on 4 - 6 March 2025 the service demonstrated recruitment practices ensure staff have appropriate qualifications as determined by their potential role. Personnel files reviewed included copies of relevant qualifications, police checks and referee reports. However, the service continues to demonstrate insufficient support in the training and education of staff members to deliver safe and quality outcomes for consumers in line with the Quality Standards. Staff training needs were not identified as there was no process in place to do so. Whilst staff felt equipped to perform their roles in respect of some specific training provided like manual handling, it was evident that the service did not provide adequate training to equip staff to deliver the outcomes required by the Quality Standards. Training is not provided around complaints handling, open disclosure, feedback or advocacy. Few staff had completed training in SIRS and incident management, infection control, supporting consumers with changed behaviours and medication prompting despite these being key functions of their care roles. Management did not have sufficient knowledge to identify serious incidents that require reporting under the SIRS as evidenced by SIRS reporting not being attended to. The training register was incomplete with no dates on the register for training completed so the service could not determine when individual staff had completed training and when it would be due for renewal.
The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised and submitted a plan for continuous improvement (PCI).  The PCI outlined remedial action the Approved Provider intends to take which included improving the training tracker to document training staff have completed, adding key training to the training calendar and implementing new training modules for staff.
Requirement 7(3)(e)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance. 
During the Assessment Contact conducted on 4 - 6 March 2025 the service did not demonstrate systems for effectively reviewing the performance of staff. The service developed a formal performance review system but only six performance reviews have been completed. Management confirmed there are another 5 performance reviews due for completion by the end of March 2025. However, except for one CHSP support worker, no care staff have had a performance review completed. Management could not provide a timeframe for completing performance reviews for all staff. Regular assessment, monitoring and review of the performance of each member of the workforce is not occurring. In addition, formal performance management has not been attended to for staff who have been identified as requiring it, posing significant risk to consumers. Management did not demonstrate they have sufficient knowledge to identify and manage poor performance placing consumers at risk. In one instance the performance of one staff member was not adequately monitored resulting in harm to a consumer. 
The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised and submitted a plan for continuous improvement (PCI).  The PCI outlined remedial action the Approved Provider intends to take which included developing a calendar to complete performance reviews, training for managers in managing performance and ensuring consumer feedback is considered as part of the performance review process.


Standard 8
	Organisational governance
	HCP 
	CHSP

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

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

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


Findings
Requirement 8(3)(c)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance.
[bookmark: _Hlk195074389]During the Assessment Contact conducted on 4 - 6 March 2025 the organisation did not demonstrate effective information management systems as information was not readily accessible across the organisation. The service cannot identify current consumers receiving CHSP services and struggled to produce a list of HCP consumers. Staff records were kept in multiple electronic and physical locations and were not easily accessible. Information contained in incident management systems did not identify basic information to enable effective oversight or management and did not allow for full investigation of incidents and trending of information. Information contained in feedback and complaint register did not identify basic information to enable effective oversight or management of complaints leading to resolution.  There was inconsistencies and conflicting information provided regarding practices for consumer documentation resulting in information not being added to the consumer’s notes leading to lack of continuity of care and information sharing. Registers and spreadsheets generated by the organisation (outside of electronic systems) included outdated or incomplete information, for example, the training register. Additionally, there was no record or system for maintaining expiry dates and renewal dates for contracted staff and services.
The organisation does not have the appropriate processes in place to obtain the appropriate or relevant information in a manner that allows this to be escalated to the risk committee, the quality care committee and to the Board. The service uses information gathered from team meetings to provide reports to the risk committee, however, these meetings are not minuted so outcomes are not recorded. There is no mechanism to receive information from the brokered nursing agency to provide clinical information to the Board resulting in incomplete information being presented to the Board for organisational oversight. Only significant complaints were escalated to the Board but serious incidents were not included in reports to the Board. 
In terms of continuous improvement, a number of items remained outstanding in the services PCI. Improvements identified following the Quality Audit had mostly not been implemented nor has significant action been taken to effect improvement. Of particular note, plans to address the identified lack of clinical expertise and clinical oversight have not been realised resulting in risks to consumers remaining in place. While management stated the PCI is informed by feedback, complaints, observations, meetings etc, this was not evidenced in the PCI.
In relation to financial governance, the organisation was currently managing a complaint escalated to the Commission regarding incorrect charging of GST to HCP consumers. Management acknowledged the error, and reported a refund had been given, although later stated only refunds were provided to the complainant. In relation to unspent HCP funds, a number of consumers had high amounts of unspent funds. The organisation does not monitor unspent funds on a regular basis, and do not have a threshold where they commence discussions with consumers to utilise unspent funds.
In relation to workforce governance, the organisation does not have staff or services to ensure the effective management of the clinical needs of consumers. There was no evidence that a one-off nursing assessment were performed when a consumer presented with a clinical need. The organisation utilises a range of contractors for garden and lawn maintenance services. Some contractor information was incomplete and agreements contained outdated insurance details. The organisation’s human resources management demonstrated there were ineffective systems in place to ensure staff had the training and knowledge to perform their roles, and performance management systems were not in place to ensure staff complied with their workplace responsibilities. The majority of annual staff performance appraisals remained outstanding. Staff performance was not addressed to ensure safe delivery of care. The lack of consistent and relevant training had not been identified as a contributing factor to the poor performance of employees and management in relation to the Aged Care Quality Standards, incident management systems, SIRS and other issues. 
In relation to regulatory compliance, senior management and staff were unable to demonstrate sufficient knowledge of regulatory obligations. Management was unaware of banning orders and had therefore not performed checks and did not demonstrate an understanding of SIRS so reports were not made.
In relation to feedback and complaints, feedback and complaints are not recorded or captured on a regular basis. Trends identified were not formally addressed by the organisation.
The Approved Provider provided a response to the Assessment Team’s report.  The provider acknowledged the issues raised and submitted a plan for continuous improvement (PCI).  The PCI outlined remedial action the Approved Provider intends to take which included training for management in risk, improved management of unspent funds with HCP consumers, auditing of consumer statements to ensure no billing anomalies, review of current contractor management processes and recruitment processes as well as feedback and complaints processes.
Requirement 8(3)(d)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance.
During the Assessment Contact conducted on 4 - 6 March 2025 the organisation did not demonstrate an effective system for managing high-impact and high-prevalence risks (HIHP) risks. There is a lack of assessment and planning contributing to the effective identification and management of consumer risk. The organisation has a risk register in place but this does not include consumer risk. The organisation is not aware of their obligations in relation to identifying and responding to abuse and neglect of consumers, including reporting of SIRS. As a result, the organisation and Board were not aware of any incidents of abuse and neglect. There is a lack of organisational oversight of care and services provided to consumers to support consumers to live the best life they can. The incident management system is ineffective in managing and preventing incidents. Incidents were closed off without sufficient investigation or strategies applied to minimise or prevent further incidents with escalation to SIRS or performance management not actioned. Information provided to the risk committee meetings in relation to incidents was minimal and the incident management system did not allow for data trending and tracking. 
The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised and submitted a plan for continuous improvement (PCI).  The PCI outlined remedial action the Approved Provider intends to take which included reviewing their risk management framework, staff training to improve identification and management of risk and develop escalation pathways to various committees and the Board.
Requirement 8(3)(e)
The service was found non-compliant in this Requirement following a Quality Audit conducted 5 - 6 June 2024. The provider has been unsuccessful in rectifying this non-compliance.
During the Assessment Contact conducted on 4 - 6 March 2025 the organisation did not demonstrate effective clinical oversight of clinical care provided within a clinical governance framework. Clinical concerns are not identified, recorded or addressed in a manner sufficient to provide appropriate care to consumers. Clinical information is provided to the Board, however, the information provided to the Board did not contain adequate detail to enable the Board to have sufficient clinical oversight of the safety and quality of care being provided. The organisation has a policy for antimicrobial stewardship (AMS). However, it does not provide adequate guidance for staff to follow and the policy is not being followed by staff. Management initially informed the Assessment Team there were no consumers subject to restrictive practices within the organisation, but later one consumer was later reported to have a restrictive practice in place.  The organisation had identified it as a restrictive practice but demonstrated a lack of knowledge regarding required consent and strategies to use it as a last resort and regular monitoring and review of its use. The organisation has a policy for open disclosure which is not being followed. A review of incidents and complaints showed open disclosure is not always used when complaints are made. Training records demonstrated staff had not received training on AMS, restrictive practices and the minimisation of the use of restraints or open disclosure.
The Approved Provider provided a response to the Assessment Team’s report. The provider acknowledged the issues raised and submitted a plan for continuous improvement (PCI).  The PCI outlined remedial action the Approved Provider intends to take which included reviewing their clinical governance policy and practice, providing training in clinical governance to key personnel, adding training in AMS, restrictive practices and open disclosure to the staff training calendar.
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