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	[bookmark: _Hlk112236758]Name:
	Maltese Aged Care Association (SA) Incorporated

	Commission ID:
	600176

	Address:
	Cheltenham Community Centre, 62 Stroud Street North, CHELTENHAM, South Australia, 5014

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	on 17 January 2025

	Performance report date:
	17 February 2025

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]Commonwealth Home Support Programme (CHSP) included:
Provider: 7799 Maltese Aged Care Association (SA) Incorporated
Service: 24850 Maltese Aged Care Association (SA) Incorporated - Care Relationships and Carer Support
Service: 24849 Maltese Aged Care Association (SA) Incorporated - Community and Home Support

This performance report
This performance report has been prepared by M Glenn, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the 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, which was informed by a site assessment, observations at service outlets, review of documents and interviews with consumers, representatives, staff, management and others;
the provider’s response to the Assessment Team’s report received 12 February 2025. The response includes commentary relating to aspects of the Assessment Team’s report, as well as a continuous improvement plan outlining planned actions to address deficits identified; and
a performance report dated 5 April 2024 for a quality audit undertaken 1 March 2024 to 4 March 2024. 
· 

Assessment summary for Commonwealth Home Support Programme (CHSP)
	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.
Standard 7 requirements 7(3)(d) and 7(3)(e)
The provider ensures:
the workforce is provided with relevant training addressing the Quality Standards (the Standards), and other legislative requirements, including elder abuse, incident reporting and the serious incident response scheme (SIRS). Human resource policies and procedures are reviewed and reflect CHSP and legislative requirements; and
procedures for ongoing assessment and monitoring of staff performance are implemented, including probation and annual staff appraisals, in line with organisational policy. The executive and governing body are informed of staff appraisal completion progress.
Standard 8 requirement 8(3)(c)
The provider ensures:
· policies and procedures are developed in relation to legislative requirements, including restrictive practices, identifying and responding to abuse and neglect and incident management, including the SIRS. Policies and procedures align with legislative obligations, the Standards and the CHSP manual; 
· a documented, regular staff performance appraisal process is implemented to provide opportunities to identify additional support and training requirements of the workforce; and
· the governing body is provided information relating to the service’s performance. 


Standard 6
	Feedback and complaints
	CHSP

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


Findings
Requirement 6(3)(d) was found non-compliant following a quality audit in March 2024 as there were no processes to capture feedback and complaints, or actions or outcomes taken in response; and feedback and complaints were not consistently discussed at governing body level. The provider has implemented improvements to address the deficits identified, including, but not limited to, upgrading the consumer database, enabling feedback and complaints to be identified and reviewed; and added an agenda item to board meeting minutes to enable escalation and discussion of complaints. 
At the assessment contact in January 2025, consumers interviewed said they feel comfortable to provide feedback which results in better services. Feedback and complaints are documented in a centralised register to facilitate monthly trending and analysis. Management provided examples of how feedback received is used to improve services, including in relation to meals. Managers' reports to the board for November 2024 and December 2024 include a summary of feedback and complaints, and reflect positive feedback overall. Board members confirm issues raised by consumers are discussed at each meeting.
Based on the Assessment Team’s report, I find requirement 6(3)(d) compliant. 


Standard 7
	Human resources
	CHSP

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

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


Findings
The Quality Standard is non-compliant as the 2 requirements assessed are non-compliant. Requirements 7(3)(d) and 7(3)(e) were found non-compliant following a quality audit in March 2024 as staff were not provided training on various topics relevant to the Standards; and regular performance assessment and monitoring of the workforce was not demonstrated. At the assessment contact in January 2025, management could not demonstrate actions taken in response to the non-compliance. The Assessment Team recommended both requirements not met and provided the following evidence gathered through interviews and document review. 
Requirement 7(3)(d) Management said limited action has been taken in relation to this requirement since the previous assessment due to the office being closed for renovations and the Christmas holiday break. Staff interviewed said they have not undertaken training in relation to the Standards. Staff and volunteers said they have not received training on elder abuse, or incident reporting, including SIRS. While a training needs analysis had commenced this was not provided. Documentation, including policies, procedures and job descriptions do not specify training requirements for each role, including training in relation to the Standards. Policies do not reflect requirements for pre-screening checks of banning orders, and the recruitment policy dated April 2024 states applicants may start provisional work whilst waiting for satisfactory police checks. 
Requirement 7(3)(e) Management confirm annual staff appraisals have not been completed as identified at the quality audit in March 2024. The performance management policy reviewed in April 2024 requires staff to undertake 6-month probation and annual appraisals with completion rates reported to the executive. Board members cannot describe how the organisation monitors workforce performance and are unaware performance appraisals have not been completed. All staff interviewed said annual appraisals have not been completed and only informal, irregular discussions in relation to performance and development occur.
The provider’s response notes the organisation has actioned feedback provided by the Assessment Team and is now checking banning orders with new staff or volunteer pre-screening. The continuous improvement plan includes further actions to address the deficits identified, including, but not limited to, formalising training workshops for staff and volunteers to provide compulsory training as required by the Standards and in relation to SIRS, and elder abuse; reviewing and updating the training register to ensure compulsory and developmental training is completed; and updating human resources policies to reflect requirements for pre-screening checks of banning orders. Development of performance reviews more relevant to the organisation’s staff roles and implementation of documentation for formal and informal staff and volunteer meetings are identified as actions to address deficits identified in requirement 7(3)(e). These improvement actions were implemented in response to the non-compliance identified following the quality audit in March 2024 and the planned completion dates for these improvements have been extended to the end of March 2025. 
Based on the evidence before me, I find requirements 7(3)(d) and 7(3)(e) non-compliant. My finding is based on statements made by management, as well as evidence highlighted in the Assessment Team’s report, indicating limited action has been taken to address the deficits identified in both requirements following the quality audit in March 2024. Training in relation to the Standards, elder abuse, and incident reporting, including the SIRS has not been provided to staff and volunteers, and as noted in requirement 8(3)(c), staff knowledge in these areas is inconsistent with regulatory requirements. Staff knowledge is also impacted by the lack of guidance, such as policies and procedures relating to identifying and responding to neglect and managing and preventing incidents, including serious incidents requiring reporting to the SIRS. There has been no action taken by the provider to ensure staff appraisal processes are undertaken in line with the organisational policy. This was corroborated by all staff interviewed who said annual appraisals have not been completed.
Planned completion dates for proposed improvement actions to address the deficits identified range from March 2025 to June 2025. I consider time will be required for the provider to implement, establish and review efficacy of the planned actions, as well as staff and volunteer competency. 


Standard 8
	Organisational governance
	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 


Findings
The Quality Standard is non-compliant as the requirement assessed is non-compliant. Requirement 8(3)(c) was found non-compliant following a quality audit in March 2024 as information management, feedback and complaints and workforce governance systems were not effective. The provider has implemented improvements to address the deficits identified, specifically in relation to feedback and complaints, including, but not limited to, upgrading the consumer database to enable recording, monitoring and analysis of feedback and complaints; included feedback and complaints on the board meeting agenda; and commenced a training needs analysis and drafting of performance appraisal templates. At the assessment contact in January 2025, the Assessment Team recommended requirement 8(3)(c) not met and provided the following evidence gathered through interviews and document review. 
Requirement 8(3)(c) Governance systems relating to information management, regulatory compliance and workforce are not effective. There are no policies or procedures relating to restrictive practices, identifying and responding to neglect and managing and preventing incidents in relation to the SIRS. Staff across the workforce, including volunteers are not aware of obligations in relation to the Standards. They said they have no knowledge of policies and procedures in relation to elder abuse, incident management and reporting to the SIRS and have not been involved in recent review of policy and procedures. Three board members could not describe processes to review and endorse policies and procedures. The board members acknowledge they have limited knowledge of the Standards and are unsure if policies and procedures are in accordance with legislative obligations.
While the organisation subscribes to some industry advisory boards and government departments, management acknowledge this has not translated into compliance action with relevant legislation. Board members are unaware of obligations to meet the Standards and the CHSP manual and said they rely on management to inform them of legislative changes. They acknowledge regulatory requirements in relation to CHSP and the Standards have not been considered. A quality and planning policy dated May 2024 requires the organisation to meet relevant Standards and legislative standards, however, does not include those required by the Standards or the manual. 
Staff knowledge and training, including in incident management, elder abuse and the SIRS is inconsistent with regulatory requirements. Staff performance appraisal completion has not been effectively monitored or addressed by the governing body. Policies and procedures reviewed in 2024, including recruitment, and orientation policies, do not reference pre-screening checks of banning orders or outline what constitutes mandatory training for staff. 
The provider’s continuous improvement plan includes actions to address the deficits identified, including, but not limited to, performing risk audits and regularly reviewing processes and procedures for risk; sourcing or developing SIRS and elder abuse training for the board, staff and volunteers; and updating human resources policies to reflect CHSP requirements for pre-screening checks of banning orders. 
[bookmark: _Hlk190348354]Based on the evidence before me, I find requirement 8(3)(c) non-compliant. Effective information management, regulatory compliance and workforce governance systems were not demonstrated. Policies and procedures relating to key legislated requirements are not available to guide staff practice. Board members are unaware of obligations to meet the Standards and CHSP requirements, in line with the manual, and acknowledge regulatory requirements in relation to CHSP and the Standards have not been considered. Deficits identified at the quality audit undertaken in March 2024 are ongoing, demonstrating workforce governance systems are not effective. Board members were unaware performance appraisals had not been completed and could not describe how the organisation monitors workforce performance overall. 
Planned completion dates for proposed improvement actions to address the deficits identified are noted as March 2025. I consider time will be required for the provider to implement, establish and review efficacy of the planned actions, as well as board, management, staff and volunteer competency.
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