24 November 2022

Teéna koe

On 20 September 2022, you emailed the Ministry of Social Development (the
Ministry) requesting, under the Official Information Act 1982 (the Act), the
following information:

I filed an OIA to MSD on May 9 seeking reports connected to Ocasa in
Dunedin.

That OIA said two of those reports, by Te Kahui Kaha were 'out of scope’
for that particular request.

I'd like to request those reports.
Please see enclosed the following two reports in scope of your request:

e Accreditation Assessment Report, dated 4 August 2022,
and

e Accreditation Assessment Report, dated 22 May 2019.
You will note that some information is withheld under section 9(2)(a) of the
Act in order to protect the privacy of natural persons. The need to protect the
privacy of these individuals outweighs any public interest in this information.

Some information is withheld under section 9(2)(ba)(i) of the Act as it is
subject to an obligation of confidence, and if released, could prejudice the
supply of similar information in the future. The greater public interest is in
ensuring that such information can continue to be supplied.

You will note that the Accreditation Assessment Report dated 4 August 2022
contains a section regarding complaints. Te Kahui Kahu heard information from
current and former staff members that addressed concerns related to an ill-
defined organisational structure, inadequate employment practices, and poor
leadership. This information was considered during the accreditation process.

The principles and purposes of the Official Information Act 1982 under which
you made your request are:



e to create greater openness and transparency about the plans, work and
activities of the Government,

e to increase the ability of the public to participate in the making and
administration of our laws and policies and

e to lead to greater accountability in the conduct of public affairs.

This Ministry fully supports those principles and purposes. The Ministry
therefore intends to make the information contained in this letter and any
attached documents available to the wider public. The Ministry will do this by
publishing this letter and attachments on the Ministry’s website. Your personal
details will be deleted, and the Ministry will not publish any information that
would identify you as the person who requested the information.

If you wish to discuss this response with us, please feel free to contact
OIA Reguests@msd.govt.nz.

If you are not satisfied with this response regarding two Accreditation reports
dated 4 August 2022 and 22 May 2022, in relation to OCASA, you have the
right to seek an investigation and review by the Ombudsman. Information
about how to make a complaint is available at www.ombudsman.parliament.nz
or 0800 802 602.

Nga mihi nui

Colin Paintin
Accreditation Manager
Te Kahui Kahu
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New Zealand Government

Provider Legal Name:

8 @;ﬁ MINISTRY OF SOCIAL
N\EHi! DEVELOPMENT

TE MANATU WHAKAHIATO ORA

NZBN Number:

Rape Crisis (Dunedin) Incorporated 9429042815297

Site Visit: 01 May 2019 RDA Number:
11251

Completed Date: 22 May 2019 Assessment Number:
106672

EXECUTIVE SUMMARY

Rape Crisis (Dunedin) Incorporated, has been assessed as partially meeting the
standards for accreditation. Ten level 2 standards were assessed of which eight were
met, and two were partially met.

SSAS Standards

Outcome

Client-centred services
(L2)

Community wellbeing (L2)

\anéial n éﬁent and
terps\ Y

Cultural competence (L2)

\éf complaints
service provision

Staffing (L2) m?

A%uality improvement (L2)

A
Health and saf\e{y

Wd Client services and
pa y met | programmes (L2)

NN

Corrective action plan

Critical actions

B}
No c actions have been identified during the assessment.

Required actions

Standard Criteria  |Action Due by

Staffing (L2) (6 Staff, including volunteers and contractors who 22 August
have been employed or engaged for three years (2019
must undergo a new police vet and must be
completed every three years for the length of
employment or engagement. Extended leave
taken within this time does not extend the vetting
requirement. The outstanding vetting return
must be provided to the assessor as soon as it is
received by Rape Crisis (Dunedin) Incorporated.
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Health and 1 The Health and Safety policy must be reviewed next review
safety (L2) and updated to address the requirements of the
Health and Safety at Work Act 2015. The
Collective must ensure they are able to meet the
requirements of this Act and ensure the
appropriate Health and Safety positions and
resposibilities are managed within the Collective.

Strengths identified at review

The assessor spent time at this review talking with members of the collective to gain an
understanding of how the organisation operates under a collective. Although generally
governance would hold a different level of responsibility than the staff carrying out the day
to day tasks in the case of this collective the roles are generally sh
collective members held dual roles including management associa
delivery and governance. This does mean that every memb@%{

ective(takes
responsibility for the policies and procedures, the service de

y and
ensures those recruited into paid or volunteer roles ha e right ski arr‘g%ibutes to
participate in this type of work environment. Most@ ers collective also

e

give volunteer hours to the organisation to ensur nee our seven day a
week access to crisis services. Q

Recommendations

\S
e Reference to Child Youth mily in the ramountcy Policy and
Procedure should be OrangaFamariki — Ministry for Children. This
should also includ tails relating to how a report of concern is
made.
e Itis recom ive implement a review schedule to ensure that

all policies ahd iewed over time. This does not need to include

VAN
Accreditation status

(C%\%Xlation of Accreditation at Level 2 with required actions

The conditions of accreditation

Rape Crisis (Dunedin) Incorporated has been accredited by List the Ministries/agencies
involved in the review to deliver the following services:

Counselling and/or programmes for adult, adolescent or child perpetrators of Family
Violence (Level 2)

Counselling and/or programmes for adult, adolescent or child victims of Family Violence
(Level 2)

Family well-being services (Level 3)
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Action plan

Rape Crisis (Dunedin) Incorporated must carry out the two required actions identified in
this report. The required actions must be completed prior to the next review which will
be notified to you within the next 24 months. Evidence of completion can be provided to
your assessor as soon as it’s available.

Consideration should be given to the recommendations outlined in this report, carrying
out the recommendations will assist the Collective to ensure quality improvements are
made to the services provided by the organisation.

OVERVIEW
This is a review assessment of Rape Crisis (Dunedin) Incorporated’ editation tus
by List the Ministries/agencies involved in the review.
Rape Crisis (Dunedin) Incorporated (Rape Crisis Dunedin) p uppo

those whose lives have been affected by rape and/or s T ey
counselling, crisis support and education, raising a round culture, the
recognition of and the impacts of sexual assault abu to support
those who disclose.

Rape Crisis Dunedin is a registered char| ctlor%@ ective, meaning that all

decisions made are made by consensu ost all members within the
are
d as sexual violence crisis support

collective are office bearers.
Day to day operations are m @/ a
.i ed by volunteers who are trained also

these employees work |n an

workers. After hours inei

trained as sexual Ie ISIS orkers. Volunteers become members of the

collective and ar e organisation at all levels. Funding for all the
/\Rape s nedi is-gained through a mix of government agency

contracts d tion gr t fund raising.

it-time employees and many of

Rape Crisis-Punedi % ently embarking on re-branding of the organisation.

This reV|eW t was carried out by the Dunedin based Social Services

Accreditg ssessor and included a review of Rape Crisis Dunedin documentation,
revie v O tional Collective of Rape Crisis and Related Groups Aotearoa Inc, a visit

edin site and interviews with two counsellors, one of whom is also Health and
-ordinator and the Financial Administrator/Crisis Support Worker.

This is a Ministry of Social Development assessment.
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KEY FINDINGS

SSAS Standard: Client-centred services (L2)

The organisation treats people with respect and delivers services in a manner that has
regard for their dignity, privacy and independence.

1. The organisation promotes client-centred practice as central to its service
development and delivery.

1.1 The organisation involves its clients and stakeholders

implementation, and evaluation at all levels of the ser e ser@a §

current and responsive.

2. The organisation provides services that are ac eo d ab|I|ty
3. The organisation provides services that are r tion, coercion,
harassment, and sexual, financial or --" %
he rig %%o

4.  The organisation recognises and faci . : e to advocacy and/or
support persons of their choice.

Evidence \)) OL\

Interview with tw \s(gor @ Support Worker

Quallty Improv olic an

Sighted pr awareness week

Exce(pj:@xs@

Based on’the @owded for this review, no exceptions were identified.

Outconq/@

b

SSAS Standard: Community wellbeing (L2)

The organisation provides services which reflect the principle that the welfare and
interests of the child or young person are first and paramount and where the wellbeing of
all is upheld.

1. The organisation provides services in a manner consistent with section 6 of the
Children, Young Persons, and Their Families Act 1989 (CYP&FA), where services
reflect the principle that the welfare and interests of the child or young person are
the first and paramount consideration.

2. The organisation has a process for dealing with allegations of abuse and situations
that raise concerns about the safety of a client or associated community member.
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2.1 The process specifically includes guidelines on how the organisation makes
referrals under section 15 of the CYP&FA.

3. The organisation promotes awareness of the unacceptability of abuse, ways in which
abuse may be prevented, the need to report all cases of abuse and how to respond to
all types of abuse. Abuse includes physical, emotional or sexual harm; ill-treatment;
neglect or deprivation either passive or active.

4. The organisation promotes awareness of where a conflict between the needs of a
client and others might arise, and uses a process to respond to such conflicts.

5. The organisation has a procedure to identify clients who may have limited ability to
give informed consent. This procedure ensures that such clients are able to exercise
the ability they have to the fullest extent possible.

6. When it is confirmed that a client has a limited ability to give i
organisation acts appropriately.
For those organisations that must comply with the Heal
Commissioner (Code of Health and Disability Services é%g%;

Regulations 1996, this will mean following the pr@ Iih&

Evidence ((\\

Interview with two Counsellors a
Child Paramountcy Policy and
Review of staff and volunte n pr

Review of staff work rep

Exceptions @\

)
Criteria Fin@ w Type of finding
2 Id Pa\%mountcy Policy and Procedure | Recommendation

efer %ewous organisations and
{@\ tdé%&\

Outcome

SSAS Standard: Cultural competence (L2)

The organisation provides services that are culturally appropriate to clients.

1. The organisation provides services that recognise and respect clients' ethnic, cultural
and spiritual values and beliefs.

1.1 The organisation provides services which meet the specific needs of Maori.
1.2 The organisation provides services that meet the specific needs of Pacific peoples.

2. The organisation consults with, and where appropriate makes referrals to and
negotiates protocols with, Maori, Pacific peoples and other cultural and specific
interest services.
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Evidence

e Interview with two Counsellors and one Support Worker
e Review of the Quality Improvement Policy and Plan

Exceptions

Based on the evidence provided for this review, no exceptions were identified.

Outcome

SSAS Standard: Staffing (L2) (

?w
The organisation has the staffing capability and capa '@mliver services\safely.
1.  The organisation's staffing and staff relati ndp s‘comply with the

o

relevant legislation. @ X
The organisation includes in its definitie n-of s aff a @c organisation relies on to
deliver its services. This includex@ Y nd contractors, as well as

paid staff members.
All staff have a written t of se@
< ; trans nd open process for recruiting and

ing f the organisation's governance body.
e, b not limited to, a New Zealand police vet.

st decision-making process in responding to the
ty checking.

en’'s worker who has a conviction for a specified offence under schedule

5.2
co
@ the Vulnerable Children Act 2014,

organisation will complete police checks, and any other relevant vetting for all
staff at least every three years.

né il e
r@ze worker exemption is held, an organisation does not employ any

The organisation has sufficient, qualified and competent staff to deliver its services.

The organisation provides adequate induction, training, professional development and
support for all staff.

The organisation uses an effective performance management system for all staff.
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Evidence

Interview with two Counsellors and one Support Worker

Review of Dispute Resolution Procedure

Review of

Review of five staff files

Reviewed two staff work reports

Review of Collective Annual General Meeting Minutes February 2018 and
Collective Minutes for January 2019

Exceptions

Criteria Findings Me of finding

6

3

member who has been employed for more tha

years, this has now been initiated but at the time.of
this report being written the result had n t bee
provided to the assessor.

Repeat vetting was not completed for a staff &\eggf?ed @

(N

Outcome

) NS4
Standard partially met @@ @@%

SSAS Standard: Health and safety (L2)

N\

The organisation@g%ﬁents @% visitors are protected from risk.
i tgg C

1

The organisa ensures i e of work, and any place of work it uses or relies on
for i ive W with all legal and regulatory requirements.
isati reasonably practicable, provide and maintain a working
qge m@ nvorkers and members of the public that is safe and without risk

le)the organisation ensures the safety of any children being supervised in
f work while their parents or caregivers receive services.

ganisation has safety and emergency plans for the evacuation of its place of
and any other place of work it uses for service delivery.

The organisation responds effectively to adverse events in the place of work.
The organisation has a business continuity and disaster recovery plan in place.

The organisation ensures that where an intervention, discipline or control is required
or used, staff use appropriate methods that protect the physical and emotional safety
of clients.

The organisation reflects continuous quality improvement principles in identifying and
managing risk.
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Evidence

e Interview with two Counsellors/Health and Safety Officer and one Support Worker
Review of Health and Safety Policy
Sighted the Health and Safety folder, Hazard Identification form, Hazard Register,
Injury and Incident Register, Health and Safety Checklist report template, injury
and incident form

e Review of Job Description for the Health and Safety Officer
e Review of 3 Critical Incident forms
e Review of site security
e Completed site inspection
Exceptions

Criteria Findings Mf ﬁr{?iﬁg
fu}

the policy is written to meet the outdated
requirements of the Health and Safet
Employment Act 1992 and the Am svin 20@

1 A review of the Health and Safety policy ide ti?{e\% hequiw

N =)

Outcome

O
Standard partially met ©\>> @@\ﬁ
<

SSAS Standard: Go%éﬁ/ce %{@bﬁagement structure and
systems (L2) |\ ¢ @

The organi a cle@ed and effective governance and management

structur ms

1 anis % a defined and current legal status.

2. The or ion/has an appropriate and clearly defined governance and
ma structure, the written record of which shows authorities, delegations,
re ilities and accountabilities.

3: anisation is governed and managed by people with appropriate skills,

ifications and personal attributes.

4. The organisation has a process for identifying and managing perceived, actual or
potential conflicts of interest, including between governance and management roles.

5. The organisation's management systems, policies and procedures are consistent
with:

5.1 relevant legislation

5.2 its legal status, constitution, rules, charter or Act of Parliament
5.3 the aims, philosophy and scope of its activities

5.4 its management structure

5.5 contractual obligations.

6. The organisation collects, records, stores and uses information in keeping with the
relevant legislation.
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Evidence

Interview with two Counsellors and one Support Worker/Financial Administrator
Review of Governance and Management Structure Policy

Review of Quality Improvement Policy Plan

Review of Procedure for Conflict Resolution within a Collective

Review of the Charities Services Register

Review of Natural Disaster Policy

Exceptions

Criteria Findings Type of finding

of how the organisation operates under a
collective. Although generally governance woul

hold a different level of responsibility thar the %
carrying out the day to day tasks in t ? c i
collective the roles are generally

management associated tas
and governance. This do
member of the collective

2 The assessor spent time at this review talking with th
members of the collective to gain an understandin& @

=
Outcome i

SSAS\S}?ndard: Financial management and systems (L2)

The organisation is financially viable and manages its finances competently.

1.  The organisation is financially viable.

2. The organisation has an effective financial management system appropriate to the
size and complexity of the organisation.

3. The organisation undertakes forward financial planning to show that it will remain
financially viable.

4. The organisation has adequate insurance cover for the size and complexity of the
organisation.

5. The organisation has arrangements for the regular independent audit, or in some
cases review, of financial accounts.
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Evidence

e Interview with the Financial Administrator

e Review of Financial Policy

e Review of Rape Crisis (Dunedin) Inc - Performance Report for year ended 30 June
2018

e Review of Conflict Resolution Procedure
Review of Annual Return summaries for year end June 2017 and June 2018
Review letter (email) of extension of Insurance policy from Insurance Broker

Exceptions

Based on the evidence provided for this review, no exceptions were%ntiﬁed.

Outcome

O
SSAS Standard: Resolution of com@t@}élat@&rvice

provision (L2)

The organisation uses an effective proc

1. The organisation has a
that is soundly based-i dis er
and ensures the su sa complainant throughout the process.

2.  The organisation\ensures it %and staff are aware of the complaints process.
3. The organisation seeks to% e’complaints effectively and makes improvements to
the % resuktv
c rgani i st record the application of the complaints process and the
‘¥ ttion agﬁlzev )

2

3. isation will provide evidence it has made appropriate improvements
ba he analysis of complaints received.

@

Evi
e Interview with two Counsellors and one Support Worker
e Review of Complaints procedure
e Review of Quality Improvement Policy and Plan
e Sighted the premises display of information
Exceptions

Based on the evidence provided for this review, no exceptions were identified.

Outcome
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SSAS Standard: Quality improvement (L2)

The organisation aims for excellence and manages the quality and risk of services.

28

The organisation regularly monitors:

1.1 the organisation's individual policies and procedures
1.2 its systems as a whole

1.3 the performance of the organisation

1.4 client outcomes.

The organisation uses a process to analyse monitoring and performance data for the
purpose of improvement.

The organisation makes appropriate improvements, including ri itigation, based
on the analysis of this monitoring. @
=

Evidence W

< \

Interview with two counsellors and one sup r
Review of Quality Improvement Policy a

Review of Risk Management Policy &X@

Review of Natural Disaster Policy
TN

Exceptions V) NN
)

D)
Criteria Findings ((\\ Type of finding
1 On revie \@ﬁdes c}ced/ures it was Recommendation
|de olicy review dates have
heref iew of the policy is now

NN

Outc&?’déb (Q

SSASS):?ndard: Client services and programmes (L2)

The organisation provides client services and/or programmes that meet clients' assessed
needs, reflect desired outcomes and goals, and are planned, co-ordinated and reviewed.

; 8

The organisation collects appropriate information and ensures the needs of the client
match the criteria for service.

The organisation completes a comprehensive and timely assessment.

2.1 The organisation ensures it has necessary consents.
The organisation develops timely, effective plans for all client services and
programmes:

3.1 plans meet the needs of the client and the objectives of the service or
programme
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3.2 plans identify and mitigate safety risk to clients and others
3.3 where appropriate, plans include client's family and others

3.4 the plan clearly states the client's goals, and services used to help the client
achieve their goals

3.5 plans are adequately resourced

3.6 the organisation completes regular, formal, recorded reviews of progress against
the plan and outcomes achieved.

4, Conclusion of services to clients is planned and prepared for.

4.1 Safety risk of clients transitioning from the service are con red and m agaged.

5. The organisation ensures that client files and programme r suffi
document each stage of service provision.

Evidence
e Interview with two Counsellors and one @
e Observation of the organisation in -.f x
e Review of Quality Improvement P
e Review of four client files W|th
e Presentation on the new cI eme n about to be implemented
/\ \N

Exceptions
Based on the evidenc fg«{éw no exceptions were identified.
Outcome
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New Zealand Government

Provider Legal Name:

Rape Crisis (Dunedin) Incorporated

Site Visit: 12 April 2022

Completed Date: 4 August 2022

NZBN Number:
9429042815297

RDA Number:
11251

Assessment Number:
111138

EXECUTIVE SUMMARY

Rape Crisis (Dunedin) Incorporated, has been assessed as partiall
standards for accreditation. Ten Level 2 Social Sector Accredi
assessed. One standard was met, and nine standards were ia

ing th &
dards@

O

SSAS Standards Outcome and@ Outcome
Client-centred services Standar % \r(]eaf/nan e%cture Standard
(L2) partially\me and 3 % ep 2) partially met

. : ndard g % 2 management and Standard
Community wellbeing (L2) | o s < (L2) Sariallv ek
esolution of complaints Stafdsid
Cultural competence ( related to service provision .
(z (L2) partially met

: S ard I Standard
Staffing ({W o \ bl e Quality improvement (L2) Dl mes
HealthO ot x Standard Client services and Standard

y(@ﬂ partially met | programmes (L2) partially met
Comﬁbﬁ/(e\éction plan
\J)
Critical actions
No critical actions have been identified during the assessment.
Required actions
Standard Criteria | Action Due by
Client- 1 To demonstrate improved commitment to the next review
centred promotion of client centred services. This could be
services (L2) demonstrated by an improved work culture.
Community |1 Update the Paramountcy process to include next review
wellbeing entering a report of concern in the report of
(L2) concern register and obtaining an
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acknowledgement of receipt from Oranga
Tamariki.

Staffing (L2)

Produce evidence of the forms of identification
for Committee members. Provide evidence of the
police vetting results for the Committee member
who did not have evidence of police vetting.
Provide evidence of the forms of identification and
police vetting results for the recently appointed
new admin staff member. Provide evidence of
police vetting completed under Section 19 of the
Clean Slate Act 2004 for all children's workers.
All staff who are children's workers must be
safety checked as required by the Children's Act

2014, at the time of employment. Backgro
and child safety checks policies and p S

ro
will be updated to identify positions i
children's worker and core worker: h

Children's Act 2014.

next review

@

Staffing (L2)

Provide evidence of risk s for

a
children's workers, saf

have been complet
considered safe th c

next review

Staffing (L2)

&ldence that

Employmen
|nd
record

new staf co .
Empl de evidence of
rV|5| (for relevant staff).

next review

Staffing (L2)

9

rd ﬁ%st include evidence of an

t|ve e management system.

next review

Health and
safety (L2)

X

\Seve r\%ss for disciplinary action taken
agains anagement committee member or for
ressirg interpersonal conflict or employment
concerns in disciplinary action and
gkvances and disputes policies and
rocedures.The Management Committee must
ensure that all adverse events/behaviours that
are experienced by all staff (which includes
Committee Members) are appropriately
documented. The organisation will demonstrate,
as is reasonably practicable, that it is meeting its
obligations and providing a working environment
that is safe and without risk to health. This will
involve identifying how it will address the
concerns identified by staff and former staff about
the negative work culture, feeling unsafe,
targeted and bullied.

next review

Health and 5 All adverse events/behaviours that are next review
safety (L2) experienced by all staff (which includes

Committee Members) must be appropriately

documented.
Governance |1 Provide evidence of the legal advice obtained for |next review
and the reviewed constitution and evidence if the
management finalised constitution has incorporated this advice

structure and

or outlines why it has not been adopted.
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systems (L2)

Governance |2 Provide evidence of a current organisational next review
and strategic plan. Provide evidence of improved and
management appropriate Management Committee minute
structure and keeping. The Management Committee must
systems (L2) demonstrate that it is adhering to its Delegation
policies and procedures, including evidence of
the written records of delegations made to
Committee members and limitations where
conflict of interests are identified.
Governance |3 Develop role descriptions for all Management next review
and Committee members. Evidence of the skills,
management qualifications and personal attributes of all
structure and Management Committee members must
systems (L2) documented.
Governance |4 The Management Committee mus \Snd k@eview
and demonstrate how it will man the stin
management conflict of interest betwee embers
structure and will include, but is not I|
systems (L2) of the Delegations p proc&
Governance |5 The Manageme ee m next review
and according to |t Rule
management observatlon eetin
structure and
systems (L2)
Governance |6 \\A@wden I|ng system to identify next review
and % cess epoint organisational documents
management > di has been completed. Update
structure and infor guards policies and procedures to
systems (L2 @ demon e user accounts, passwords and
tem access will be regularly reviewed. Provide
ce staff has received training on the
X%anisation's privacy policies and procedures.
@ rovide written procedures on how the
\ Management Commitee will manage privacy
requirements and Committee member's access to
employment information that complies with the
((\\ Privacy Act 2020.
Financi 2 Financial delegations and responsibilities will be next review
management evidenced in the organisation's rules, delegations
and systems and/or financial controls policies and procedures.
(L2) Financial policy and procedure online documents
need to be checked to ensure the" links" connect
to the correct documents.
Resolution of |1 Provide evidence of how the Management next review
complaints Committee will enact a complaints process for
related to receiving, considering and resolving complaints
service that is soundly based in law and is consistent with
provision the principles of natural justice, and ensures the
(L2) safety of the complainant throughout the process.

This will also address the concerns associated
with the conflict of interest between Committee
Members.
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Resolution of |2 Feedback and complaints policies and procedures |next review
complaints will evidence how the organisation will undertake
related to an independent investigation if required and
service specify timeframes throughout the complaints
provision process.
(L2)
Resolution of |3 Records of all complaints and actions taken, next review
complaints including a register of complaints, must be
related to maintained. The Management Committee must
service demonstrate that it seeks to resolve complaints
provision effectively and makes improvements as a result.
(L2)
Quality 1 Check the " links" in Policy Place docume next review
improvement ensure these connect to the correct doc
(L2) Develop and implement procedures f

organisational procedures not ide @

Policy Place documents. Identify in orga i %

documents which position(s is respon ible

updating organisational ,e’ procé@

Identify in organisational \do rents

implement process @ or, @and

respond to orga iongl data, h staff turn

over and th%\r r and I% | of sick leave.
Quality 2 Develo d nﬁ@émen s to monitor and |next review
improvement anal evel of ver, including exit
(L2) intervi mp e reasons identified

ignatio @ ent a process to monitor
aly of and reasons for staff sick
> [teave. %

Quality 3 ¥ Provié\e\\y‘gnce of appropriate improvements, next review
improve ificluding’risk mitigation, based on the analysis of
(L2) t rnover, exit interviews and the reasons for

&

evel of sick leave. The hazard and risk
anagement register will identify strategic risks
as required by the organisation's Governance
responsibilities policies and procedures.

Clien %
se IC s
s s

(L2)

Client consent to participate in service will be
recorded on the intake form.

next review

Strengths identified at review

Strengths were not applicable at this assessment.

Recommendations

Client centred services (2)
It is recommended that the organisation formally identifies a process to ensure that
clients with access limitations are not prevented from accessing ‘on-site’ services.

Health and safety (2)
It is recommended that Wellbeing policies and procedures are updated to include clients.
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Financial management and systems (5)

It is recommended that the Management Committee check to ensure that their insurance
has been renewed and that it is appropriate for the size and complexity of the
organisation.

Governance and management structure and systems (2)
It is recommended that Management Committee Minutes identify members who are
attending meetings remotely and record the technology used to attend.

Governance and management structure and systems (3)
It is recommended that the organisation advertise externally for new Management
Committee members.

Accreditation status -

Confirmation of Accreditation at Le r?q@aﬁns
@)

)) N

The conditions of accreditation O

Rape Crisis (Dunedin) Incorpora s\bee>-| ac
Services Accreditation to deliv Ilowm

me Kahui Kahu - Social

ps-Fam. Violence (Level 2)

- Couns. &/or prog. a

- Couns. &/or pro dole ms fam. violence (Level 2)
- Gen. couns adol nsh|p family therapy (Level 2)
- Family weII rV|ces

L) v

ActhNﬁ% M

ese actions will be assessed at the time of the next review. The next
v1ew is due within six months.

The requi % s in this report are to be addressed as soon as practicable.

OVERVIEW

This is a review assessment of Rape Crisis (Dunedin) Incorporated’s accreditation status
by Te Kahui Kahu - Social Services Accreditation.

The Rape Crisis (Dunedin) Incorporated website identifies that the organisation was
formed in 1980, and that it is both an Incorporated Society and a Registered Charity
(reference CC23913). In 2019 the organisation rebranded as Otepoti Collective Against
Sexual Abuse (OCASA), although its legal title remained Rape Crisis (Dunedin)
Incorporated. At the time of the site visit, the organisation was managed by a
Management Committee consisting of two paid staff members (the Crisis and Operations
Coordinators) and three volunteer members. The organisation has previously been a
member of the National Collective of Rape Crisis.
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The current assessment process started in May 2021 but was delayed because of
resource issues in Te Kahui Kahu - Social Services Accreditation (Dunedin) and the
impact of COVID-19. The initial process involved the desk-based review of the pre-
assessment questionnaire (dated 24 June 2021) and supporting information provided by
the Crisis Coordinator (at that time acting in the role).

On 3 February 2022 Te Kahui Kahu - Social Services Accreditation received an emailed
document and several supporting documents (which had first been provided to Minister
Davidson’s office during 2021) which identified a range of concerns experienced and
observed by staff in the organisation.

On 9 February 2022 Te Kahui Kahu - Social Services Accreditation received a separate
email/documents, which advised that a group of current and recent former staff had
concerns around the quality of organisational governance. Te Kahui - Soua
Services Accreditation determined that the separate concerns sho

together and would be investigated as part of the current acc sses

The combined assessment process included the follow teps
e The desk-based review of the completed pre- nt qu naire ( dated 24

June 2021) and supporting information

3 February 2022 Te Kahui Kahu - Socia

ceived written

concerns about the organisation fro staff
9 February 2022 Te Kahui Kahu vices Acc tlon received further
written concerns about the orgé@;‘ fro i%a d former staff
On 8 March 2022 Te Kah%@u cial ‘ ccreditation advised the
isati ) ich Q t0 breach the Social Sector
U S (i Ot c
grganisati (‘} ement Committee emailed their
ial \Services Accreditation letter (of 8 March 2022)

sor and a Senior Assessor completed the site

remotely with three former staff
visit the Assessors reviewed information held on site, including
records, health and safety information and financial information
2022 an Assessor met remotely with the Secretary of the Management
~» |ttee member based in Invercargill.

°
O
[
3

Complaints

The concerns from current and former staff received by Te Kahui Kahu - Social Services
Accreditation in February 2022 refer to an ill-defined organisational structure, inadequate
employment practices, and poor leadership resulting in what was described to Social
Services Accreditation as a ‘toxic’ workplace culture leading to an organisational inability
to fulfil its role.

The redacted documents from both complaints identify information provided by several
staff and former staff, some of whom were also Management Committee members, and
who were employed at different periods and in different positions. These documents
identified alleged behaviour, incidents and procedures which had been personally
experienced and/or witnessed in the workplace. The common adjective used to describe
the alleged behaviour was “bullying”.
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The information received on 9 February 2022 identified two Management Committee
members as being the alleged primary instigators of the behaviour and responsible for
many of the examples of poor management. At the site visit it was confirmed that this
conflict had been declared and recorded as a conflict of interest in the Conflict of interest
register.

The following is a summary of the alleged concerns, sent to the organisation on 8 March
2022, where it was identified that the organisation may not have been meeting the Level
2 Social Sector Accreditation Standards:

Staffing standard
e Employment procedures have not complied with relevant legislation, for example
some staff were not paid, and were not given adequate advice that they would not
be paid despite working and submitting work hours and, an ment to lethan
employee increase their hours was not adhered to, and a nt to e
an employee’s hours was later altered without approp s (cr(teri
e Staff recruitment processes have not followed a tran nd op

with appropriate vetting completed (criteria 4)
e Staff advised that there was a lack of suppor inclu ccess
Employee Assistance Programme and exter rvisio 8)

Health and safety standard

atlo and safety matters, for

example the decision process rélating\te COV -19°p cedures and claims of a

workplace cuIture that has t agat Of health and wellbeing and the

n emotional impact on staff
(criteria 2)

e The organlsatlon

‘ r rse events, responded openly and
transparently, actlo t issues from reoccurring, for example the
number of 1, at@ employment issues, a bullying culture and the

negatlve i on staff d wellbeing (criteria 5).
Governa nag structure and systems standard
o |sat t have an appropriate and clearly defined governance

reco bership of the Society and the process for appointment to, the

respo ilities and records of the Management Committee (criteria 2)

*{ le responsible for governance and management do not have the

@- opriate skills, qualifications, and personal attributes, demonstrated from the
nature and number of concerns identified by staff over time (criteria 3)

e The organisation does not have a process for identifying and managing perceived,
actual, or potential conflicts of interest, including between governance and
management roles, for example relationships that exist outside of the workplace
that may be perceived as potential conflicts of interest (criteria 4)

e The organisation has staff who do not understand privacy requirements, for

example discussing human resources (HR) issues in the office, and concerns
about privacy breaches. (criteria 6).

ructure does not maintain records which show authorities,
egat| n5|b|I|t|es and accountabilities, for example maintenance of
i

Resolution of complaints related to service provision standard
e Staff have not felt safe and have felt targeted from raising concerns (criteria 1)
e Complaints have not been properly recorded, resolved effectively and appropriate
improvements have not been made. (criteria 3)

On 1 April 2022, Te Kahui Kahu - Social Services Accreditation received an email
response made on behalf of the Management Committee. The email says (in part) that:
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e Over the past two to three years the organisation has undergone a period of
change, moving from a ‘collective’ style structure, supported largely by
volunteers, to a professional, improved service and organisation with a more
conventional model of governance
It acknowledged the process involved trial and error
It identified that changes could not occur overnight, and that some changes were
met with resistance from an ideological point of view, and

o We believe the change process is in its final stages, which includes finalising the
updated constitution, ensuring the Committee is more representative of local
community, creates boundaries in organisational decision making and that the
current system provides more stability and more accountability.

While Te Kahui Kahu - Social Services Accreditation has not been provided with evidence
ion

During the site visit on 12-13 April 2022 a Management Committee member advised
that:

o the Committee cannot be held accountable for issues if staff did not complain and
did not adhere to the complaint process, and
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e staff were advised of the complaint process on, at least two occasions (evidenced
in emails provided dated 6 November 2020 and again on 4 February 2022)

The Assessors have taken note of these points from the Management Committee,

however more contextual information has been identified during the assessment. 32;(
@
s9(
2)

(ba
)(i)

In addition, an effective
complaints process - and organisations that are genuinely willing to engage in the
process - will be open to and willing to accept information in any format. There is

resignations, exit interviews and indirectly through the uptake of s .M ent
Committee Minutes also refer to staff resignations, sick leave instances of
alleged bullying. & %

Te Kahui Kahu - Social Services Accreditation is sati e evidence avgilable that
the Management Committee was aware of claims ent and nep staff about the
workplace culture and some Committee Memb b K d failed to

adequately investigate or address these. - %5
This report finds there are a number o ting fac olved in this failure to
t pparent being the inherent

0
address the internal issues in the ni n,
conflict of interest s9@)@) @
itio Management Committee’s failure to

The organis dures also have no process for taking disciplinary
action ag agement Committee member or to address interpersonal conflicts or
for e relat& s against a Management Committee member.

Managem@ttee Concerns:
This a % ent and a review of Management Committee Meeting Minutes (February

larch 2022) identified a number of areas where the Management Committee
gs do not align with their Rules, do not reflect good practice, and do not meet
these Standards. Examples include:

e There was no evidence provided of the Management Committee members’
experience, skills and personal attributes recorded

¢ The Management Committee minutes identify frequent meetings where they did
not have a quorum

e However, a decision dated 16 March 2021 to consider a request for discretionally
leave was declined on the grounds there were not enough votes. The record of the
meeting records two of the three Members present supported the request and the
third member voted against it. The record of the meeting is signed by two
Members, one of whom was not present at the meeting and the other who voted
against the request.

e At least one current Management Committee member, identified during an
interview, did not know the correct quorum for holding meetings
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$9(2)(a), s9(2)(ba)(i)

The 2021 AGM minutes (14 July 2021) were approved at the following
Management Committee meeting held on 20 July 2021

Documentation in Minutes of financial monitoring processes was sparse

Minutes consistently include a section Interests Register, but information was not
recorded. (It is acknowledged that there were occasions when conflicts of interest
were recorded in the body of minutes, but these did not always identify the

reason for the conflict).
s9(2)(a)

s9(2)(a)

There was no evidence that delegations were docume %@ |red

organisation’s policies and procedures

Minutes refer to event and actions but there is |de of sys ensure

actions were progressed and completed in a tim r grounds
wrlt

for actions not being completed. For exam Ies the
disaffiliation from the National Collectiv r|s X Iding regular
e 20

General Committee meetings (Mmu

59(2)(a), 59(2)(ba)(i)
om %e mb @ fulfilled this role at the same time as being in
knowledged this can be common in a collective structure,
if it
mmlt

anaged it has the potential for ‘role-related’ conflicts of
s include examples which suggest staffing issues and
entl y not have been considered in a context of good faith and
s e , for example the request for discretionary leave and revising

np oy ent cond|t|ons to be based on “...our minimum requirements as an
yer” (Minutes 21 December 2021, 16 March 2021, 25 May 2021)

nagement Committee record keeping has not always been robust, for example

the Committee were unable to provide evidence to support some processes,
including recommendations provided by the external contractor and evidence of
delegations

The current Management Committee appears to consist of three ‘friends’ of the
organisation and two ‘Counsellors’” which does not meet the requirements of
clause 6 (b) of their existing rules. These rules require that a "minimum of two
thirds of the members of the Management Committee shall be Counsellors”

This review has established that the organisation is not meeting all the standards for
accreditation. This review has also established some of the complaints made have been
substantiated. Required actions have been identified which must be addressed and these
are detailed in this report.

A further review will be completed in six months.
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This is an Inter-Agency assessment.



KEY FINDINGS

SSAS Standard: Client-centred services (L2)

The organisation treats people with respect and delivers services in a manner that has
regard for their dignity, privacy and independence.

1. The organisation promotes client-centred practice as central to its service

development and delivery.

1.1 The organisation involves its clients and stakeholders
implementation, and evaluation at all levels of the serv e se
current and responsive.

2. The organisation provides services that are ac eop d ablllty

. The organisation provides services that are
harassment, and sexual, financial or oth %
4. The organisation recognises and fa % he rig %%o e to advocacy and/or
support persons of their choice.

QT A

tion, coercion,

Evidence BN\

)
,%”jperations Coordinator, current and former
ember

Interviewed th

fidence policies and procedures (December 2021)
e persons policies and procedures (March 2021)

i % oice matters evaluation form (undated)
Revi take form - How to provide feedback (June 2021)
i Strategic plan - building accessibility (March 2016)

te\inspection for accessibility
° iewed organisation’s website information (Confidentiality, Complaints, Rights
and Privacy) (26 April 2022)

Exceptions
Criteria Findings Type of finding
1 The information obtained during this assessment Required Action

identifies high levels of staff turn-over and uptake of
sick leave. The information also identifies ineffective
management and governance systems have existed
over a period of time. The complaint documents
received by Te Kahui Kahu - Social Services
Accreditation refer to current and former staff being
concerned at the negative impact these matters had
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on the provision of client services.

Client-centred services (2) Recommendation

The organisation’s website identifies that it is located
on the first floor and that people can contact them if
they need to talk about accessibility to their space.
The building that does not have an elevator, it is
understood that in the past the organisation has had
access to space on the ground floor.

Outcome

Standard partially met

SSAS Standard: Community wellbeing (L2)

Q@

all is upheld.

The organisation provides services which reflect the pri Im the elfd
interests of the child or young person are first and an the wellbeing of

1.

The organisation provides services i sectlon 6 of the
Oranga Tamariki Act 1989, where erct C|ple that the welfare and
interests of the child or young perso aramount consideration.

For eaI| ations of abuse and situations
ety r associated community member.

The organisation has a pr \
that raise concerns ab

2.1 The process incl I|nes on how the organisation makes
referrals und i of t anga Tamariki Act 1989.

ess of the unacceptability of abuse, ways in which
ed to report all cases of abuse and how to respond to
i cludes physical emotional or sexual harm; ill-treatment;

ed consent. This procedure ensures that such clients are able to exercise
lity they have to the fullest extent possible.

Vhen it is confirmed that a client has a limited ability to give informed consent, the
organisation acts appropriately.

For those organisations that must comply with the Health and Disability
Commissioner (Code of Health and Disability Services Consumers' Rights)
Regulations 1996, this will mean following the principles of Right 7.

Evidence

Interviewed the Crisis Coordinator

Reviewed pre-assessment questionnaire dated (24 June 2021)
Reviewed Vulnerable persons policies and procedures (March 2021)
Reviewed Survivor-centred services (October 2021)

Reviewed Code of conduct policies and procedures (March 2021)
Reviewed Informed consent policies and procedures (February 2022)
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Reviewed Paramountcy process (undated)

Sighted Survivor Support Team process folder

Sighted Paramountcy process (4 June 2021)

Sighted Child protection register

Sighted Report of concern register

Sighted Report of concern and acknowledgement of receipt from Oranga Tamariki
(29 July 2020)

Sighted Staff training register

Sighted Staff child protection records (March to July 2021)

Sighted one Education programme report (1 July 2020 to 30 June 2021).

Exceptions

Criteria Findings {@ of findin(g/<

1 The paramountcy process does not align with th Wed @1

organisation’s practice to include entering a re
concern in the report of concern register o am
an acknowledgement of receipt from

Tamariki.

N\ )

Outcome

V/
Standard partially met O® \%

<@\

SSAS Standard: Cut@&qﬁgbmge(@};\é(u)

The organlsatlon id s serV| %e culturally appropriate to clients.
1. pro es services that recognise and respect clients' ethnic, cultural
and valu |efs
- org | prowdes services which meet the specific needs of Maori.
1 he isation provides services that meet the specific needs of Pacific peoples.
2, ion consults with, and where appropriate makes referrals to and
protocols with, Maori, Pacific peoples and other cultural and specific
= t services.
Evidence

Reviewed pre-assessment questionnaire dated (24 June 2021)

Reviewed Pasifika policies and procedures (February 2021)

Reviewed Te Tiriti o Waitangi policies and procedures (July 2021)

Reviewed Maori partnership and bicultural business plan (12 January 2021)
Reviewed Culture of OCASA document (12 January 2021)

Reviewed Equity, diversity, and inclusion plan (12 January 2021)

Reviewed Celebrating identity, language, and culture course record (17 to 18 June
2021)

Reviewed Intake form - demographics (June 2021)

e Reviewed Strategic plan - key objectives (2016)

e Visit to site on 12 and 13 April 2022
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e Meetings with staff and Committee members
e Reviewed a sample of Committee minutes (March 2021 to March 2022).

Exceptions

Based on the evidence provided for this review, no exceptions were identified.

Outcome

SSAS Standard: Staffing (L2)

The organisation has the staffing capability and capacity to d&%c ices safely
p

1. The organisation's staffing and staff relations policya

edures with the
relevant legislation.
2.  The organisation includes in its definition o %2 one t isation relies on to
O

deliver its services. This includes caregi
paid staff members.

All staff have a written agreement. o

The organisation uses a cl an
vetting suitable staff in
Vetting of staff is to j

5. The organisatio
results of vetti

5.1 The<orga on effec%%manages any staff with a conviction, including
me vernaﬁ@

% S aco orker exemption is held, an organisation does not employ any
C

aro
a

ker who has a conviction for a specified offence under schedule
n's Act 2014.

t least every three years.
organisation has sufficient, qualified and competent staff to deliver its services.

The organisation provides adequate induction, training, professional development and
support for all staff.

9. The organisation uses an effective performance management system for all staff.

Evidence

e Interviewed the Crisis Coordinator, Operations Coordinator, current and former
staff members

Reviewed pre-assessment questionnaire dated (24 June 2021)

Reviewed Background and child safety checks policies and procedures (April 2021)
Reviewed Children’s worker risk assessment/safety checklist

Reviewed Misconduct policies and procedures (November 2020)
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Reviewed Misconduct or serious misconduct policies and procedures (November
2020)

Reviewed Disciplinary action policies and procedures (November 2020)
Reviewed Grievances and disputes policies and procedures (November 2020)
Reviewed Professional development policies and procedures (November 2020)
Reviewed Performance appraisal policies and procedures (January 2022)
Reviewed Code of conduct policies and procedures (March 2021)

Reviewed Responding to abuse allegations against staff members (March 2021)
Reviewed Staff recruitment policy and procedures (17 February 2015)
Reviewed six current and four former staff personnel records

Confirmed access to and attendance at external Supervision, and availability of
EAP

Sighted Staff case consults (26 July 2021 to 9 February 2022)

Sighted two Case management meeting minutes (2 and 9 March 2022)
Reviewed a sample of Committee minutes (March 2021 to M@ZOZZ).

Exceptions ((V 0

AN

Criteria

Findings < of \finding

4

% ‘s work

z? evie %ﬁoyment records identified
@ a 0 onsistent procedures, areas where
@% being formally interviewed, having referee checks

completed police vetting :
was unable to provide evi ha
established the ide f arecen ed staff

member (who i ildren’s )"and police
vetting resu ee ed. Children’s
workers’ po ng ompleted as
standar unde ion 16 of the Clean Slate

Act stead ption checks required
r

The Management Committee was provi e( equired Action
evidence that it had establishe ity f %
Committee member and di evid ég%f“

r e org t

e Y procedures did not meet these
%ﬁ and/or align with good employment
ises. For example:

least one staff member was appointed without

completed, qualifications confirmed, police vetting
completed, work history documented,

and identification established;

Only one record included evidence of two acceptable
forms of identification;

While some records recorded interviews had been
completed, evidence of the process was not
retained;

Two reference checks had not being completed for
all staff;

Staff who are children’s workers had not had all
safety checks completed, as required under the
Children’s Act 2014 before they were employed.

Identification of positions defined as children's
workers and core workers under the Children's Act
2014 were not evidenced in background and child
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safety checks policies and procedures.

Risk assessments for children’s workers have not Required Action
been completed, as required under the Children’s
Act 2014 to confirm all other safety checks have
been completed and that the person is considered
safe to work with children and young people.

The review of employment records failed to identify |Required Action
evidence of an acceptable induction process. Most
records did not contain any evidence of induction
training, some included an induction training plan,
but these had not been completed.

The employment records reviewed did not include
evidence of supervision contracts or agreements.

Three of the employment records reviewed included %@ed Acti
evidence of performance appraisals, two compl%gy @

in 2020 and one in 2019. O

£

Outcome

W

=S
Standard partially met @ &XQ
NS

SSAS Standard: Health al)d\séfei) (L2). {V

1.

work, and any place of work it uses or relies on
legal and regulatory requirements.

The organisation ensures%@van are protected from risk.

The organisatio
I

bly practicable, provide and maintain a working
d members of the public that is safe and without risk

‘(/ v
@ hile their parents or caregivers receive services.
Th sation has safety and emergency plans for the evacuation of its place of
NO ny other place of work it uses for service delivery.
organisation responds effectively to adverse events in the place of work.

e organisation has a business continuity and disaster recovery plan in place.

The organisation ensures that where an intervention, discipline or control is required
or used, staff use appropriate methods that protect the physical and emotional safety
of clients.

The organisation reflects continuous quality improvement principles in identifying and
managing risk.

Evidence

Interviewed the Crisis Coordinator, Operations Coordinator, current and former
staff members and a Committee member

Reviewed pre-assessment questionnaire dated (24 June 2021)

Reviewed Risk Management policies and procedures (August 2020)
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e Reviewed Grievances and disputes policies and procedures (November 2020)
e Reviewed Misconduct policies and procedures (November 2020)
e Reviewed Misconduct or serious misconduct policies and procedures (November
2020)
e Reviewed Disciplinary action policies and procedures (November 2020)
e Reviewed Code of conduct policies and procedures (March 2021)
e Responding to abuse allegations against staff members (March 2021)
e Reviewed Wellbeing policies and procedures (April 2021)
e Reviewed Health and safety policies and procedures (June 2021)
e Reviewed Accident, injury, and incident template
e Reviewed one incident 22 June (year unrecorded)
e Reviewed COVID-19 information for clients (undated)
e Sighted Hazard and risk management register
e Sighted Health and safety incident register (30 September 2021 to 29 March
2022)
e Sighted three Incident records (17 January 2021 to 2 Noye 21) &
e Sighted two Case management meeting minutes (2 a 022
e Sighted four Staff health and safety check-in records 2020 to 2021)
e Site inspection
e Sighted Building Warrant of Fitness expires
e Sighted I-payroll leave taken report from J
e Review of documents relating to Worksafe compla D-19 response,
including Worksafe NZ email (27 Ap iI2 0%
e Reviewed a sample of Committee “\E to’March 2022).
Exceptions N\ @ M
J) OIN
Criteria <® Type of finding
5 ermier st mbers have stated that |Required Action

@é% minutes make reference to staff resignations, exit

sed behaviours and a

gree and prolonged nature of
dversely impacted on their
vide quality services to clients and
health which resulted in some taking

ers have resigned citing the work culture and
haviours as the reasons. Management Committee

interviews and allegations of bullying. Some
employment records include resignation letters,
emails to the Committee and notes where staff have
recorded their concerns about the workplace and
culture.

The organisation is not currently providing a safe
working environment for staff, and consequently
also for clients.

There is no evidence of a process for taking
disciplinary action against a Management Committee
member or for addressing interpersonal conflict or
employment related concerns against a Management
Committee member in disciplinary action or
grievances and disputes policies and procedures.
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Wellbeing policies and procedures relate to staff.
There was no evidence clients are included in these
policies and procedures.
5 Not all adverse events/behaviours have been Required Action
appropriately documented.
Outcome

Standard partially met

SSAS Standard: Governance and management stru e and
systems (L2)

structure and systems.

1
2.

The organisation has a clearly defined and effective go@nd na%t
. The organisation has a defined and curre us. %%
defi <
whi

The organisation has an appropriate \ ance and
management structure, the written c@ duthorities, delegations,
eople with appropriate skills,

responsibilities and accountabiliti

3. The organisation is gover <-s manage
qualifications and pers t tes.
4, The organisation ha s fori g and managing perceived, actual or
potential conflictsof i est, i i tween governance and management roles.
5.  The organisation's imanag ems, policies and procedures are consistent
with:
Ynion, rules, charter or Act of Parliament
3\thé aims( ph phy and scope of its activities
5.4%its
5.5 co
6. ga sation collects, records, stores and uses information in keeping with the
ant legislation.
Evidence

Interviewed Operations and Crisis Support Coordinators, and current Committee
member

Interviewed current and former staff members

Reviewed pre-assessment questionnaire dated (24 June 2021)

Reviewed Remote working information security policies and procedures (March
2020)

Reviewed Protection of privacy policies and procedures (October 2020)
Reviewed Information sharing policies and procedures (October 2020)
Reviewed Duty of care policies and procedures (October 2020)

Reviewed Information safeguards policies and procedures (October 2020)
Reviewed Safe disposal of information policies and procedures (October 2020)
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Reviewed Conflict of interest policies and procedures (August 2021)

Reviewed Management committee recruitment (January 2022)

Reviewed Management committee membership (January 2022)

Reviewed Grievances and disputes policies and procedures (November 2020)
Reviewed Misconduct policies and procedures (November 2020)

Reviewed Misconduct or serious misconduct policies and procedures (November
2020)

Reviewed Disciplinary action policies and procedures (November 2020)
Reviewed Code of conduct policies and procedures (March 2021)

Reviewed Responding to abuse allegations against staff members (March 2021)
Reviewed Delegations policies and procedures (August 2021)

Reviewed Client record keeping policies and procedures (February 2022)

New Zealand Business Number website search (1 March 2022); NZBN
9429042815297, registered 1 February 1982

e Incorporated Society register search (1 March 2022); Incorp n numb
226133, registered 1 February 1982
e Charities Services register search (1 March 2022); r 913

5 May 2008
e Reviewed organisation’s Rules
e Reviewed Rape Crisis (Dunedin) Incorporate ted ( draft
revised Constitution/Rules
e Reviewed Strategic plan March 2016-20
e Reviewed OCASA Strategy - follow \ oy doc s (29 January 2021)
e Sighted Management Committee s TUi 1 November 2021)
e Reviewed Performance report
e Reviewed Management Co i March 2021 to 29 March
2022)
e Sighted Conflict of intérest 1-2022)
Sighted Register nbeérs ( 021) revised (16 February 2022)

Reviewed orgai tion (Confidentiality, Complaints, Rights
complaints processes (6 November 2020 and 4

mittee Minutes from March 2021 to March 2022
ommittee’s email (1 April 2022) response to complaints.

Exceptions .\ /)
Critefi/@\\ g»dings Type of finding
1 \\)) In May 2021 a new Committee member (with a Required Action

conflict of interest) was appointed. Committee
minutes refer to his undertaking a rewrite of the
constitution and consulting a legal professional about
the draft document. The draft document provided at
the site visit (12 April 2022) did not track changes,
the changes identified appeared to be minimal, and
did not include the level of detail observed in the NZ
Companies Office website (Constitution Building
Tool). When asked for evidence that the Committee
had obtained legal advice on the draft document, as
referred to in minutes, Te Kghui Kahu - Social
Services Accreditation was advised that this would
be sought after the Committee had ratified the
updated document.
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As identified in the Overview of this report, the
contents of Committee Minutes did not reflect good
management/governance procedures and
knowledge. At the site visit two Committee members
advised they had considered changing the minutes
for some time.

The strategic plan March 2016-2021 has not been
renewed. Minutes for the Strategic Hui (13
November 2021) identify action points, but no
evidence was provided on process/completion of the
action points.

The organisation’s Delegations policies and
procedures require (in part) that a record of
delegations must be kept, updated, and made
available to staff; and that no delegated person may
exercise delegations if they have or may be

perceived as having some conflict of interest.
The organisation was unable to provide eviden f

delegations given to Committee members:
Management Committee Minutes recor t@
Committee Member (conflict of intere een

repeatedly involved in a range of: t«;gs

=

matters, including employme
The Management Commltt
Delegations policies and p

Required Action

Dun en |ttee meetings
, it is understood that
mi tee gs WI|| have been completed
er t e mmutes do not identify
who are not physically present
d| g the meeting remotely.

Governance an ment strue \énd systems
(2)
One me Co S|des outside of
y Becau

Recommendation

2F ce)of role descriptions for the Treasurer and
was provided at the site visit. There was

ﬁe idence of role descriptions for the remaining

nagement Committee Members.

This assessment report has identified a number of

issues and processes which indicate the need to

strengthen management and governance.

The organisation did not hold information on
Management Committee members skills,
qualifications, and experience in governance and
management.

Required Action

Governance and management structure and systems
(3)

The Management Committee Strategic Hui (13
November 2021) records that it was suggested the
organisation advertise externally for additional
Committee Members. The two Committee members
with a conflict of interest are recorded as not
supporting this.

Recommendation
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The Management Committee includes two members
who acknowledge a conflict of interest, and which is
documented in the Conflicts of interest register.

This conflict of interest between the two Committee
member features in the complaints made to Te
Kahui Kahu.

This report has identified examples where the
conflict of interest has not been appropriately
managed (for example the Delegations policies and
procedures).

As identified elsewhere, there have been times when
the Management Committee has met without the
required quorum and the Committee has indicated
that it is considering reducing the quorum from five
to three. A committee consisting of three members,
where two have a declared conflict of interest %
prove problematic.

Required Action

& &

Management Committee meetings is five

Committee minutes record that gs
frequently held when they did 3

su a

quorum. One Committee
the required quorum, believ tob i of
members. N \

The organisation’s Rules identify that the\qu
=

@ire@ﬁcﬁon

Management Committee)minutes record that

Committee m S ide because of the
workload in ey @ e
% :

turns (‘pass the
ntil another manager
also record that access
would be restricted to
held the baton. While the

ittee-wa ect to consider how they could

Wit ivacy requirements, the decision does

ave this, nor support efficient employment
5 s€s.

arepoint organisational documents were

able to be located during the assessment. A filing
system to identify and access Sharepoint documents
stored in 2021 is under development. There was no
evidence of user accounts, passwords and system
access being regularly reviewed in information
safeguards policies and procedures. Staff has not
received training on the organisation’s privacy
policies and procedures. Several examples were
identified where employment files did not contain
required information (including exit interviews). It is
acknowledged that the Operations Coordinator
providing this information during the site visit is a
relatively new employee.

Required Action

Outcome

Standard partially met
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SSAS Standard: Financial management and systems (L2)

The organisation is financially viable and manages its finances competently.

The organisation is financially viable.

2. The organisation has an effective financial management system appropriate to the
size and complexity of the organisation.

3.  The organisation undertakes forward financial planning to show that it will remain
financially viable.

4, The organisation has adequate insurance cover for the size and complexity of the
organisation.

5. The organisation has arrangements for the regular independe dit, or in spme
cases review, of financial accounts. &
NS

Evidence @ »

e Interviews with Crisis Coordinator, Operatic

io
administrator ‘

Reviewed pre-assessment questio ated (24 e 2021)
Reviewed Financial controls policies rocedures 2021)
Reviewed Delegations policies and proced ugust 2021)
Reviewed Financial and y managen uary 2022)
Reviewed Performanc ear end 30\Junhe 2020
Reviewed Indepen itor's r /\May 2021)

Reviewed Audit Pr
Reviewed Perf
Reviewe

Repo heyear ending 30 June 2021
sheet 2021)
ng bud 0-2021)
get variance (26 February to 24 March 2021)
k st 6 February to 24 March 2021)
ment summaries of accounts (24 March to 22 April 2021
o] ay 2021)
ie Lockwood insurance renewal statement (expires 29 April

iation liability package and cyber
Rothbury Insurance document (cover form 1 August 2021 to 1 August

I's {(:% pril 2022) to Management Committee

0
. @ e visit completed on 12 and 13 April 2022
e Sighted GST summary of payments (1 July 2021 to 31 December 2021)
e Sighted PAYE payment (due September 2021 to 31 December 2021; nil in
arrears)
Sighted Budget variance 1 July 2021 to 1 January 2022
Reviewed Budget (July 2021 to June 2022)
Sighted debit card statement (to 12 April 2022)
Sighted examples of invoice reconciliation processes
Sighted BNZ statements Expense account, General account, Grant’s account (28
February 2022 to 31 March 2022)
Sighted I-payroll leave taken report (July-August 2021)
e Reviewed a sample of Committee Minutes from March 2021 to March 2022
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Exceptions

Criteria Findings Type of finding

) Financial policies and procedures did not include Required Action

specific financial delegations and responsibilities.
Financial policy and procedures included links to
other related financial documents. However, several
links did not connect to the named document. (This
issue was also identified in other policy and
procedure documents)

Management Committee Minutes frequently
identified inconsistent and insufficient information to
evidence that the Committee was appropriately
reviewing financial processes and information.

4 Financial management and systems (4) - e@n
Insurance with Crombie and Lockwood was due t

Outcome

Standard partially met @

(A
SSAS Standard: %;gjﬂtimomplaints related to service

provision (L

The or on.uses ive process to resolve complaints about service provision.
1 anis a process for receiving, considering and resolving complaints
thatis s d in law and is consistent with the principles of natural justice,
and support and safety of the complainant throughout the process.
2 Th% isation ensures its clients and staff are aware of the complaints process.
3. @o anisation seeks to resolve complaints effectively and makes improvements to
service as a result.

3.1 The organisation must record the application of the complaints process and the
resolution achieved.

3.2 The organisation will provide evidence it has made appropriate improvements
based on the analysis of complaints received.

Evidence

Interviewed the Crisis Coordinator, Operations Coordinator, Committee members
Interviews with existing staff

Remote meetings with former staff

Reviewed pre-assessment questionnaire (dated 24 June 2021)
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Reviewed Governance responsibilities policies and procedures (January 2022) -
Risk Management section

Reviewed Responding to abuse allegations against staff members (March 2021)
Reviewed organisations website information (Confidentiality, Complaints, Rights
and Privacy) (26 April 2022)

Reviewed complaints information received by Te Kahui Kahu (3 and 9 February
2022)

Reviewed a sample of Management Committee Minutes from March 2021 to March
2022

Reviewed Management Committee’s email (1 April 2022) response to the
complaints

Sighted new Check in document to be completed by individual staff and to be
submitted to Management Committee from February 2022

Reviewed timeline of complaints compiled by the Crisis Coordmgtor (undated)

Reviewed emails provided by Crisis Coordinator that referre mplaints
the Complaints processes: 6 November 2020; 9 November
2020; 4 February 2021; 4 February 2021; 22 Novem Dece

12 January 2022; 8 February 2022; 16 February 20 ch 20
Exceptions
((\N\
Criteria Findings \) /72 ype of finding

The concerns received by-T \m>Ka
February 2022 identified [
trying to raise con In art| 5 dentified

that they felt t ralsm g s (and/or

that they h thls ur and as a

consequenc |n the workplace.
P b

ing interviews there was a uniform
ncern about bein ntified from information

ovide d. Th oncern extended, although to a

sser deg/é\% me former staff.
:% ~|a a% ebruary 2021) from the Crisis

or to the Collective appropriately advised
the Complaint process implemented to take into
count the creation of the new Operations Manager

S

On 16 February 2022 the Committee Secretary
emailed staff an amended process to address the
appointment of the Operation’s Coordinator and
identified two Committee members delegated to
receive and respond to complaints.

nd 9 Required Action

Issues with both these processes include:

° The position of Operations Manager was
vacant for some months during 2021, and it is
unclear what process applied
[ ]

advised
that staff did not put concerns in writing or complain
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as they were scared. Staff also advised that they did
not feel it would achieve anything as concerns
eventually went to the Committee which was not
impartial and was unduly influenced by one member

Complaints process has been amended and a

Although there is information to show that the @ @§§

Committee member involved in the Complaint
process, these changes did not adequate dress
the reasons why staff felt unsafe and
follow the Complaints process. f
2 There was no evidence on how \e\q\??\r@a Te i ﬁequired Action
undertake an independent i ion if req
or specified timeframes thro ut the-complaints
process in the Feedb a mplai ies and

procedures. <a<e\§ @

3 The pre-asse %ﬁ)@e’stio
states no fo lai e
that the %ts p nd
bee pg%ﬁmce

201

ﬁigfor on obtaine ring this assessment process

Required Action

e S laints were made, and that the
<g> mpI r. ess had been amended.
he i
r @ | complaints and actions taken, including
2% r of complaints.

gthe organisation has failed to identify and record

@% all complaints it has also failed to demonstrate that

it has make appropriate improvements based on the
analysis of complaints received.

Outcome

Standard partially met

SSAS Standard: Quality improvement (L2)

The organisation aims for excellence and manages the quality and risk of services.

1. The organisation regularly monitors:

1.1 the organisation's individual policies and procedures
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1.2 its systems as a whole
1.3 the performance of the organisation
1.4 client outcomes.

The organisation uses a process to analyse monitoring and performance data for the
purpose of improvement.

The organisation makes appropriate improvements, including risk mitigation, based
on the analysis of this monitoring.

Evidence

Interviewed the Crisis Coordinator, Operations Coordinator, Committee members
Reviewed pre-assessment questionnaire dated (24 June 202
ary 20&

Reviewed Governance responsibilities policies and procedu
Risk Management section
oced

Reviewed Quality assurance and improvement p0|lCI
2022)

Sighted Staff case consults (26 July 2021 to 9 202
Reviewed Accident, injury, and incident te

Sighted Hazard and risk management r

Sighted Health and safety incident re 0 ep 1 to 29 March
2022)

Reviewed sample of Managem ittee mutes from March 2021
to March 2022 @

ary

Reviewed revised draft r dated
Reviewed Strategic plan
Reviewed OCASA :
Sighted three
Sighted on
Slghted I-pa

ion (29 January 2021)
) court support and counselling)
e report (1 July 2020 to 30 June 2021
from July/August 2021
y vember 2020 to August 2021)
ple of\bank statements (March 2021 to May 2021)
i rts (Partnering for Outcomes, Funding) 15 April 2021

Exceptiong?

Crit@ Findings Type of finding

In June 2021 the organisation agreed to use Policy |Required Action
Place policies and procedures. The review of the
Policy Place policies and procedures used by the
organisation identified two issues: that a significant
number of ‘links’ included in the policies did not
connect to the correct document, and; that the
organisation had not put in place specific
organisational procedures needed to supplement the
generic Policy Place documents.

From July 2021 the organisation had access to Required Action
staffs’ leave data via I-payroll.

At the site visit Management Committee members
acknowledged that they were unable to identify staff
turnover or the level and reasons for sick leave
uptake. Current and former staff identified that the
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workplace culture and management were
responsible for the level of staff sick leave and
resignations. There was no evidence available that
demonstrated that the Management Committee
monitored and analysed this data.

3 Refer to the required action in criteria 2 of this Required Action
standard. There was no evidence available to
demonstrate that the Committee makes appropriate
improvements, including risk mitigation based on
the analysis of monitoring.

The Hazard and risk management register does not
identify strategic risks as required by the
organisation’s Governance responsibilities policies
and procedures risk management section.

—

Outcome

Standard partially met W
(\@;& (\$

SSAS Standard: Client serwce&éﬁﬂxﬁc&gr ammes (L2)

The organisation provides client s d/ es that meet clients' assessed
needs, reflect desired outco aIs an d@r ned, co-ordinated and reviewed.

1.  The organisation co ropr ~ nation and ensures the needs of the client
match the crlter
2. The organi mplet ehensive and timely assessment.

atlon sures t has necessary consents.

3. sat| timely, effective plans for all client services and
@@e needs of the client and the objectives of the service or

ns identify and mitigate safety risk to clients and others
here appropriate, plans include client's family and others

3.4 the plan clearly states the client's goals, and services used to help the client
achieve their goals

3.5 plans are adequately resourced

3.6 the organisation completes regular, formal, recorded reviews of progress against
the plan and outcomes achieved.

4, Conclusion of services to clients is planned and prepared for.

4.1 Safety risk of clients transitioning from the service are considered and managed.

5.  The organisation ensures that client files and programme records are sufficient and
document each stage of service provision.
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Evidence

e Interviewed the Crisis Co-ordinator
e Reviewed pre-assessment questionnaire dated (24 June 2021)
e Sighted three Client files (crisis support, court support and counselling)
e Sighted one Education programme report (1 July 2020 to 30 June 2021)
e Reviewed Monitoring reports (Partnering for Outcomes, Funding) (15 April 2021
and 17 February 2022.)
Exceptions
Criteria Findings Type of finding
2 Client consent to participate in service was not ired Acti
recorded on the intake form. =
o\ T
Outcome PN S
V

Standard partially met
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