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FOREWORD

Advocacy Tasmania Inc. (ATI) is an independent, state-wide, non-profit, advocacy service for older people, people with disabilities, people with mental health disorders and their families and carers.

Advocates are available for people in the following client groups:

· People with disabilities

· People living in aged care facilities and potential residents, and 
people receiving Community Aged Care Packages (CACPs) and
Extended Aged Care in the Home (EACH) Packages

· People in receipt of or eligible to receive Home and Community Care services

· People with dementia and memory loss

· People with a mental illness or mental health disorder


· Carers and relatives of all the above groups

Advocacy Tasmania also operates a scheme which provides free, trained volunteers to represent people with mental illness in hearings before the Mental Health Tribunal across the State.

The Service’s Mission Statement is:

“Advocacy Tasmania Inc., acting independently at all times, works to both empower and uphold the rights and interests of older people and people with disabilities”.

The Service’s Aims are:

· To provide an equitable, high quality service to all people who use the service across the State 

· To assist clients to exercise by providing information and support to self advocate and individual advocacy representation

· To protect and enhance the rights and interests of our client groups through promotion, education and community development

· To identify systemic issues affecting our client groups and to take effective action

· To manage the human and financial resources of the organisation efficiently and effectively, overseen by good governance

The Principles which guide the Service are:

(a) Advocates work at the direction of clients.


(b) Advocacy is often involved in situations of conflict.  Advocates endeavour to avoid confrontational approaches as much as possible.


(c) Confidentiality builds trust between client and advocate.  Clients have the right to expect that their issue will be dealt with confidentially.


(d) Advocates must take into consideration the cultural, linguistic and communication needs of clients.


(e) Advocates have a duty of care to not advocate in ways that are illegal or that will significantly harm or disadvantage the client or other people in the client group.


(f) Advocacy works to increase the power and control clients have over their lives.


(g) Advocacy must be independent, with no conflict of interest.  It must focus solely on the rights and interests of the client(s).


(h) The service is provided to people in the client group(s) according to need.  The service is free and state-wide.


(i) Advocacy is on the side of the disadvantaged party.  It exists to assist clients.  Advocates are not “neutral umpires” or mediators.


Advocacy Tasmania acknowledges the funding received to run our various advocacy services.
Our funding bodies are:
Tasmanian Department of Health & Human Services

· Disability Services
·  Mental Health Services
· Home and Community Care Program
Commonwealth Department of Health & Ageing
· National Aged Care Advocacy Program

· Dementia Community Grants Program

Commonwealth Department of Families, Housing, Community Services and Indigenous Affairs
· National Disability Advocacy Program

ADVOCACY TASMANIA INC. IS LOCATED AT:
Head Office/South

Suite 6, Mayfair Plaza
Telephone

(03) 6224 2240

236-244 Sandy Bay Road
Fax


(03) 6224  2411

Sandy Bay Tasmania  7005
Client Free call 
1800 005131
P O Box 426
TTY – Use free call number

Sandy Bay   Tasmania   7006

Email:advocacy@advocacytasmania.com.au

Northern Office

Shop 9/216 Charles Street
Telephone

(03) 6331 0740

Launceston   Tasmania   7250
Fax


(03) 6331 0740

Email: advocacynorth@advocacytasmania.com.au

North West Office
Telephone

(03) 6434 6475

11 Jones Street
Fax


(03) 6431 3717

Burnie   Tasmania   7320

Email: advocacynw@advocacytasmania.com.au
Website: www.advocacytasmania.com.au

CHAIR’S REPORT

Another very busy year has passed since my last report: a year with many rewards and a few disappointments.  I wrote last year about the need to better resource independent advocacy in Tasmania.  We, at Advocacy Tasmania, believe that independent advocacy services provide a vital role in assisting some of our community’s most vulnerable citizens to exercise their rights.  Without advocacy many would have their needs ignored and their rights denied.  Advocacy should be regarded as a core service with resources sufficient to meet the ever growing demand.  Unfortunately, we still have a lot of work to do to get this message accepted by the politicians and senior bureaucrats who make decisions about funding of community services.

One very positive development last year was the decision by the Tasmanian State Government to provide funding to our Dementia Advocacy Project.  The Project, a Commonwealth funded national pilot, was completed in March 2008.  The independent evaluator’s report was extremely encouraging and happily the HACC Program has acknowledged it’s value with further funding.  At this stage the funding is until the end of 2008, by which time the Commonwealth Government should have completed it’s own evaluation of all the projects it funded through the pilot program, which in turn, will hopefully lead to ongoing funding from either the State or the Commonwealth.

One of the disappointments of 2007/08 was the State Government Budget for 2008/09 announced in June 2008 where we thought our time would finally come to have the longstanding problem of the paucity of mental health advocacy, whereby we have one advocacy position funded for the entire State, would be addressed.  Unfortunately this was not to be.  If the Government is to guarantee an equitable quality service to its regional constituents it is absolutely necessary to fund the position of a regional advocate to cover the North and North West of the State, as a minimum.

Last year I also drew attention to the work our advocates were doing as part of the Living Independently Project (LIP).  The LIP funding enabled our advocates to spend more time than they usually had available with their clients and it has been particularly beneficial for clients with severe and profound disabilities.  However, the LIP funding will end in early 2008/09 and with it will end this more intense, proactive advocacy involvement.  It is our belief that these positions must become recurrent and they need to continue to focus on those people with severe and profound disabilities who are least able to advocate for themselves.  At the time of writing we had held some encouraging discussions with Disability Services but, as yet, have no definite commitment regarding the continuation of this funding as recurrent.


On a more positive note the organisation has invested considerable time and effort over the last two years into ensuring that we are operating at our absolute best.  The ATI Board is determined to make sure that we are working to continuously improve our services.  To this end we commissioned Community Management Consultant Ray Bennett, to undertake a review of our structure and processes in early 2007 and we have been working through the implementation of Ray’s recommendations throughout 2007/08.  There has been a particular emphasis on performance management across all levels of the organisation – Board, CEO and Staff.  

Another important part of this process has been to improve the way we work together as a Board.  In the increasingly complex environment within which we are required to operate it is vital that volunteer Boards of Management do all that is possible to stay abreast of developments.  As part of this we have also considered the challenge of Board succession planning.  Most of us have been on the ATI Board for a decade or more and none of us are getting any younger.  ‘Generational Change’ is something we wish to pursue and to this end it was very pleasing to have Nick Baily, a young man with an in-depth understanding of issues facing people living with an acquired brain injury, join our Board recently.

As described in the Overview Report, from our CEO Ken Hardaker, the numbers of people assisted over the last year were a record for the organisation, with 1323 people provided with individual advocacy services.  While the number is impressive it really doesn’t tell us anything about the benefits our services have had for those hundreds of people involved or how well they are delivered.  To get a better sense of the impact our advocacy has on the lives of individuals I reviewed the Client Satisfaction Surveys we have received over the last year.  We realise that many people find it difficult to complete surveys and we are currently considering other ways to gain feedback from clients as to whether they were satisfied with the service we provided.  But even allowing for this difficulty the surveys we do receive give me confidence that our staff are providing high quality advocacy.

Just are few examples are listed here.

“10 out of 10 for the Advocate.  He knows his profession so well!  Just a natural, excellent to work with and I offer my special thanks.”

“Very professional, no fuss and organised very quickly.”

“The service delivered by the Advocate for me was fast, efficient, and very beneficial.  I could not wish for a more professional outcome.  Thank you Advocate and Advocacy Tasmania.”

 “The Advocate responded to my personal crisis.  He was well-informed, provided assurance, knowledge and skill beyond my expectations.”

“Professional, compassionate and empathetic assistance”

“I was made aware of rights and processes I did not know existed which will always be with me when needed in the future.”

“I cannot thank Advocacy Tas and the Advocate for what has been done to help my mother and myself.”

“I was treated with the utmost respect and kindness.  A wonderful help, and an asset to people in need.  I am very satisfied.”

“The Advocate’s in-depth appreciation of the complexities of this case and her tireless following up of matters of concern have assisted me significantly.  My thanks to her and the organisation.”

“Mum and I couldn’t be happier with the service, time and effort the Advocate put in for us.  The outcome has been so beneficial to Mum, who is now getting proper meals.”
 “I can only speak highly of your organisation and would have no hesitation in using it again or recommending it to anyone requiring its services.”

In concluding I am pleased to report that overall the organisation is in a healthy position both financially and in terms of our human resources.  This is possible due to the commitment, skill and dedication of our staff and Board.  I thank all for their efforts and look forward to working with everyone over the coming year.  I particularly want to thank Pam Sutton who is retiring from our Board after nine years of service for her contribution over those years.

Marion Florence

CHAIR

CEO’S OVERVIEW

Introduction

The Reports which follow, discuss the work of the agency over the last year in each of our four Advocacy Programs: Aged Care, Home and Community Care, Disability and Mental Health;  our volunteer program – the Mental Health Tribunal Representation Scheme, and our new pilot project on advocacy for people with dementia and memory loss.  This section provides a brief statistical overview of the organisation’s activities.

Individual Advocacy 

Over the last twelve months Advocacy Tasmania provided individual advocacy to 1323 older people, people with disabilities, people with mental health disorders and their families and carers.  This can be broken down as follows:

	Program
	2003/04
	2004/05
	2005/06
	2006/07
	2007/08



	Disability
	396
	482
	480
	513
	525

	Mental Health
	240
	266
	307
	271
	314

	Aged Care    
	176
	181
	210
	198
	181

	HACC
	209
	238
	253
	215
	222

	Dementia
	
	
	
	39
	81

	TOTAL
	1021
	1167
	1250
	1236
	1323


There was an increase in individual advocacy cases this year of 87 or 7%. Case numbers have remained consistently high, with the organisation sustaining an overall increase of 30% over the last four years.  Again this year we were faced with the situation of having to close some programs to new referrals due to overload.  The Disability Program, in particular, reached its capacity in 2004/05 and has remained at this level for the last three years.

It is very pleasing to report that the Tasmanian Government, through the HACC Program, has provided funding to enable our ‘Rights of People with Dementia and Advocacy Pilot Project’ to continue to operate.  However, without any other new advocacy positions the numbers of people we will be able to assist is unlikely to increase significantly in 2008/09.  In fact numbers may well decrease due to tighter eligibility criteria and waiting lists for service may be needed to cope with the volume of referrals.


Mental Health Tribunal Representation Scheme

This year was the fourth full year of operation of the Scheme.  In 2007/08 206 people were represented by one of our trained volunteers.

In terms of the Scheme’s training and education activities 106 people participated in the training program and 82 current volunteers participated in professional development sessions – a total of 188.
Information, Promotion and Education

Information

In 2007/2008 Advocacy Tasmania responded to 353 information inquires. Many of the calls we did receive were from people wanting information about advocacy and Advocacy Tasmania’s services, and this is reflective of a growing community interest in and awareness of ‘consumer rights’ in relation to human services. 

In recent years, previously high numbers of information calls from students have reduced and this has corresponded with a rapid rise in hits on our website.  In 2007/08 we received 66903 hits to our website, an increase of 25% in one year.

Education & Promotion

In the year 2005/2006 a total of 4610 people participated in education and other group work sessions facilitated by Advocacy Tasmania staff.  In 2007/08 the number has increased to 5406, an increase of 17% on last year’s total participant numbers.  The break-up is as follows:
	Program
	2004/05
	2005/06
	2006/07
	2007/08



	Disability
	1238
	777
	1624
	1756

	Mental Health
	361
	968
	1043
	714

	Aged Care    
	955
	1406
	1185
	966

	HACC
	837
	1114
	1018
	741

	MHTR
	
	345
	215
	188

	Dementia
	
	
	321
	232

	TOTAL
	3603
	4610
	5406
	4597


The combined totals for individual advocacy (1323), people assisted with representation (206), information inquiries (353) and education and information session participants (4597) meant that Advocacy Tasmania Inc. directly advocated for, assisted and informed an impressive 6479 Tasmanians in 2007/2008. 

Ken Hardaker
CHIEF EXECUTIVE OFFICER

AGED CARE

Introduction

The trend of increasing referrals has levelled out as the service has reached its capacity.  The raw number of individual advocacy cases handled actually decreased slightly compared with the previous year (i.e. 8%), but the overall time devoted to advocacy case work remained high

Advocacy for people in high care continued to make up the highest proportion of the workload, at 55% of referrals, but also, generally, the more complex cases involved high care residents.  However, this was slightly down on the previous year.  This was due to an increase of referrals from carers/relatives of people with dementia and also an increase in referrals from CACPs and EACH recipients.

Similarly the proportion of cases where advocacy worked with the resident directly (as opposed to working with relatives) dropped from 75% to 61% of cases.  Overall Community Aged Care referrals rose from 13% to 22%.  We partly attribute this increase to our Dementia Advocacy Project which has raised awareness of the role of advocacy widely across the sector, particularly the community aged care sector.

In general, cases involving caring for people with dementia remained prominent.  Issues of ‘behaviour management’ and ‘medication’ often presented with these cases.  

Advocacy

Complaints Handling by Providers

 A total of 34 cases involved problems with the complaints process of the provider.  This is actually down on last year’s total of 46 and probably indicates some overall improvement in the way providers manage complaints while suggesting that there is still significant room for improvement.  The most common complaint by residents and families is that they don’t feel listened to by the management of the home. At information sessions held with Residents Committees it is often reported to advocates that there is a lack of follow up from management about issues that are raised by residents within their own meetings.

Overall the response to complaints by providers continues to vary widely. Some have a positive attitude and response to grievances being raised by residents, families and advocates while others are less than welcoming and consequently some residents continue to be reluctant to report their concerns. 


Security of Tenure

There have been a considerable number of concerns (11%) raised in relation to security of tenure, especially when there is a complaint made or a resident/relative is considering a complaint. The fear of or perceived fear that there will be repercussions or reprisal for making a complaint is still prevalent.

Substitute Decision-making

An ongoing issue is confusion or dispute in relation to the authority of a family member to make decisions on behalf of a resident.   In a number of cases service providers made inappropriate assumptions about powers held by someone who was considered the ‘next of kin’ or someone with a power of attorney (POA).  This was not restricted to residents with dementia but included situations of frail residents who still had the capacity to make their own decisions being sidelined, with the home relating to a relative with a POA as if they were the resident’s appointed guardian. Senior staff of facilities need to be clear not only about the different roles and powers of POAs, enduring guardianship and ‘person responsible’ but more importantly a resident’s right to be assumed competent unless proven otherwise.  

Staffing Levels

Again this year, concerns relating to inadequate levels of staffing were often raised by residents and family members.  Whilst residents in care are significantly more highly dependent and have increasingly complex medical and other psycho-social needs, few providers appear to be staffing facilities to adequately meet these needs.  The numbers, quality and turnover of staff at all levels in some facilities often means that residents experience services that are depersonalised, far from “homelike” and in some instances non existent.  This can leave many feeling insecure, isolated and depressed.  Family members also complain that staffing issues can result in miscommunication, stress and a loss of trust in service providers.

Community Care

As reported earlier there has been a significant increase in the number of referrals received in relation to Community Aged Care Packages (CACPs) and Extended Aged Care in the Home (EACH) Packages.  In a number of instances older people living alone in the community, and at risk of premature admittance to residential care, requested an advocate’s assistance in navigating their way through the community care system, including support with Aged Care Assessments and accessing a CACP or EACH package.  Other cases commonly involved problems with staffing, particularly high turnover of staff.  In one case an EACH recipient had had 30 different staff provide her care over a two month period.


Education

Overall the numbers of people participating in information and education sessions have remained high at 966 for the year.  The 64 sessions provided translates into more than one session per week, which, given the continued high demand for advocacy, is a good achievement

Rural and Regional travel

ATI visited facilities in most of the more isolated parts of the State during the year including King Island, Dover/Esperance in the far South, NE Tasmania – St Helens, Swansea, St Marys, Fingal and Scottsdale, Far NW and West Coast – Smithton, Strahan, Queenstown, Rosebery and Wynyard, the Tasman Peninsula and Central Tasmania – Ouse, Oatlands and Campbell Town.  

State-wide Miniposter and NACAP Brochure Mail-out
A new miniposter was developed.  It is approximately half the width and length of a standard poster and fits easily on a notice board.  The miniposters, along with NACAP brochures were mailed out to all aged care facilities in Tasmania in July 2007.  

This was followed up with phone contact which led to a number of information and education sessions for staff and residents.  Unfortunately, we find consistently that few providers actively approach us for such sessions, rather we have to contact them, point out how long it’s been since our last visit and session and only then do they agree to have us visit their facility and run sessions. 

Closure of Community Hospital/Aged Care Facility

The Ouse Community Hospital, which also provided a total of 6 aged care beds together with 2 patients awaiting placement, was advised in 2007 by the Tasmanian government that it would be closing.  An ATI Aged Care advocate assisted the residents by informing them of their rights and choices. Assistance, advocacy and information was given to the residents and relatives, who felt they had had no say in the process, when it was first presented or announced.  The involvement of the advocate facilitated a relatively smooth transition through the system. 

Aged & Community Service Tasmania Regional Forums

Advocacy Tasmania, together with the Department of Health & Ageing and the Public Trustee presented at the ACST Regional Forums for DONs and CEOs of all Tasmania’s not-for-profit aged care providers.  This was a valuable opportunity to strengthen cooperation between ATI, service providers and their peak body.


RTO Partnership

ATI entered into a partnership with an RTO which is a leading provider of accredited training to aged care facilities in Southern Tasmania.  ATI’s aged care advocate is providing the advocacy component of the training.  This has increased our access to facility staff, including some facilities that rarely contact us for advocacy training. It has also prompted some of those facilities to engage the advocate in providing information/education sessions for other members of staff who had either not been through the accredited training or needed a refresher course.


HOME & COMMUNITY CARE

Introduction

The last year has been a busy one for our Home and Community Care (HACC) Advocacy Program.  Our core work of providing individual advocacy services to HACC Service Users saw a slight increase in people assisted from 215 to 222 cases (3%).  The range of issues HACC consumers requested advocacy assistance to resolve, were again many and varied and included quality and quantity of HACC service delivery, the problems of unpackaged basic HACC services, serious housing related problems and elder abuse.  The following report will expand upon these themes.

In April the State Government, through the HACC Program, provided funding to enable our Commonwealth funded pilot project “The Rights of People with Dementia and Advocacy Project” to continue beyond the completion of the pilot phase.  The ‘new’ HACC funded service is known as the Dementia Advocacy Service (DAS).  From when HACC funding commenced in April until the end of June, 40 clients were assisted.  This brings the total number of HACC clients assisted in 2007/08 to 262.

Advocacy

HACC Service Related Issues – Personal Care and Home Help

A variety of problems presented concerning Personal Care and Home Help services.  This included consumers reporting that they had new workers arrive on their doorstep, ready to perform intimate personal care tasks, without the consumer receiving prior notification that a new worker would be starting.  It is not good practice, from either the consumer or worker’s perspective, to commence an often inexperienced worker without an induction or introductory buddy shift.  Where buddy shifts are employed there are different practices amongst providers as to who ‘pays’ for the shift with some providers considering this to be their organisational responsibility and, as such, they pay for the extra costs associated with buddy shift.  

Others consider it to be the consumer’s responsibility with consumers with packaged funding (e.g. individual support package or ISP) being required to use their banked hours for buddy shifts.  This eats into the consumer’s bank of hours, which are intended to be stored for emergencies or to enable the consumer to have a holiday or utilise for a social activity.  Consumers should not be penalised by providers with poor human resource management practices which result in high staff turnover, which in turn necessitates the need for buddy shifts for the stream of new workers.


Other staffing-related problems included staff not turning up for shifts, finishing early so that the consumer did not get the time to which they were entitled, and workers not following the agreed task list.  TasCOSS has received funding for a project to put together a guide for personal care users from the consumer perspective.  The guide will be developed by long term consumer advocate and ATI Vice-Chair Robin Wilkinson.  This should be a worthwhile training tool for new workers.

Unpackaged HACC Hours

Again this year the problem of consumers relying on unpackaged HACC hours has presented.  ATI had a number of cases where a person with a disability was reliant on HACC services to provide vital personal care services but the timing of service provision was in dispute.  This included several cases where the provider decided, without consultation with the consumer, that they would restrict the hours within which they would provide services.  The resultant restrictions meant that adults with disabilities were forced to go to bed at much earlier hours than had previously been the case (in one instance a consumer was faced with having to give up one of her few long-standing social commitments in order to be home in time for the workers to put her to bed); in another case a profoundly disabled child was at risk of being unable to arrive in time for school.  When people are faced with unreasonable restrictions such as these they commonly wish to vote with their feet and change providers.  
If their funding is provided in the form of an ISP they can exercise this option, which in turn, hopefully leads those providers with restrictive practices to think again.  However, where people are in receipt of basic, unpackaged HACC hours they do not have this option.  If they wish to change providers they have to approach the alternative provider and wait in their queue for hours to become available.  Our current environment of high demand and short supply precludes most people from achieving such a change.  In short, ways need to be found to enable portability of funding for people receiving basic HACC services.

Elder Abuse

In the absence of a dedicated elder abuse prevention and response service in Tasmania, Advocacy Tasmania each year receives a number of referrals related to elderly people who are being abused while living in the community.  The majority of referrals come from HACC and other Community Aged Care providers who had become aware of the older person’s plight in the course of providing home help, home nursing, or other service or through their attendance at a day centre.


The number of cases we received this year were about the same as last year, up from twenty to twenty-one, with an additional five cases handled by the DAS.  Commonly the form of abuse was a combination of financial and psychological and the perpetrator was usually a close relative, such as a son or daughter.  Where the older person has diminished mental capacity due to dementia or other condition a referral can be made to the Guardianship and Administration Board to investigate and intervene.  However, most of the cases handled by ATI involved a frail older person with good intellectual capacity but too fearful to take action.  Commonly the person experiencing the abuse wanted it to stop but without police involvement or other legal intervention as they did not want the perpetrator to be punished.  A number of older people were also dependent on their abusive relative for care and sustenance.

Since early 2007 Advocacy Tasmania has been working in partnership with TasCOSS, Council on the Ageing and Aged and Community Services Tasmania on the issue of elder abuse.  In late 2007 we developed and released a joint position statement on elder abuse.  The statement advocates that the Tasmanian Government develop a Tasmanian Elder Abuse Policy and Strategy.  This should include the establishment of an Elder Abuse Hotline and public awareness campaign, the funding of a lead agency to co-ordinate non-government and government services, training and support to sector workers, as well as specialist support to victims of elder abuse. 

In late 2007 and again in early 2008 the Partnership met with representatives of the Department of Premier and Cabinet (DPAC).  The 2007 meeting also included the then Community Services Minister, Michele O’Byrne.  The Partnership received a commitment from the Minister and DPAC officials that developing a response to elder abuse was a priority for the State Government.  However, at the time of writing this report (August 2008) we are yet to see any progress.  ATI believes that elder abuse policy development and implementation of an overall Elder Abuse strategy in Tasmania is long overdue.

Housing

Advocacy Tasmania assisted HACC clients with various housing issues in the last financial year.  The breakdown of a client’s secure housing can cause major psychological health issues and the timely involvement of an advocate is often instrumental in avoiding premature admittance to residential aged care.  

As in previous years many clients were faced with long waiting lists for transfers to a new location or to a more suitable housing option, which was needed due to a significant change in the person’s health.  Many flats or houses from Housing Tasmania are not suitable for appropriate modifications to suit the person’s individual needs and therefore the client has to wait for long periods until more purpose built housing becomes available. 

Long waiting times for transfers are particularly detrimental to clients in situations where they go through a breakdown in relationships, which in some cases involves domestic violence or a conflict situation with neighbours where threats, bullying and other violent behaviours are displayed.  

Dementia Advocacy Service (DAS)

As reported earlier the previously Commonwealth Government funded ‘The Rights of People with Dementia and Advocacy Project’, which was scheduled to wind up at the end of March 2008, has received HACC funding until the end of 2008, with the hope that further funding will be forthcoming in 2009 from either the State or Commonwealth.  

Forty people were assisted by the DAS in the three months from April to June 2008.  Clients were assisted with a wide range of issues including planning for the future (formal planning for powers of attorney, advanced care directives, wills, etc and informal planning for social and lifestyle needs); support through assessment process including ACAT and dementia specific assessments; assistance accessing community and residential care services and navigating the care system; representational advocacy to raise complaints with service providers and to deal with community based elder abuse.  (For more details please refer to the separate report on ‘The Rights of People with Dementia and Advocacy Project’).

Continence

Advocacy Tasmania has received a number of calls from clients and carers concerned about the increased costs of continence aids.  Clients reported that they are now paying hundred of dollars more for their continence products.  Advocacy Tasmania has written to the State Minister for Health & Human Services, the Hon. Lara Giddings.  Advocates are also working with other service providers who have taken up this issue.

Education

Service Provider Information and Education Sessions

Advocacy Tasmania makes a constant effort to reach as many consumers or potential consumers, carers and service providers state-wide as possible in order to provide information and education sessions.  This is vital to ensure access and equity for consumers to advocacy services and provide service providers with the necessary knowledge for appropriate referrals.  This year 741 people participated in information and education sessions and Advocacy Tasmania delivered 50 sessions state-wide.

This year, advocates visited rural and remote communities including King Island, West and East Coast, Scottsdale, St. Helens, Tasman Peninsula, Huon Valley, Dover, Derwent Valley and Bruny Island.  Most of the state-wide Community Health Centres were also visited and provided with brochures.

In our experience, providers who regularly take up the offer to host information and education sessions for staff or consumers also tend to have better practices and a culture that respects consumer rights.  Conversely, those services that rarely take up the offer for sessions are often poor at handling complaints and responding to consumers’ needs and requests.  Unfortunately some providers believe that having copies of Advocacy Tasmania’s brochures on a display stand is all that is required to meet their responsibilities as regards their consumers’ right to independent advocacy.

HACC State Conference 

Advocacy Tasmania has a representative on the Steering Committee for the HACC Conference.  The conference will be held on the 6th and 7th of November at the Derwent Entertainment Centre, Hobart.   The Steering Committee has met regularly throughout 2008 to coordinate all aspects of the conference.  The theme of the conference is “Putting “I” Back Into Independence: - The Path to Wellness”.  Advocacy Tasmania would like the conference to have a client focus or at least a client stream, such as “Ask the Client” focusing on what would help them to be more independent.  

At past conferences there has been very little involvement from clients, as the conferences have been seen as being solely for the service providers.

National HACC Forum: Promoting Independence

In February 2008 Advocacy Tasmania was represented at the National HACC Forum: Promoting Independence by CEO, Ken Hardaker.  The forum brought together HACC providers, consumer advocates, administrators, researchers and other stakeholders from across Australia to explore the evidence base and implications for more thoroughly adopting a wellness, capacity building and restorative care approach to HACC service provision.  The Forum took a wide view across the range of community care services and aimed to challenge policy makers and leading service providers to rethink the assumptions underlying service provision for the older people.

Since the Forum ATI has participated in a follow-up meeting of Tasmanian participants.  We have also expressed an interest in joining a proposed leadership group which will explore the possibilities for progressing this approach for HACC in our State.

RIGHTS OF PEOPLE WITH DEMENTIA & ADVOCACY PROJECT

Introduction

In 2006 Advocacy Tasmania Inc. received funding from the Australian Government to fund a pilot project to assist People Living with Dementia (PLWD) in Southern Tasmania.  The Project commenced in October 2006 and ran for eighteen months, until the end of March 2008.
Advocacy Tasmania Incorporated in partnership with Alzheimer’s Australia Tasmania developed an innovative early intervention project targeting people recently diagnosed with or in the early stages of dementia who live alone/without positive supports in their lives. 

A Project Reference Group of major stakeholders from Advocacy Tasmania, Alzheimer’s Australia Tasmania, The Division of General Practitioners South, the Migrant Resource Centre, GAB, ACAT, the State Government HACC Program, and Aged Care providers, provided valuable input to the Project.  

The Advocacy Model

Many elderly people experience great stress and difficulty with the onset and progression of dementia but are invisible until a crisis. This may result in premature entry to residential care; financial and emotional abuse; and isolation from family and community.  As advocacy models are generally issues-based, the reliance on referrals being made by the person or someone closely associated with them favours more intellectually capable older persons or those with active family members. People with dementia who live alone are under-represented and experience multiple disadvantages.

The key to the model is referral to the advocate of a person in the early stages of dementia.  The advocate establishes a relationship with their client and, while the person still has the capacity to communicate and reason, builds a rapport and an understanding of their priorities and hopes for the future.  For those who wish to put in place formal mechanisms to assist them to manage their lives as the dementia progresses this can be done, and includes Enduring Powers of Attorney, Enduring Guardianship, Advanced Medical Directions and Will Making.  For many people, future plans are more about maintaining valued relationships and activities.  As trust builds between advocate and client, the advocate can raise a range of issues the client may wish to consider, including accessing care services.  But it is the client who sets the agenda and makes the decisions.  

As problems emerge confronting the person living with dementia, the advocate is available to assist them to analyse the problem, consider the options for resolving it, and provide advocacy to address it once the client has decided on the course of action they wish to take.  The advocate is therefore a tool to assist the person living with dementia to manage their life as their dementia progresses.

The model postulates the concept of a continuum of advocacy involvement.  As the person’s dementia progresses, the advocate can be called on to take a more active role.  This includes supporting the person with increasing contact with the health system i.e. doctors’ visits, aged care assessments, dealing with care providers.  However, in all instances the advocate’s role is to assist the person to communicate their wishes and help the person to process the information they receive in order to continue making decisions about their life.

Ultimately, many people living with dementia will be admitted to residential care.  For those linked with a dementia rights advocate, the client/advocate relationship continues.  The advocate maintains contact with the person, visits periodically, advocates on their behalf where necessary - keeping a constant eye out for their rights and interests.  As they know the person well when they are still intellectually competent they have, in essence, prior instructions from their client as to their needs, wishes, likes and dislikes.  By this means, even people who are profoundly disabled by their dementia can have their rights protected and their voice heard via their advocate.

Outcomes

During the life of the project, 79 people living with dementia received assistance from the Project Advocate. Of the 79 people, 67 were in vulnerable or precarious circumstances of isolation/aloneness - 41 living alone, 26 with partners who were also cognitively impaired and/or frail.  The remaining 12 had some support but their partners were struggling to navigate the service system.

Sixty-six clients (84%) decided to make plans about the future. These included formal mechanisms to assist them to manage their lives as the dementia progresses; and future plans around quality of life, maintaining valued relationships and lifestyle.  

Formal Advanced Directives
· 28 clients supported to establish EPOA 
· 10 clients supported to prepare Enduring Guardianships
· 11 clients assisted to prepare Advanced Medical Directives
· 7 clients assisted to locate, access or change their Will.

Lifestyle/Quality of Life Plans
· 5 people supported to identify their desire to regain lost contact with family and friends interstate and overseas 
· 5 people assisted to achieve reconnection with family and friends
· 9 people assisted to regain contact with social or interest groups to which they had previously belonged
· 
10 people (including 3 carers) referred to ‘Living with Memory Loss Program’, Alzheimer’s Australia Tasmania
· 22 linked/referred to other services
· 2 people assisted to access alternative community accommodation
· Accessing Services 
· 22 people assisted to introduce a variety of services into their home

· 10 clients supported to access community respite for the first time

· 9 clients assisted to access residential respite for the first time

Identifying Needs and Assessment Support 

· 
16 people supported in the initial decision to undertake an ACAT assessment

· 
9 people in acute care assisted to identify security and support needs to return home

· 
8 people assisted through reassessment to access a higher level of support

· 
5 people supported to suggest solutions for needs overlooked by service providers

· 
2 people supported through clean up processes to enable services to commence  

Protecting Rights and Preventing Further Abuse  

· 
6 people empowered to stop their emotional and financial exploitation by others

· 
5 clients supported through disputes with family members to protect their right to participate in decision-making processes.

· 
3 people supported to consider options for dealing with emotional abuse

Health and Well-Being
· 
26 people assisted to access and attend medical, dental, hospital and other essential appointments on at least one occasion

Protecting Legal / Financial Rights

· 
16 people supported to continue independently managing basic financial matters such as paying accounts, banking or shopping to safeguard their rights and protect them from financial exploitation.

· 
8 people assisted to communicate with lawyers, understand areas where decisions needed to be made with legal matters 

· 
2 supported during court appearances on at least one occasion.


Service User Rights

· 7 people empowered to discuss and resolve issues with their service providers

· Liaison with service providers in relation to the wishes and delivery of care for 38 clients

Evaluation of the Project

The independent evaluation component including client interviews, family interviews, a service provider questionnaire, and interviews with the CEOs of the partner organisations resulted in further evidence of the project’s success and demonstrated its empowering potential for people living with dementia who live alone.

Overwhelmingly, the feedback from the project was positive, with some clients indicating it was life-changing in its support. All 79 of the people who used the project gained some benefits.  More personalised plans for now and the future, reconnecting with family and significant others and extending time to live at home were dominant themes. For a number of clients, the planning and support offered via the project was an effective strategy in preventing or managing abuse, particularly financial abuse.

Clients and families valued the independence of the advocate and saw trustworthiness/independence as an essential element of developing plans for the future.  Significantly, clients and family members also commented on learning from the Project Advocate’s approach to advocating and resolving problems. 

The project successfully informed 554 people about the project, its rationale and aims, and of the rights of people living with dementia – 321 last year and 232 this year.  Service providers reported they gained more understanding of the rights of people in the target group, extended their understanding of advocacy, and improved their capacity to both identify people living with dementia who live alone and make appropriate referrals.

The project found that:
· providing access to help, advice and supports as early as possible improves the quality of life for the person living with dementia, appears to slow the disabling impact of dementia (through reduced stress, solved problems and better health care management), and delays the need to enter residential care.

· People living with dementia are able to participate in planning and decision-making about many aspects of their life when they have access to appropriate information and support. They value their right to retain some control over their lives and want to preserve a sense of self-determination.



· The critical features/characteristics of the project advocacy approach are:

· Person centred approach

· Maximising independence and building on strengths

· Focus on decision making and control

· Planning as a strategy

· Effective communication

· The independence of the advocate.

· People living with dementia who are alone may have ‘lost’ connection with family and community but reconnection can be facilitated surprisingly easily with positive impact on quality of life.

· Many barriers to the voice of people living with dementia are societal factors rather than related to the person’s condition of dementia.

· Having support from the Project Advocate increased the credibility of people living with dementia and their opinions by strengthening their voice and giving an additional voice. The presence of an advocate has an educative effect in sending a message about recognizing that the person has rights.

It is pleasing to report that the Project has been continued as the Dementia Advocacy Service with funding provided by the Tasmanian Government through the Home and Community Care Program (see our HACC Advocacy Report). 

DISABILITY

Introduction

The total number of cases handled by our team of advocates over the last year was 525.  While this was a slight (2.5%) increase on the previous year the reality is that case numbers are 33% higher than they were 5 years ago and our capacity was reached last year.  The continual high demand for disability advocacy services has led us to implement a new intake process, a system for priority rating of new referrals and, regrettably, a waiting list for service in the South.

The high demand for service is likely to be due to a range of reasons: high levels of client satisfaction with advocacy outcomes which results in repeat usage of the service;  an improving consumer rights culture in the sector which is resulting in a steady stream of referrals from industry workers, including service coordinators, NGO providers, and allied health professionals; an overall increase in the size of the funded sector and therefore the numbers of people using services; and the success of our Living Independently Project (LIP) advocacy which has provided advocacy services to people with severe and profound disabilities who would otherwise not had access to advocacy services (see below LIP report).  

The range of issues acted upon by our Disability Advocacy Program is again vast – including people with disabilities being abused;  lack of access to aids, equipment, respite, supported accommodation and day services; people experiencing discrimination in a range of settings; child custody and access; criminal justice; difficulties with maintaining employment; poor service provider policy and practices; lack of consultation with people with disabilities about matters impacting on their lives; support and representation at guardianship and administration hearings; and housing issues, to name but a few.

A noticeable trend in our client group over recent years has been the ever increasing numbers of referrals from people with an acquired brain injury (ABI) and people with autism and their families.  The service system does not currently support these groups very well, largely due to lack of resources.

Advocacy

People with Complex Needs and their Families

In 2007/08 there was a noticeable increase in the number of complex cases involving a person with a disability, often a young person, with complex and multiple needs who was being cared for by their family where the family was struggling to cope.  The service system, as it is currently configured, provides ‘service coordination’ rather than ‘case management’ to help people access services.  

While it is our experience that there are some very dedicated and competent service coordinators employed by the State Government through Disability Services, the service coordination model is flawed.  Instead of taking a holistic view of the needs of a person with a disability, including their carer’s needs where relevant, it looks more narrowly at the need for services around a specific issue.  There is no overall long term plan for supporting a client and their family, rather what occurs is short term responses to a crisis.  

Where needs are complex and multiple actions are required there is often a failure to bring about a coordinated solution.  This can result in a poorly executed partial solution which makes matters worse for those concerned.  These problems are increasingly exacerbated as service delivery functions are devolved to contracted (non-government) service providers.  Over-all responsibility for outcomes is difficult to identify, and partial services are often delivered by different parties in isolation from each other.  The result is poor, not improved, communication and coordination. 

It is hoped that the Reform of the Disability Services Sector which is to be undertaken by the State Government over the next three years will overcome this and other problems.

Unmet Need

It was stated in last year’s report that around 30% of all our disability advocacy work either involves or has a component related to unmet need.  Through 2007/08 this trend has continued.  By the end of the year the waiting lists for essential services included close to 300 people for Individual Support Packages (ISP), 33 for urgent supported accommodation placement and 120 for day services – there now being 16 more people on the waiting lists compared to a year ago.

In a number of cases ATI supported clients and families whose situation was so dire that they were on the verge of collapse.  Parents who could not cope any longer without adequate and regular scheduled respite were contemplating putting their disabled son or daughter into permanent care; families under severe financial strain because they had had to give up work to care for a relative with a disability due to the lack of adequate day placement; young people with disabilities at risk of admittance to an aged care facility due to the lack of an alternative.
The State Government announced in the June Budget a funding package of just over $50m over 4 years which is expected to deliver much needed services to most of the people currently waiting.  ATI believes that this can’t happen soon enough as there are hundreds of Tasmanians on waiting lists whose current quality of life is greatly diminished while their basic needs go unmet.  Where failure to meet these fundamental needs results in carer and other support breakdown, the State incurs greater (and avoidable) demand for more costly complex services.


Living Independently Project (LIP)

Following the announcement by the Government to transfer government run group homes to the non-government sector two years ago Advocacy Tasmania was funded for one full time position to cover the LIP project.  Three advocates share responsibilities for the LIP, two in the South and one in the North.  The primary function of the Advocates in this project has been to protect the rights and interests of residents who lived in Disability Services Group Homes as the homes transferred to the non-government sector.

By June 2008 the final transfers had taken place but it is still early days for the new NGO providers.  Residents are still getting used to the changes and we know from the first transfer that took place in 2006 that months rather than weeks are needed as a transition period and until a reasonable staffing structure and routine is established.

The Living Independently Project  Advocacy Program, and prior to this the work of Advocacy Tasmania’s independent Willow Court Advocate, has demonstrated the value of a more intense, proactive, ongoing model of advocacy service for this group of extremely vulnerable people.  Under the LIP, advocates have been linked to specific sites and individual clients and they continue to make regular contact visits.
With such an approach ‘advocate initiated’ referrals are both possible and common.  This occurs because advocates know the client, their likes and dislikes, their patterns of behaviour and ways of communicating, their history, their goals and hopes for the future (as described in their personal plans) and their social networks.  By possessing this knowledge they can identify when things are ‘not right’ for the client and advocate on their behalf.

At the time of writing, the future of the LIP advocacy is uncertain with the funding due to finish at the end of August 2008. However, the then ex-LIP clients will still be severely and profoundly disabled.  While their service providers have changed to all be non-government organisations their own personal risk factors have not significantly altered.  It is also naïve to assume that the switch to an NGO provider will automatically mean that all matters relating to poor service quality will have been remedied.  Rather, in the absence of clearly defined responsibilities for holistic client outcomes, there is no responsibility on any party to ‘see the client whole’ and no incentive for any party to do so.  By definition, the clients concerned are generally incapable of forming and articulating their own assessments of their personal situations.  

Such clients are particularly liable to ‘slip between the cracks’ of diverse service providers.  It follows that this more proactive, intense advocacy service should be maintained for these clients as they are at significant risk due to their level of disability and potential isolation from the wider community.  Furthermore, there are currently many people with severe and profound disabilities who are living in NGO run residential services who rarely, if ever, have contact with an advocate, and access to proactive advocacy should also be made available to them. 

Accommodation

Around 20% of all advocacy cases were in some way related to the area of accommodation.  This included homeless people; people on waiting lists for supported accommodation and ISPs (see above on ‘Unmet Need’); people with disabilities needing to access public housing or in danger of having their housing break down; people living in residential services where there was a complaint or concern with the service quality or service provider practices; to name but a few.
It was heartening that Advocacy Tasmania was invited to participate in a special forum organised by Disability Services to consider ways of improving management of supported accommodation vacancies in the South of the State.  The forum also examined requests for transfers from people unhappy with their existing residential place.  The outcome was several new or changed placements for some clients.  This was an innovative approach that we were happy to support.
Systemic Advocacy and Policy Work

While the bulk of our time goes into our individual advocacy work ATI has undertaken systemic advocacy on a number of critical issues, most notably unmet need for essential services.  We have also contributed to policy and practice development in the sector through written submissions and participation on various working groups.  This has included:

· Systemic Advocacy:  Unmet need for essential services;  younger people with disabilities in nursing homes; Review and Reform of State Disability Services; supporting the establishment of a new family advocacy group Tasmanian Disability Action Group; joint work with the Disability Services Ethics Committee in relation to restrictive practices within services and smoking project; and physical access issues.

· Policy and Practices:  Submission to KPMG Review of State Disability Services; facilitating consumer focus groups which contributed to the KPMG Review; comment on State Disability Services Review of Abuse Reporting Guidelines; Submission to Tasmanian Parliamentary Committee on Community Development: Inquiry into the provision of assistive technology and equipment of people with disability; Premiers Disability Advisory Council; Minister’s Disability Services Advisory Council.

Education and Consumer Participation

The total number of participants in information, education and groupwork sessions for 2007/08 was 1756 people, which is an 8% increase on the previous year.  

Two highlights for the year were the consumer participation aspect of LIP and support to consumer representatives from Optia, a non-government supported accommodation provider.

LIP

Part of the role of the LIP advocates has been to facilitate the collective voice of residents to be heard throughout the transition process.  This has been done in two main ways:

1. Advocates facilitating fortnightly client meetings or site visits for clients who could not participate in meetings. These client meetings are documented and are a good tool for raising and addressing issues from the client perspective about current support issues or fears about the imminent changes e.g. at one site there had been many physical changes to the setting. Through the meeting process they were able to discuss the problem, identify that they wanted to happen and instruct advocates to pursue the matter with management.

2. Advocates attending monthly LIP Reference meetings on behalf of clients, supporting client representatives to attend, and raising issues heard from clients or seen at sites.

Advocacy Support for Optia Consumer Representation

In 2008 Advocacy Tasmania has been supporting Optia clients to have a say about their supported accommodation services.

This is done on a 6-weekly basis, when a client representative from each of the Optia group homes, from the South and the North West, come together over a light meal.  They discuss what’s good or not good at their home, and what issues or concerns they think the Optia CEO and Board should know about.  Issues raised this year have covered topics such as wanting appropriate vehicles for clients to access community activities, maintenance at the homes, issues of privacy and respect for the clients from other clients and from staff, and many other matters.  In addition, time permitting, this group of up to nine client representatives have commented upon Optia policies and guidelines, for example about smoking and healthy eating.  They also developed a consent form for clients to sign, agreeing or not to having photographs taken for Optia newsletter, office or AGM.

One client from this group, supported by an advocate, attends and speaks at the tri-monthly Optia Board meeting.  The Board gives feedback on issues raised by the client, what actions will be taken by Optia, by whom and by when, which is then fed back at the next Consumer Rep Meeting. 

It is a very empowering process enabling clients to tell their service what is working or not for them, an important part of the services’ quality improvement and client consultation processes.
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Leanne Cowan, Consumer Representative on the LIP Reference Group and Chrissy Jamieson, Advocate preparing for a meeting.

MENTAL HEALTH

Introduction

For the year 2007/08 the number of people provided with an individual advocacy service to assist them with their complaint, concern or other rights-based issue increased from 271 to 314 or 16%.  To cope with the additional demand for service we had to end our sole State-wide Mental Health Advocate’s involvement in the Mental Health Tribunal Representation Scheme (MHTRS).  We also had to continue with our policy of providing advocacy services to regional clients in the North and North West primarily via phone and email.  Very little regional travel was undertaken.  (see Chair’s Report).

Increase in Inpatient /residential referrals

There has been a substantial increase in the number of inpatient/residential referrals from 104 to 156 which is weighted heavily by the increase in hospital inpatient referrals.  Anecdotally, this may be explained in part by dissatisfaction with the under resourcing of the Official Visitors’ Scheme (OVS) often resulting in the patient’s inability to get an immediate or timely response from the OVS and the often lengthy delays before an OV can visit the patient, particularly in the North and North West of the State.

Increase in forensic referrals

The number of forensic clients has significantly risen from 4 to 17 this year.  The major contributor to this increase is the willingness of management and staff of the Wilfred Lopez Centre to positively, and proactively promote advocacy to detainees. 

Decrease in abuse referrals

There has been a significant decrease in the number of abuse cases reported to the Advocate (a 60% decrease over the previous years). A possible, positive reason for the decrease is that it mirrors the increased importance Mental Health Services (MHS) has placed on the issue of abuse, consequential to the numerous damning enquiries, which can be found in a number of MHS policies and procedures that have been implemented.

Individual Advocacy

Maximising Recovery Panel 

We commented in last year’s report on emerging problems associated with the Maximising Recovery Panel (MRP).   At the core of the problem is the single point entry requirement that the MRP allocates all supported accommodation placements and recovery packages across Tasmania.  Increasingly, clients and NGOs complain that the Panel appears to have little to do with maximising recovery and everything to do with controlling the wholly inadequate pool of available community resources, at times to the detriment of the mentally ill person’s recovery process.  
While recovery packages are tendered out to NGOs for service delivery, Mental Health Services (MHS) keeps their operation under departmental control through its insistence that the individual has a MHS case manager.  This practice discriminates against consumers who are not in receipt of MHS services but who are in receipt of mental health services through private specialist psychiatric care and/or the general practitioner primary health care sector. 
The MRP is a wholly departmental, primarily clinical panel which does not have consumer or carer representation nor does it have representation by the non-government organisations responsible for delivering the services. This remains totally unacceptable and is contrary to the Department’s own Strategic Plan. 

Legal

The numbers of legal referrals rose this year by 54%.  Referrals came from consumers, carers, police, solicitors and industry staff and cover criminal, civil and family law matters. This continual upward trend over many years may be partly explained by a world-wide trend in the criminalisation of the mentally ill. But increasingly, it is also the failure of the Legal Aid system that has resulted in the numbers of civil cases overtaking the numbers of criminal justice cases that are being referred. The referrals include car accidents, restraint orders, family law matters, debts, neighbour disputes, fraud, medical negligence etc. Some of these civil matters were referred directly to the Mental Health Advocate as the last possible avenue of help from Legal Aid lawyers themselves. 

Helpline

There have been complaints regarding the Mental Health Services Helpline since its inception including the claim that there are frequently times when nobody answers the phone.  MHS has previously acknowledged the problems with the service and in 2007 made statements to the effect that the problems had been ‘fixed’.  However, the complaints received by ATI do not indicate that this has been the case at all and have identified new areas for concern. Some of the concerns raised are;
1. There is little general promotion or understanding regarding what the Helpline actually is, how it can be accessed, and how it can help ‘you’ if you know someone who needs help, and how it can help that person.

2. There are only seven employed Helpline workers in the State to staff a service 24 hours a day, seven days a week.  The team includes four non-nursing staff who are untrained in triage or medication etc.  Staff work in shifts of two and there is no requirement that one of the two workers needs to be a psychiatric nurse.

3. Hospital doctors are expecting Helpline staff to assess patients and make decisions regarding hospital admission without the ability to use the observe tool. 

There appears to be inadequate management, insufficient staffing, insufficient resourcing and insufficient training for the Helpline team.  It is understandable that complaints continue about the Helpline.

Referrals from professionals

A new trend is the increasing numbers of referrals received from professionals.  The Advocate received referrals from psychologists, community workers, social workers, nurses, and departmental employees seeking direction and mentoring. They have advocated for their client but have hit a brick wall and telephoned the Mental Health Advocate for advice.  The Advocate will then support the professional in the continuation of their advocacy on behalf of their client.  In these instances the Advocate is rarely in contact with the client, if at all.  The Advocate has taken on a resource role in the mental health sector. 

Systemic Advocacy

Considerable time and effort went into Advocacy Tasmania’s submission to the Review of the Mental Health Act 1996 and our participation on the Review’s Advisory Committee.  The review process has been stalled since February 2008 as the draft document waited Cabinet approval but we expect that things will start moving again later this year with a draft Bill being prepared and circulated for consultation.  This will mean that the review will re-emerge as both an issue and a demand on our resources.

Other significant endeavours included participating in the Child & Family Services Reforms, with attendance at a number of focus groups and information sharing meetings organised by KPMG and the Department; writing and providing to the community sector a detailed paper on ‘3 Months or Less SAAP Tenancy Agreements in Tasmania’; researching, writing and submitting for publication an article on the MHTRS; and providing evidence to the Commonwealth Senate Inquiry into Mental Health.

Education

A total of 20 education sessions were held over the year across the State involving 739 participants.  The Advocate delivered formal papers at the Tasmanian Mental Health Consumer Network’s Inaugural Consumer Forum and the College of Mental Health Nurses Symposium on Stigma, Risk and Mental Illness. 

In response to a state-wide mail-out promoting the Mental Health program to MHS, NGOs and community health centres, the Advocate travelled to locations such as Burnie, St Marys and Launceston, meeting with health and allied health professionals and with community sector workers.  The Advocate also provided education sessions to consumers through their attendance at consumer meetings organised by Anglicare (North and South) and Aspire.


MENTAL HEALTH TRIBUNAL REPRESENTATION SCHEME

Introduction

The Mental Health Tribunal Representation Scheme (the Scheme) trains volunteers to provide competent representations to people appearing before the Mental Health Tribunal (MHT).  Until the Scheme commenced in 2003, people with a mental illness were unrepresented at MHT hearings despite the fact that they could be involuntarily detained for a period of up to six months.  In the four and a half years that the Scheme has been operating over 800 people have been offered representation.

The last twelve months have been another positive year for the Scheme with record numbers of representations provided.  Training has been successfully held in each of the regions.  The Scheme has also continued to receive the full support of the President of the Mental Health Tribunal and the Tribunal members. 

The biggest challenge for the Scheme into the future is for it to be able to continue to operate with very limited resources.  Current funding from Mental Health Services is barely adequate to employ a 0.75 FTE Coordinator.  It is becoming increasingly difficult to manage a state-wide scheme with a pool of over 100 volunteers with such modest resources.

TABLE A: Breakdown of listed hearings conveyed to MHTRS

	
	TOTAL

	Notification to MHTRS of persons listed for Tribunal hearing
	359

	Offer of representation made to persons listed for hearing
	359

	· No response from person/no contact 
	23

	· Person declined representational service 
	26

	· Person discharged before hearing
	114

	· A representational service provided to person
	206

	· Information and advice/self advocacy support
	59

	· Representation at hearing
	147


Re Table A:

A brochure attached to a Notice of Hearing or a follow-up phone offer by a representative, is classified as an offer of representation.  An offer was made to all people notified of their hearing.
A person listed for hearing may be discharged by their doctor at any time prior to the commencement of the hearing.  The item ‘person discharged before the hearing’ is the number of people who are discharged before a representative can make initial contact.  For those who are discharged after contact by the representative, this is noted under ‘information and advice/self advocacy support’.


TABLE B: OUTCOMES OF HEARINGS WITH MHTRS REPRESENTED CLIENTS

	
	TOTAL

	Represented at hearing
	147

	· Adjourned
	13

	· Order confirmed
	71

	· Order revoked
	16

	· Order varied
	30

	· Length of order extended
	1

	· Length of order reduced
	29


· Figures and statistics of individual facilities are available if required.

Analysis

There was a considerable rise in the number of people listed for hearing from the previous year – from 267 to 359, an increase of 40%.  This may in part be attributed to more exact record keeping.  However, even allowing for this, the total number of people who received a representational service increased from 156 to 206 (32%) and those represented at hearings has increased significantly – from100 to 147, a 47% increase. 

Over the last year there was an increase in the number of people with up-coming hearings contacting the ATI office requesting a representative rather than waiting for the Scheme to make contact.  In addition, as the Scheme has now been running for nearly five years. The valuable work done by representatives is well known and frequently anticipated by second and third time Scheme users, as well as those who appear at regular intervals. 

 A trend in hearing outcomes was that, whilst most orders were confirmed, quite a significant number were reduced.  In 20% of all hearings where a representative is present, the requested length for the order was not accepted by the Tribunal and a lesser period was imposed.

Prior to the Scheme commencing, most people attended the hearings alone and without representation and the tendency was for people to not speak.  However, this is no longer the case.  The information that the Tribunal now receives from a patient and the additional information offered by the representative, contribute greatly to a much more accurate picture of the patient’s issues being presented and thus the Tribunal is in a better position to make the best possible decision.  Importantly, people appearing before the Tribunal are saying to representatives and other stakeholders that they are feeling that they are being treated with more respect and are being listened to.  As a consequence, the representatives are more in demand.

Another change which has occurred in this financial year is that Legal Aid commenced representations.  At this stage this does not appear to have had any real effect on our figures.  To our knowledge only five or six people from Launceston and Hobart received Legal Aid representation and some of these clients wanted both a solicitor and a representative, which was provided. 
Partnerships

Mental Health Tribunal
The Mental Health Tribunal has continued to forward evaluations to the Scheme Coordinator demonstrating the very high standard of professionalism that is maintained and promoted by the Scheme Representatives.  The Tribunal members from each region continue to support and positively comment upon the work done by the volunteer representatives. 

Volunteers are informed of their individual evaluations and this has been deemed a useful tool for volunteers to gauge how the Tribunal views their performance.  This also has been found to be beneficial to new volunteers in increasing their confidence and assures them that they are fulfilling their role.
University of Tasmania

The University of Tasmania Law School has continued its partnership with Advocacy Tasmania and with the Scheme.  The Law School has indicated that it greatly values the opportunity the Scheme provides for undergraduate law students to gain practical experience whilst still at University.  Over 90% of representatives that attend hearings in the south are undergraduate students.

The UTAS Law School has also continued its policy of assisting with costs associated with training and the out of pocket reimbursements that are paid to the student volunteers.  Advocacy Tasmania is very appreciative of the Law School’s contribution and continues to see this partnership as the cornerstone of the Scheme.

Centre for Legal Studies

This financial year saw a change in the running of the Legal Practice Course.  Previously it had been a five day per week full time course.  However, for the 2008 intake a change was implemented whereby the same workload was required to be processed in three days per week.  This meant that some courses were changed.  This was the case with Mental Health Training with the Lecture series remaining compulsory whilst the pre-representational training became optional and held separately.  However, even with this change all newly admitted Tasmanian trained barristers and solicitors have undertaken specialist mental health awareness training.  Advocacy Tasmania thanks the Director of the LP course for finding a way of continuing to include the Lecture series as a compulsory element in the tight Legal Practice Program.


Training and Mentoring of Volunteers

The first training session for the year was held at the University of Tasmania Law School in August 2007.  Fifty-one undergraduate law students completed the Certificate of Skills and Awareness in Mental Health and of these thirty-five students continued on to participate in the representational training.  This bolstered our pool of representatives in the South.

Early in 2008 the Legal Practice training saw forty-five trainees complete the Certificate stage of the training with seven continuing on to do the representational training (see above ‘Centre for Legal Studies’).  It is to be noted that a further ten trainees were at that time current representatives with the Scheme.

The final training session for this financial year took place in May in Devonport.  A lack of resources meant that we had to combine training for the North and North West volunteer pools into one weekend, rather than provide separate training which is our preference.  Furthermore, there was minimal promotional work done leading up to the training.  We were restricted mostly to electronic and flyer distribution, and some newspaper advertisements.  There was no capacity to have face to face contact with the various education and service provider centres that normally provide participants.  The combining of the two regions meant that a number of interested people were unable to attend due to the more onerous travel.

Nevertheless, fourteen people took part in both days of the weekend training.  This gave a much needed boost to Northern representative numbers, where, prior to the training, there were occasions that one representative was doing two to three hearings every week.

Unfortunately, the North-Western representative numbers remain low, as new volunteers who are from the North West work on Fridays when the Burnie hearings are mostly heard.  This indicates a strong need to separately train new volunteers in each of the three major regions annually.

Training and Professional Development

	
	South

Combined
	North
	North West
	Combined

N-N/W
	UTAS
	Legal Practice
	TOTAL

	Certificate


	
	
	
	14
	47
	45
	106

	Intensive Training
	
	
	
	14
	35
	7
	56

	Professional Development
	15
	56
	8
	
	3
	
	82

	TOTAL


	15
	56
	8
	28
	85
	52
	244



Three professional development sessions were held for volunteer representatives in each of the regions which doubled as opportunities to thank them for their efforts.  In the South fifteen representatives attended an evening function at which the highlight was the Guest Speaker, Mr Dale Webster (Registrar of MHT).

In the North and North West less formal occasions were held, with information provided about some of the other services that are available for Mental Health clients.  These occasions were mainly held to give the representatives an opportunity to meet up and feel a part of a wider group, as well as being able to speak to the Coordinator face to face.

The allocated .75 FTE workload (29 hours) is insufficient to give the best possible service to the Scheme.  The Coordinator continuously works outside this figure in order to provide the service needed in coordinating over one hundred volunteers state-wide.  Training and professional development places much pressure upon the Coordinator’s hours and resources which results in an inequitable delivery of support and mentoring for the North and North West regions.  

This situation cannot continue unchanged.  Without additional funding to employ the Coordinator full-time, which Advocacy Tasmania has been requesting from Mental Health Services for over three years, a withdrawal of the Scheme from the regions to concentrate in providing this important service to mental health clients in the South is inevitable.


STATISTICAL REPORTS 2007/08

INDIVIDUAL ADVOCACY
	DISABILITY
	
TOTAL

	
	06/07
	07/08

	Client Numbers
	
	

	Finalised
	371
	402

	Not Finalised
	142
	123

	Total
	513
	525

	
	
	

	Primary Disability Type
	
	

	Intellectual
	276
	274

	Physical
	87
	84

	Sensory
	12
	14

	Psychiatric
	30
	27

	ABI
	52
	60

	Neurological
	10
	10

	Autism
	19
	28

	Specific Learning/ADD
	2
	2

	Other
	25
	26

	
	
	

	Abuse Issues
	
	

	Financial
	18
	8

	Emotional
	14
	14

	Physical
	29
	30

	Sexual
	6
	9

	Neglect
	4
	6

	Total
	58
	53

	
	
	

	Other Issues
	
	

	Aids/Equipment
	11
	6

	Accommodation
	140
	117

	Child & Family Services
	13
	8

	Choice
	20
	10

	Criminal Justice
	19
	23

	Crisis Situation
	13
	12

	Day Service
	29
	23

	Discrimination
	14
	9

	Education
	10
	9

	Employment
	46
	43

	Family & Social Supports
	38
	57

	Financial
	35
	27

	Guardianship & Administration
	31
	38

	Health
	65
	56

	
	06/07
	07/08

	Housing Tasmania
	31
	43

	Independent Living
	19
	34

	Individual Planning
	45
	43

	Lack of Information
	13
	6

	Legal Issues
	53
	41

	Respite
	13
	17

	Safety
	26
	14

	Service Access
	19
	25

	Service provider/policy/practice
	81
	60

	Service Gaps
	
	11

	Waiting List and/or Urgent needs
	
	51


MENTAL HEALTH
	Client Numbers
	
	

	Finalised
	250
	292

	Not Finalised
	21
	22

	Total
	271
	314

	
	
	

	Groups
	
	

	Mental Illness
	254
	304

	Personality Disorder
	17
	4

	Dual Diagnosis
	10
	16

	Co-morbidity
	5
	2

	
	
	

	Sector
	
	

	Community
	147
	144

	Inpatient/Residential
	104
	156

	Adolescent
	7
	4

	Forensic
	4
	17

	
	
	

	Issues
	
	

	Accommodation
	51
	49

	Child & Family Services
	17
	11

	Police
	13
	14

	Discrimination
	31
	34

	Community Supports
	38
	24

	Health Care & Treatment
	49
	49

	Legal Issues
	57
	88

	Stigma/labelling
	22
	26

	Financial
	40
	45

	Rights
	99
	137

	Interpersonal/family
	51
	36

	Inability to Access Service
	13
	5

	
	06/07
	07/08

	Refusal of Service
	14
	4

	Reduction of Service
	6
	1

	
	
	

	Mental Health Facility Issues
	
	

	
	
	

	Inpatient Care & Treatment
	59
	76

	Choice
	80
	135

	Confidentiality & Privacy
	4
	5

	Smoking
	2
	1

	
	
	

	Abuse Issues
	30
	12

	Physical
	8
	4

	Psychological/Emotional
	2
	4

	Financial
	12
	5

	Sexual
	11
	3

	Abuse by staff
	7
	2

	Abuse by family
	5
	3

	Abuse by other
	11
	3

	Consultation and Participation
	
	56

	Administration Order
	
	30

	GAB
	
	26

	CCO
	
	51

	CTO
	
	7

	
	
	


	HACC

	
	

	Service Consumers
	
	

	Not finalised
	44
	79

	Finalised
	171
	143

	Total
	215
	222

	
	
	

	
HACC Service Related Issues
	
	

	Assessment
	2
	0

	HACC fees
	4
	0

	Carer Support
	12
	15

	Case Co-ordination
	5
	4

	Case Management
	5
	3

	Service hours insufficient/unsuitable
	23
	10

	Service unavailable
	6
	7

	Service refused
	1
	0

	Service reduced/fear of reduction
	4
	9

	Service withdrawn/fear of withdrawal
	12
	5

	Privacy/confidentiality
	2
	0

	
	06/07
	07/08

	Staff issues
	6
	12

	Complaints handling
	7
	3

	Lack of consultation
	5
	2

	Culturally inappropriate
	0
	0

	Other service related matter
	4
	3

	Access to Support Packages
	5
	5

	
	
	

	Other Issues
	
	

	Family/personal relationships
	13
	13

	Abuse
	20
	21

	Guardianship
	10
	10

	Trusteeship/enduring power of attorney
	10
	8

	ACAT/RAC issues
	6
	3

	Equipment
	4
	1

	Income security
	11
	6

	
	
	

	Legal
	19
	13

	Health
	22
	24

	Housing
	36
	36


AGED CARE
	
	
	

	Client Numbers
	
	

	Not finalised
	175
	159

	Finalised
	27
	22

	Total
	198
	181

	
	
	

	Type of Aged Care Service
	
	

	Residential Care
	170
	133

	Community Care
	26
	40

	Flexible Care
	2
	3

	Unknown
	0
	5

	
	
	

	Level
	
	

	High Care
	120
	100

	Low Care
	67
	70

	Respite Care
	11
	11

	
	
	

	Client Category
	
	

	Recipient, potential recipient, former recipient of aged care
	150
	110

	Person representing care recipient e.g. carers, family, ‘legal standing’
	48
	71

	Total
	198
	181

	
	06/07
	07/08

	Issues
	
	

	Administration/Fair Trading
	
	

	Administration Procedures
	21
	11

	Agreements
	8
	0

	Bonds
	2
	4

	Concessional Access
	1
	1

	Fees/Charges
	12
	5

	Management
	29
	10

	Security of Tenure
	16
	20

	Personnel/Staffing
	25
	16

	
	
	

	Level of Care
	
	

	Access to specialised services
	14
	6

	Assessment/Care Planning
	15
	7

	Behaviour Management
	20
	15

	Clothing
	0
	0

	Continence
	8
	1

	Dental
	2
	0

	Emotional
	13
	2

	Falls
	11
	1

	Hydration/Nutrition
	4
	1

	Medication
	17
	8

	Mobility
	9
	5

	Pain Management
	9
	4

	Palliative Care
	3
	1

	Personal Hygiene (Bathing, Grooming)
	11
	1

	Rehabilitation
	2
	2

	Sensory Loss/Aids
	1
	2

	Skin Care 
	11
	0

	Specialised Care & Services
	4
	4

	Sleep
	1
	0

	Restraints
	2
	3

	
	
	

	Consumer Rights
	
	

	Abuse
	19
	15

	Activities
	14
	8

	Choice/Decision Making
	32
	29

	Complaints Process
	46
	34

	Consent to Care/Treatment
	2
	2

	Confidentiality
	2
	3

	Cultural
	3
	1

	Independence
	15
	8

	Information
	29
	34

	Medical Records
	0
	2

	Personal Property
	1
	3

	Prescribed Services
	0
	0

	Privacy/Dignity
	6
	4

	
	06/07
	07/08

	Spiritual
	3
	0

	
	
	

	Environment
	
	

	Cleaning
	1
	1

	Catering
	11
	7

	Equipment
	8
	2

	Fire
	1
	0

	Laundry
	0
	2

	Physical
	2
	1

	Repairs & Maintenance
	1
	3

	Security
	3
	2

	Social
	9
	5

	Theft
	1
	1

	
	
	

	Additional
	
	

	Alternative Decision Making
	11
	8

	Care Options – Access to Appropriate Care
	51
	27

	Financial Issues
	40
	1

	Significant Others – Family Disputes
	10
	12

	
	
	

	New Fields
	
	

	Fear of Retribution
	9
	8

	Transfer Facilities
	8
	9

	Waiting for Placement
	11
	27



EDUCATION & PROMOTION

	
	DISABILITY

	

	
	
	

	
	06/07
	07/08



	Total Sessions
	128
	186



	Participants
	
	

	Consumers & Carers
	902
	1010

	Staff
	581
	528

	Others*
	141
	218

	
	
	

	TOTAL
	1624
	1756



	*  Includes students and general public




	

	MENTAL HEALTH

	

	
	
	

	
	06/07
	07/08



	Total Sessions
	34
	20



	Participants
	
	

	Consumers
	180
	116

	Carers
	79
	70

	Allied Health Professionals
	32
	89

	Industry Staff
	206
	220

	Volunteer Reps
	336
	81

	Other Community, Govt Organisations and General Public
	210
	163



	TOTAL
	1043
	739






	
	HACC


	

	
	
	

	
	06/07
	07/08



	Total Sessions
	67
	50



	Participants
	
	

	HACC Clients
	480
	251

	Carers
	65
	66

	HACC Staff & Others
	473
	424

	
	
	

	TOTAL
	1018
	741


	
	AGED CARE


	

	
	
	

	
	06/07
	07/08



	Total Sessions
	50
	64



	Participants
	
	

	Residents
	449
	403

	Carers
	45
	76

	Allied Health Staff
	0
	32

	Staff/Industry
	304
	349

	Other Community Organisations
	33
	15

	Other Individuals incl. Students
	354
	91

	
	
	

	TOTAL
	1185
	966



Audited Financial Statements

� This is taken from the DHHS website http://www.dhhs.tas.gov.au/health__and__wellbeing/mental_health 


“If you or someone you know needs help, you can make a FREE CALL to the Mental Health Services Helpline which operates STATE-WIDE, 24 hours a day, seven days a week.”
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