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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.

Our Vision is:
A fair, equitable, just and inclusive society for all.

Our Mission is:
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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.
Our Values
We believe: 
· in upholding and advancing fundamental human rights
· in advancing the wellbeing of individuals, communities and our society as a whole, and in ending disadvantage
· that all people should be treated with dignity and respect

· in the right of each person to have maximum control over their own lives and to make choices

· that all people are entitled to services and supports to live a dignified quality of life

· in the right of all people to have their voice heard and the right to an independent advocate if necessary in order to exercise this right

· in working to remove the barriers which exclude some people from participating in the life of the community

· that changing the way the community and the service system responds to our clients is fundamental to a humane, inclusive and just society.

· that community engagement is an important element of respect for our client’s capacities and abilities.
· that we must model these values by working in a collaborative, open team which shares core values about client rights.  Our team is made up of Board, staff and volunteers who act separately and jointly to progress the interests of our clients at an individual and systems level. 

Aims

1. To assist clients to understand and exercise their rights and responsibilities by providing information and support to self advocate and individual advocacy representation.

2. To identify and take action on systemic issues affecting our client groups. 

3. To promote and enhance the rights and interests of our client groups through provision of information, promotion and education. 

4. To promote best practice in community engagement in relation to our client groups.
5. To manage the human and financial resources of the organization 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.
(j) Advocates are non-judgemental


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

Commonwealth Department of Families, Housing, Community Services and Indigenous Affairs
· National Disability Advocacy Program
In 2008/09 we also received Capacity Building Grant from the Mental Health Council of Australia and the Department of Health and Aging.
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 005 131
P O Box 426


Sandy Bay   Tasmania   7006

Email: advocacy@advocacytasmania.org.au
Northern Office

Shop 9/216 Charles Street
Telephone

(03) 6331 0740

Launceston   Tasmania   7250
Fax


(03) 6331 9919
Email: advocacynorth@advocacytasmania.org.au
North West Office
Telephone

(03) 6441 0201
77 Best Street
Fax


(03) 6423 1900
Devonport   Tasmania   7310

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

CHAIR’S REPORT

In reflecting upon the year that was I thought I’d begin my report with some good news stories.

This time last year we had received a commitment from the Department of Health and Human Services (DHHS), HACC Program to provide funding to continue our advocacy service for people with memory loss and dementia living in the community.  This service which, had started in 2006 as a Commonwealth Government pilot project, was in danger of closing as the initial funding was exhausted. It is very pleasing to report that the lifeline provided by the HACC Program has been further extended to include funding to expand the service to the North and North West of the state. After much preparation the new service opened its books for referrals on 1st June 2009. Our thanks go to DHHS and HACC for their support (see the Dementia Advocacy Service Report for more details).

I am pleased that I can also provide bouquets in several other areas where we have been able to secure additional funding.

These are:

· DHHS – Mental Health Services for additional top-up funding for the Mental Health Tribunal Representation Scheme. This funding has enabled the scheme Coordinator to be employed full time; for a significant increase in promotional work prior to volunteer training being run in the North and North West this year, which resulted in record attendances; and a range of other benefits (see the Scheme’s Report for more details).

· DHHS – Reform Implementation Unit – for funding advocacy positions for Advocacy Tasmania and Speak Out to assist people with disabilities through the Future Communities Reforms.
· Department of Families, Housing, Community Services and Indigenous Affairs (FaHCSIA) for increasing our base funding under the National Disability Advocacy Program. This has enabled us to restore one day per week of advocacy provision which was cut from the service in early 08/09 due to insufficient funds.

We were also successful with a submission for a Capacity Building Grant from the Mental Health Council of Australia and Department of Health and Ageing. This grant enabled us to develop a new website, replace our ancient phone system with a state of the art internet based system, and make some significant enhancements to our database and other software programs. The new website can be viewed at www.advocacytasmania.org.au
On a less positive note, there are a few brickbats that I feel need to be delivered.

· To the Department of Premier and Cabinet for the apparent total lack of progress on an Elder Abuse Strategy for our state (see our HACC Report)
· To DHHS for continuing to fail to recognise the importance of independent mental health advocacy and to fund it accordingly (see our Mental Health Report)
I also noted with interest that the Mental Health Official Visitors Scheme was recently moved into the Office of the Ombudsman. Hopefully, this move will strengthen this important scheme in the long run.  In the letter we received notifying us of this change, Dr John Crawshaw, CEO Mental Health and Statewide Services stated that this change provided: 
“The potential for Official Visitors to position themselves for future expansion into areas such as Disability Services and the Aged Care sector which could be facilitated under the administration of the Ombudsman”

I wrote last year of my concern arising from the completion of the Living Independently Project (LIP) advocacy funding which meant that there was no longer dedicated advocacy linked to the people with severe and profound disabilities who were affected by the LIP. We believe that it is vital that some alternative method be found to provide proactive contact with this group to protect their rights and interests. Nothing has yet occurred to create this safeguarding function. An Official Visitors Scheme for Disability Services’ clients would therefore be very welcome. Advocacy Tasmania believes that this needs to be a priority.

In conclusion I want to thank our Board and staff for all their efforts over the last year. Again the volume of work done is exceptional with 1181 individual advocacy cases handled and a total of 6567 Tasmanians assisted.

Marion Florence

President

CEO’S OVERVIEW

Introduction

The Reports which follow, discuss the work of the agency over the last year in each of our five Advocacy Programs: Aged Care, Home and Community Care, Dementia, Disability and Mental Health; and our volunteer program – the Mental Health Tribunal Representation Scheme.  This section provides a brief statistical overview of the organisation’s activities through 2008/09.

Individual Advocacy 

Over the last twelve months Advocacy Tasmania provided individual advocacy to 1181 older people, people with disabilities, people with mental health disorders and their families and carers.  This can be broken down as follows:
	Table 1



	Program


	2004/05
	2005/06
	2006/07
	2007/08
	2008/09

	Disability
	482
	480
	513
	525
	510

	Mental Health
	266
	307
	271
	314
	229

	Aged Care
	181
	210
	198
	181
	168

	HACC
	238
	253
	215
	222
	212

	Dementia


	
	
	39
	81
	62

	TOTAL


	1167
	1250
	1236
	1323
	1181


While there was a decrease in the total number of individual advocacy cases this year of 11% further analysis of our cases indicates that virtually all the decrease was in the area of short referrals, (ie cases requiring only one or two actions by an advocate and resolved quickly).  Our mental health program has historically received many referrals of this nature.  This program was without normal staffing for two months in early 2009 (see Mental Health Report), which may account for much of the decrease.  Overall numbers of cases requiring more significant amounts of time are at similar levels as last year, with cases requiring 10 – 50 hours of work actually increasing (see Table 2).
	Table 2 – Time utilized per case



	Time Frame (hours)


	2007/08
	2008/09

	0-1
	543
	416

	1+ - 2
	169
	154

	2+- 10
	391
	381

	10+- 50
	184
	195

	50+- 100
	26
	28

	>100


	10
	7

	TOTAL


	1323
	1181


Case numbers have remained consistently high for the last five years.  Again this year we were faced with the situation of having to put people on waiting lists at times due to overload.  The Disability Program, in particular, reached its capacity in 2004/05 and has remained at this level for the last four years.

Mental Health Tribunal Representation Scheme

This year was the fifth full year of operation of the Scheme.  In 2008/09 257 people were represented by one of our trained volunteers.  This is a 25% increase on the previous year.

In terms of the Scheme’s training and education activities 145 people participated in the training program and 360 people participated in education and promotion sessions for the Scheme or, as current volunteers, participated in a professional development session.  The combined figure is 505.
Information, Promotion and Education

Information

In 2008/2009 Advocacy Tasmania responded to 350 information inquires. Many of the calls we received 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 2008/09 we received 89891 hits to our website, an increase of 34% in one year.

Education & Promotion

In the year 2008/2009 a total of 4779 people participated in education and other group work sessions facilitated by Advocacy Tasmania staff, an increase of 4% on last year’s total participant numbers.  The break-up is as follows
	Table 3



	Program


	2004/05
	2005/06
	2006/07
	2007/08
	2008/09

	Disability
	1238
	777
	1624
	1756
	1278

	Mental Health
    
	361
	968
	1043
	714
	727

	Aged Care
	955
	1406
	1185
	966
	827

	HACC
	837
	1114
	1018
	741
	1442*

	MHTR

	
	345
	215
	188
	505

	Dementia


	
	
	321
	232
	N/A

	TOTAL


	3603
	4610
	5406
	4597
	4779


* Figure combines HACC and Dementia service as both funded by DHHS HACC Program

The combined totals for individual advocacy (1181), people assisted with representation (257), information inquiries (350) and education and information session participants (4779) meant that Advocacy Tasmania Inc directly advocated for, assisted and informed 6567 Tasmanians in 2008/2009. 

Ken Hardaker
CEO


AGED CARE
Introduction
In total 168 cases were handled by our Aged Care Advocacy Program in 2008/09. The trend reported in recent years, of people in high care making up the highest proportion of our workload, continued. This group totalled 62% of referrals.  They were also generally involved in the more complex cases.  This was the same percentage as last year. Similarly the proportion of cases where advocacy worked with the resident directly (as opposed to working with relatives) remained at the 07/08 level of 61% of cases.  In general, cases involving caring for people with dementia remained prominent.  Issues of ‘behaviour management’ and ‘security of tenure’ often presenting with these cases.

Advocacy

Complaints Handling by Providers

A total of 20 cases involved problems with the complaints process of the provider.  This is down on last year’s total of 34 and probably indicates some overall improvement in the way providers manage complaints while suggesting that there is still room for further improvement.  
The most common complaint by residents and families is that they don’t feel listened to by the management of the home. The need to improve internal communication within aged facilities came up regularly.  Residents and family members say they have made complaints to a staff member (quite often a cleaner or care assistant) who they thought would have followed due process. When their complaint is not addressed they call Advocacy Tasmania.  Investigation reveals that the staff member was not aware of the complaints process and did not report the complaint. All staff at all levels need to be aware to report residents’ complaints and follow due process.  Advocates are working with some facilities to devise strategies and follow-up procedures where this is occurring when there has been a request for assistance.
Overall the response to complaints by providers continues to vary widely. Some have a positive attitude in 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.  Many residents remain fearful at the notion of reporting a complaint.
Younger People with Disabilities in Aged Care Facilities

There seems to be an increasing number of people with disabilities and with mental health issues being accepted into aged care facilities.  Commonly this involves people with disabilities in their 50s and early 60s.  After having agreed to placement a number of facilities have then reported that some of these new residents are not ‘suitable’ for their facility. There needs to be more aged appropriate alternatives to residential aged care for younger people with disabilities in this state.
If facilities are going to accept people in this category they need to ensure that the services they provide meet each person’s needs.  Although some homes do make notations in their accreditation paperwork that relevant training is held for staff, there should to be a greater scrutiny of the quality of the education provided. This training should occur with experienced and qualified trainers from the disability services and mental health services sector.

Staffing Issues

A trend that has continued over the last few reports is that of ‘staffing issues’. It is common for staff to tell residents that the facility is short staffed. This causes residents to be reluctant to seek assistance and to feel ‘fortunate’ for what care they get. This issue also regularly arises in staff education sessions and we suggest that staff take it to management or their union if staff shortages are impacting on the care that is supposed to be given to the resident.  

Substitute Decision-making

It was reported in the last few years that there has been numerous cases involving 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. 

However, a trend over the last year has been an increase in the number of calls from nursing home management to Advocacy Tasmania seeking information about powers of attorney and enduring guardianship.  There seems to be a growing awareness that such mechanisms can be misused by relatives and that aged care facilities have a responsibility to be clear about the scope of powers these give the holder.  
A number of referrals have resulted where the older person is being financially exploited and abused.  Homes have recognised the value of the older person having an independent advocate to assist them deal with such matters, leaving the facility to concentrate on providing care and services to the resident.  In Tasmania there is no elder abuse response service or no older person’s legal service available to assist residents in these situations, so we endeavour to assist.

Aged Care Advocacy Services in North West Tasmania

Tasmania is divided into 3 distinct regions: South, North and North West.  There is a strong community expectation that services should be locally based to be relevant.  Of the 1.25 positions we employ through our National Aged Care Advocacy Program (NACAP) funding – 0.8 is located in the South and 0.45 in the North.  Until 2007 the NW was being serviced by an advocate travelling to the NW every few months.  For the last two years it has been serviced as outreach from our Northern office in Launceston.  However, neither approach has proven satisfactory for generating referrals.  Consequently the NW has always been underrepresented in our statistics. We have highlighted this problem every report for at least the last 5 years, requesting funding to increase advocacy availability in both the North and NW without effect.
In late 08/09 we felt that we could not continue with this unsatisfactory situation any longer so we restructured our services in the N and NW making aged care advocacy available from our NW office in Devonport as of 1 June 2009.  This was achieved by shifting 0.22 positions (i.e. 1 day per week) from the N to the NW.  This means that we only have 1 day per week of aged care advocacy available in both the N and NW, but at least we now have a NW presence.  This arrangement is only viable because additional advocacy hours funded by HACC have enabled the creation of older person’s advocacy positions, which includes NACAP advocacy, in both regions. However, what can be achieved with 1 day per week is extremely limited.

Education
Overall the numbers of people participating in information and education sessions have remained high at 827 for the year.  The 43 sessions provided translates into almost one session per week, which, given the continued high demand for advocacy, and our modest level of staffing, is a good achievement

Tasmanian Elder Abuse Partnership (TEAP)

For the last two years Advocacy Tasmania has been working with Aged & Community Services Tasmania, Council on the Ageing and TasCOSS on joint action to press the Tasmanian Government to develop a Tasmanian Elder Abuse Strategy.  The Partnership has met on several occasions with the relevant Minister and the Department of Premier and Cabinet and has been successful in securing a commitment from the State Government to develop a strategy.  At present the Tasmanian government does not have a position on this vital issue. 

In October 2008 the TEAP organised at Forum on Elder Abuse as part of Seniors Week. Over 70 people attended.  Speakers included Associate Professor Gerry Naughtin who had recently completed a comprehensive study of systems for preventing and responding to elder abuse, both in Australia and overseas; and Julie Nelson from the newly established Seniors Rights Victoria Elder Abuse Service.
Rural and Regional travel

ATI again visited facilities in most of the more isolated parts of the state during the year including King Island, Dover/Esperence in the far South on several occasions, 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.  
Website

Website hits were 34% greater than last year, with our aged care program pages some of the most popular on our site.  

A new website was completed in June 2009, so we expect to see the continued growth in use of our website in 2009/10.  The new site includes a electronic contact form.  It has also been produced to the highest accessibility standards, which includes the ability to change font size and for screen readers for people with vision impairment to read the entire site’s text.

Aged Care Standards and Accreditation Agency

ATI continued to maintain attendance at and participation in the Agency Liaison Group meetings held throughout the year. A number of staff attended the “Better Practice” conference held in Launceston in June with one of our aged care advocates chairing a session.

Esperance Multi Purpose Service Advocacy Clinics

The proposal of an “advocacy clinic” was discussed and agreed upon with the new Director of Care in Dover, in the far south of Tasmania.  The aim was to facilitate, encourage and empower residents to “comment, complain or compliment” about their care, environment and social interactions within the facility. It would also assist with the homes ongoing quality improvement implementation.  An advocate worked with the residents over a period of three months, starting by holding advocacy clinics, whereby any resident could meet with the advocate in private for a chat.  Later, as residents became more confident in talking about their issues the focus shifted to group work.  The residents were supported to set up a Residents Committee.
As a result, the residents, who were once reluctant to speak up, became quite forthcoming with airing their views and the project was completed when the residents reached the point where they were conducting their own Residents Committee Meetings. They now feel comfortable to raise issues of concern within this forum. Any issues raised are minuted for the Director of Care to acknowledge and address and feedback given to the residents when this has occurred.


HOME & COMMUNITY CARE

Introduction

The last year has been another busy one for our Home and Community Care (HACC) Advocacy Program.  Our core work of providing individual advocacy services to HACC service users and potential users again exceeded the two hundred mark with 212 cases.  The range of issues HACC consumers requesting advocacy assistance with were again many and varied.  Issues related to both service quality as well as quantity and included problems with personal care and home help services, serious housing related issues and elder abuse. The following report will expand upon these themes.

Advocacy

HACC Service Related Issues – Personal Care and Home Help

A number of referrals came from people who were unhappy with how assessments, often conducted over the phone, had resulted in an unwanted change in their services. The assessment had not involved a proper, detailed, face to face process as would have been expected when dealing with frail and disabled clients who are generally very dependent on their services. Some service providers seemed to believe that a brief phone conversation was sufficient to obtain correct information about people’s circumstances, resulting in changes being made which were not in the best interest of the client and did not reflect their real needs.

Workforce recruitment, retention and remuneration issues impacting on the community care sector are also having an effect on some HACC clients.  There is a shortage of suitable people who are working as support workers and recruitment has become more difficult especially in rural and remote areas.
Some services have allowed these pressures, to shift their focus from client centred to that of their workers, to the point where some clients have had to agree to unsatisfactory arrangements in order to continue to receive services.  This includes limiting the client’s choices of times when service can be delivered; new workers arriving on a client’s doorstep without prior notification or introductions; the increasingly rare phenomena of buddy-shifts as part of orientation of new workers; the inability to provide any services to clients in regional and remote locations, or complex brokerage arrangements which can result in clients with quite small total hours of service (eg 3 or 4 per week) having multiple service providers.  Cases included a client who needed personal care each day, having to get up at 6.30 am on Sunday as this was the only time when service could be guaranteed; and another, very socially isolated client who was also totally reliant on personal care to get her to bed, being informed, that she would have to give up her one and only weekly social engagement (which required workers to assist her at 9.00 pm one night per week) as service could no longer be provided any later than 7.00pm. 
Clients can feel extremely disempowered in these situations and some have become more vulnerable because of these practices. In most cases clients do not have the freedom to choose a different service provider as their funding is not portable. They also do not have access to robust and timely independent complaints mechanisms, unlike people receiving Commonwealth funded community aged care services, who can complain to the Aged Care Complaints Investigation Scheme.

In general, the problems described above appear to be far more common in the South of the state.  Advocates report a much more flexible and accommodating approach by providers in the North and North West.  It is also important to add that some Southern providers try very hard to meet client needs including endeavouring to overcome the staffing and rostering challenges described.

HACC vs Commonwealth funded community aged care
There are several disadvantages HACC clients have compared to clients who receive a Commonwealth funded Community Aged Care Package (CACP).  HACC clients often experience a lack of co-ordination, except when they have become a client of Community Options which provides them with case management, but this only applies to clients who have complex needs.  Nevertheless, HACC clients who have basic needs often have more than one service provider but have no access to co-ordination whereas CACPs always have a co-ordination component.  CACPS are tailored to clients needs and can provide various assistance from one single service provider including cleaning, general household tasks, shopping, and transport to medical appointments.  

The transition from HACC services to a CACP for people over 65 often takes a long time.  Clients have to be assessed and approved by the Aged Care Assessment Team and are listed with service providers in their area to wait for a package to become available, which can take six months or longer.  This is particularly detrimental for clients who suffer from dementia, as a waiting period can mean inadequate services which can result in faster deterioration, hospital admission and premature admission to residential care facilities.

Younger People with Disabilities

As written in previous annual reports many people with disabilities in the age group between 50 and 65, commonly those with a degenerative illness, do not receive enough HACC services. Previously people could expect 10 -15 hours per week for personal care as a basic, unpackaged HACC service.  Nowadays many clients are advised from some providers that HACC cannot provide more than 5 hours per week personal care.  If they require more, which is often the case, they are advised to apply for a Community Aged Care Package or an Individual Support Package (ISP) from Disability Services.  However, clients in this age group are not eligible for CACPs and only in very special circumstances has ACAT agreed to even assess clients under 65 for a package.  The alternative, which is to apply for an ISP through Disability Services to enable them to buy additional care hours, invariably means a wait of months or even years.  If the client is lucky enough he/she might be approved for short term support funding from Disability Services.  However, this leaves the client in a constant state of limbo not knowing what will happen after the short term support runs out.  

Primary carers who are caring for people with inadequate services are the secondary victims in these situations.  It has a direct impact on their physical and mental health which is well proven by clinical research on carer stress.  The lack of flexible in-home respite, such as day and overnight respite, inadequate personal care and lack of appropriate co-ordination put great pressure on carers and the caring relationship.  This often leads to carer burn out and in some cases can result in the total breakdown of the carer/recipient relationship, which in turn leads to premature institutionalization of the person with the disability.

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 was about the same as last year which was twenty for HACC and the Dementia Service combined.  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.  Together we developed a joint position statement on elder abuse which calls on 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, access to legal service for older people, as well as counselling, advocacy and other support to victims of elder abuse. 

In October 2008, as part of Seniors Week, TEAP organised a community forum on elder abuse with several guest speakers including Associate Professor Gerry Naughtin, one of Australia’s leading experts on this issue and Julie Nelson from Seniors Rights Victoria.  Over 70 people attended the forum and there was strong media interest.  However, no action was forthcoming from the government.

Tasmania is the only state that does not have a strategy or system for preventing and responding to elder abuse.  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.  Supporting HACC clients to resolve critical housing related problems is consistent with the current HACC policy direction of promoting independence and supporting health and wellbeing.
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.   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.  

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 1442 people participated in information and education sessions and Advocacy Tasmania delivered 43 sessions state-wide.

This year, advocates again 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 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.


DEMENTIA ADVOCACY SERVICE

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.  In partnership with Alzheimer’s Australia Tasmania we developed an innovative early intervention project targeting people recently diagnosed with or in the early stages of dementia living alone and/or without positive supports in their lives. The Project commenced in October 2006 and ran for eighteen months, until the end of March 2008. 
An evaluation of the project was completed and a major report was submitted to the funding body, Commonwealth Department of Health & Ageing.  In March 2008 the Tasmanian Government Department of Health & Human Services, HACC Program began funding the continuation of the project as the Dementia Advocacy Service for Southern Tasmania. Further funding has enabled its expansion to the North and North West of the state, and hence become a statewide service as of June 2009. This was in recognition of the fact that the aims and objectives of the project reflected the HACC priority of supporting client independence and wellbeing.

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

In total 62 clients were assisted by the service in 2008/09. There were 31 new referrals received from a variety of sources including service and allied health providers, ACAT, Alzheimer’s Tasmania, Migrant Resource Centre and family and friends. As well as  new referrals there remain 31  clients who were originally referred to the pilot project.  22 of these clients are still supported to live at home and 7 are now in residential care and receive more limited ongoing contact. 
Living alone with a diagnosis of dementia inevitably means a person’s need for support will increase over time and several clients are now being supported with CACP and EACH packages, that provide case management for basic home care. This allows the advocate to focus attention on broader issues such as assisting clients with planning for future care, advanced directives and quality of life decisions.

Of the 62 people assisted, 38 were in vulnerable or precarious circumstances of isolation - living alone, 15 had carers who were distant or frail. The remaining 9 had some support but were struggling to navigate the service system. 

22.5% of the clients assisted were from a CALD background. This is a high percentage and probably reflects the fact that many people who came to Tasmania as migrants in the 1950s and 1960s either did not marry and/or have children.  Such people can be much more isolated by the death of a partner and the lack of an extended family. In some instances children were estranged or had settled interstate.
The focus of the service is on people in the early stage of dementia and new referrals reflect this group. However, 31 people who remain clients of the service were referred to the pilot project and their dementia has progressed. A total of 24 clients have moderate dementia and this group can create considerable demands on an advocate’s time.

Forty-nine clients (79%) decided to make plans about the future. These included formal mechanisms to assist them to manage their lives as the dementia progresses; and/or future plans around quality of life, maintaining valued relationships and lifestyle.  

Formal Advanced Directives
· 15 clients supported to establish EPOA 
· 3 clients supported to prepare Enduring Guardianships
· 5 clients assisted to locate, access or change their Will.
Lifestyle/Quality of Life Plans
· 4 people assisted to achieve reconnection with family and friends
· 7 people assisted to regain contact with social or interest groups to which they had previously belonged
· 5 people referred to ‘Living with Memory Loss Program’, Alzheimer’s Australia Tasmania
· 20 linked/referred to other services
· 4 people assisted to access alternative community accommodation
Accessing Services 

· 22 people assisted to introduce a variety of services into their home

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

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

Identifying Needs and Assessment Support 

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

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

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

· 4 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 emotional and financial exploitation by others

· 3 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 

· 23 people assisted to access and attend medical, dental, hospital and other essential appointments on at least one occasion

Protecting Legal / Financial Rights

· 10 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.

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

What we are learning from our client group
· 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 service’s 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 often be facilitated relatively 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 an advocate increased the credibility of people living with dementia and their opinions by strengthening their voice. The presence of an advocate has an educative effect in sending a message about recognizing that the person has rights.
The provision of information and support to engage in planning and decision making helps to reduce stress, access support services, improves quality of life and helps to maintain social relationships. The effect for people living alone with dementia is to provide a supportive scaffold that contributes to their wellbeing as dementia progresses. For many people over time there is a network of service providers often including case management and specialist dementia services. In these cases the advocate has a vital role in the assessment and feedback processes to services regarding the effectiveness and acceptability of care from the client’s perspective. They are able to speak freely to the independent advocate who knows their wishes.

State-wide expansion of the service

It is pleasing to report that the original project report was well received and the service now continues as the Dementia Advocacy Service with funding provided by the Tasmanian Government through the Home and Community Care Program.

Considerable work was done in early 2009 to prepare for the expansion of the service to the North and North-West of the state. A service manual and education and information packages have been developed to assist new and existing advocates provide a consistent high level of advocacy for people living with dementia.  The service has been available in all regions of Tasmania since 1 June 2009.


DISABILITY

Introduction

The total number of cases handled by our disability advocates over the last year was 510.  While this was a slight (2.5%) decrease on the previous year, the reality is that case numbers were 33% higher than they were in 2003/04.  Our capacity was reached two years ago and has remained at this level.  One issue that continues to keep our total case numbers high and cases open for long periods is the significant level of unmet need in the State Disability Services sector.  This has resulted in an ongoing waiting list for our advocacy services in the South over the past year and constantly being close to capacity in the North and North West.  

The Disability Advocacy Program continues to act on a large range of issues.  These include 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; and support and representation at guardianship and administration hearings; and housing issues, to name a few.

Individual Advocacy Trends

Disability Type

· The number of clients with intellectual and physical disability remains at about the same level year on year.

· There has been a 100% increase in clients with psychiatric disability.  This means that clients with a psychiatric disability including many with a dual diagnosis (psychiatric and another) are recieving advocacy support in the general disability area.

· There has been a further 30% increase in the number of clients with acquired brain injury in the last year which has been a continuing growth trend over the past two years.

· There has been an exceptional 330% increase in the number of clients with neurological disability.  These clients have conditions such as cerebral palsy, acquired physical injury, autism spectrum disorder and multiple sclerosis.  Commonly the main issue for these groups is their need for individual funding from Disability Services as the maximum HACC support hours available are inadequate to meet their personal care support needs.  

Issue Type

· Accommodation remains the single most common issue due to homelessness, people on Housing Tasmania waiting lists and people waiting for placement in disability-specific supported accommodation.

· There has been a 200% increase in financial issues due in large part to the lack of case management for clients receiving no other support services and the long waiting lists for financial counselling .

· Similarly, there has been a 100% increase in Independent living issues due primarily to the number of clients who are having to live independently without support services due to the lack of availability of those services.

· There has been a 60% increase in service provider policy and practice issues which are varied, ranging from the unmet need for behavioural intervention to unmet support needs, to complaints from clients or family in relation to the way people are treated by service providers.

· Similarly, a 63% increase in legal issues which usually means that the client either needs support  with respect to the criminal justice system or needs assistance in gaining legal representation.

Emerging Issues

· An increase in clients with forensic disability issues who are on Mental Health Restriction or Supervision Orders; and

· An increasing number of cases of young people with disability who have highly complex care and support issues simultaneously encompassing multiple agencies, for example Child and Family Services, Housing, Education.

Individual Support Packages

In the past twelve months, clients of Advocacy Tasmania have experienced a disparate range of issues associated with Individual Support Packages (ISPs).  These include:

·  Inability to access ISP funding.  There are people on the waiting list for an ISP who are in crisis and who have had to wait for prolonged periods without allocation of funding, with no indication when they might receive funding.

· Inadequate levels of ISP funding.  Some clients in receipt of ISPs are not funded for the number of hours that they require to meet their support needs.  Some have been waiting for over 12 months for additional hours.  Inadequate or underfunded ISPs are resulting in some clients being at serious risk because they are not receiving adequate support.

· Accounting basis of ISPs.  Clients are granted an ISP with a set number of hours per week in mind.  However, different agencies presently charge differing amounts per hour for their services.  Consequently clients may find they receive fewer hours support each week than they need, depending on the provider.    While unit pricing will tend to standardize hourly rates, in the interim some clients are left with fewer hours than assessed as necessary, by virtue of this variation.

· Flexibility and security of ISPs.  ISPs are represented as mechanisms providing wide flexibility, enabling clients and families to establish routines that best meet their needs and improve their quality of life.  However, in practice we find clients and families are often severely restricted as to how they can allocate their ISP funding.  In most instances it may only be used to employ a Disability Services’ approved NGO to provide personal care support, respite or support to attend medical appointments and the like.  Further, there has been a reduction in the flexibility of banking ISP hours to be used for emergency respite or to save hours for a holiday.  As a matter of policy (though not without exception) clients are not permitted to bank more than 50 hours, irrespective of cause.  This has resulted in some NGOs returning funding to Disability Services, and clients losing hours to which they are entitled, for reasons outside their control.  For example, given recent staff shortages, some NGOs have been unable to provide workers for clients at the time of day required or in the blocks of time required.  In some instances these hours have been lost to organizations and clients, alike.  
Unmet Need

Over the last three years, around 30% of our casework has involved, or had a component of, unmet need.  This trend is continuing and the length of time is increasing, with some clients now waiting for more than 3 years.

The State Government allocation (June 2007) of some $50m over 4 years has not brought as much relief as hoped.  ATI believes that there needs to be an additional allocation of funds to those on waiting lists.  While official figures suggest waiting lists have reduced, our experience suggests there remain very significant deficits with respect to both supported accommodation and individual support packages.  As regards day options, DHHS figures indicate a decrease in those waiting from 122 to 77, December 2008.  However, each year brings a new cohort of school leavers, for whom new day options funding will have to be found.  

With respect to all of these services, where failure to meet fundamental needs results in carer and other support breakdown, the State incurs greater (and avoidable) demand for more costly complex services.

Accommodation

Accommodation issues in their various forms remain relatively constant, year on year, contributing to around 20% of all individual advocacy cases.  These include 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; younger people with disabilities with no choice but to live in an aged care facility or NGO nursing-home style congregate care facility; and people living in residential services where there has been some complaint or concern with the service quality or service provider practices.

Systemic Advocacy and Policy Work

While individual advocacy represents most of our work, ATI has undertaken systemic advocacy on a range of 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; Future Communities Reforms.

· Policy and Practices:  Submission to Legislative Council Inquiry into Public Hospitals; Submission to Department of Premier and Cabinet Consultation on A Social Inclusion Strategy for Tasmania; Comments on Department of Police and Emergency Management Draft Disability Action Plan 2008 – 2010; Submission to the Consultation on Development of a DHHS Consumer Engagement Strategy; Submission to The Legislative Council Review into the Principles and Objectives of the Disability Services Act.  

· Additionally a number of ATI Board personnel and staff are members of the Premiers Disability Advisory Council, the Minister’s Disability Services Advisory Council and the Disability Advocacy Network of Australia (DANA) Board.  

· Board and or staff members have also participated on the Anglicare Social Research Emergency Relief Advisory Board, DHHS Consumer Engagement Strategy Reference Group, the FaHCSIA Emergency Relief State Advisory Committee and the Anglicare Emergency Relief & Financial Counselling Project Reference Group.

Complex Cases: Children with Disability and Child and Family Services

During 2008-09 ATI advocates have encountered several cases where transition planning with respect to young people with disabilities under child protection or otherwise known to Child and Family Services appears to have been limited, at best.  There have also been cases where foster carers and/or departmental staff have sought the assistance of advocates in the absence of alternative resolution mechanisms. In some cases these have arisen with respect to carer-agency disputes, in other instances with cases which are out of ATI scope – that is, in the absence of qualifying mental health or other disability characteristics.  

From systemic perspectives, it is heartening to note that recent Child, Youth and Family Services and Disability Services integration appears to have focussed departmental attention on transitional planning and the necessary implementation mechanisms.  Nonetheless, it remains to be seen how these processes evolve as the present reform processes progress.  

At another level it remains of concern that there is no automatic or systemic oversight with respect to such issues.  The particular circumstances of any given child, for example under a child protection order where the Secretary is appointed guardian, are not subject to any level of independent review, on-going or periodic.  Where there are concerns, referral to an advocate largely remains a lottery dependent on the skills, knowledge and or courage of a carer who is, de facto, an employee or contractor of the Agency.  

Further, as might apply in any such case, we have recently been challenged in instances where guardianship is so vested.  The argument has been put forward that the Agency, as guardian, has not sought the intervention of an advocate, and therefore the advocate has no mandate.  In cases where the individual child lacks capacity by virtue of age, disability or both, it is difficult to dispute this reasoning, in the absence of an express legislative mandate to the contrary.  

In these terms we support the establishment of an expressly independent oversight mechanism as regards children in care, as advocated by past and present Commissioners for Children.  In the absence of such a mechanism, there are entirely inadequate protections with respect to these particularly vulnerable groups – children with or without disability. 

Future Communities Work

Advocacy Tasmania Inc and the Speak Out Association of Tasmania Inc are being funded as part of the Future Communities reforms of Disability Services to provide support to clients under this initiative.  ATI will focus their support on the South East and South West, and Speak Out in the North and North West.  Specifically, the roles of these services will be:

· To provide individual advocacy, with a focus on transitional support for clients accessing government-managed respite and day support services and service coordination; and
· To coordinate a process whereby people with disabilities will participate in the newly established Area Advisory Groups.  Representation on these groups will ensure that people with disabilities have a voice and involvement in the planning for services within their local area, as well as provide input into reform models and future directions.

· Additionally, ATI is represented on the Disability Gateway Working Group.  This group has been meeting regularly to discuss issues in relation to the establishment of the Gateway Service in Tasmania. 
Education and Consumer Participation

1278 people participated in ATI information, education and groupwork sessions during 2008/09.  While a decrease on the previous year this reflects completion of the Living Independently Project (LIP) and cessation of the regular group meetings across LIP sites.  

Advocacy Support for Optia Consumer Representation

Since early 2008 Advocacy Tasmania has been supporting Optia clients to have a say about their supported accommodation services.  This involves client representatives from each of the Optia group homes state-wide meeting on a 6-weekly basis over a light meal.  Discussion addresses 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, rosters with respect to cleaning, cooking and other day to day chores, issues of privacy and respect between clients and staff and many other matters.    One client from this group attends and reports at the tri-monthly Optia Board meeting, supported by an advocate.  The Board then provides feedback on issues raised, the actions to be taken by Optia, by whom and by when, then in turn 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.

Government Day Services 

ATI also facilitates regular meetings at the Derwent Day Options sites at Cove Hill and New Norfolk.  These services will be incorporated into the new NGO day support services in 2010.  The meetings assist in keeping clients informed of changes and enable clients to have a voice in the changes.

Consumer Engagement Reference Group

Advocacy Tasmania made a written submission to the “Your Care, Your Say” consultation paper and is represented on the project Reference Group.  The ATI submission reflected input from consultations with clients, Board members and staff.  We anticipate our participation will be on-going with respect to this important initiative.


MENTAL HEALTH
Introduction
This past year saw some changes to the way we provide mental health advocacy.  Our long time Statewide Mental Health Advocate, Val Williams finished up in this role in February.  Val continues to assist with policy and service development work part-time while studying for her PhD in Mental Health Law.
Val’s departure has led the organisation to rethink our current Mental Health Advocacy service delivery.  The existing funding provides only 34 hours per week advocacy for the whole of Tasmania.  After years of unsuccessful requests to Mental Health Services (MHS) for funding for a separate mental health advocate’s position for the Northern half of the state, we decided to shift some of the existing hours to the North and NW in order to provide the service through our regional offices rather than as outreach from Hobart.  One day per week (7.5 hours) has been relocated to the NW.  These hours were aggregated with a part time disability advocate’s position thereby creating a 28 hour per week Disability/Mental Health Advocate’s position. While this is a modest resource reallocation it has allowed us to start providing mental health advocacy directly from our NW regional office.  We are hoping to achieve a similar outcome for the North in 2009/10.
Overall case numbers remain high at 229 for the year.  This is an impressive achievement with less than 1 FTE employed.

Individual Advocacy
Accommodation and Housing
Accommodation is a significant issue for our client base which frequently entails a legal aspect. The issues range from disputed legal rights and obligations (under private Tenancy agreements for example) to perceived discrimination (concerning supported accommodation difficulties). However, the lack of availability of accommodation (both crisis and long term) for people with mental health problems appears to be growing as one of the most significant issues for clients.  

Health Care
Predominant health issues for clients often seem to revolve around unsuccessful relationships between clients and MHS case managers which in turn result in a breakdown of the supply of necessary support services for the client. Other difficult health issues involve the lack of availability of GP services for clients with challenging social demeanour and the perceived lack of counseling and psychological support services. 
Inpatient Care and Treatment
In relation to inpatient issues, apart from the frequent frustration expressed by clients by their inability to challenge diagnoses, we continue to receive a large number of enquiries concerning the effect and validity of the various Mental Health Act (MHA) and Guardianship and Administration Act (GAA)orders. These have resulted in appearances by a Mental Health Advocate on a number of occasions before the Mental Health Tribunal and Guardianship & Administration Board. 

Community Care Orders and Community Treatment Orders have frequently involved referral to the Mental Health Official Visitors when it has become clear that a  client is raising a complaint relating to care and treatment under the MHA whilst in hospital. 
Financial Issues
A substantial amount of time is devoted to clients who find themselves in regular dispute with administrators appointed under the GAA concerning the proper allocation or timely dispensation of funds. Issues concerning financial debt and debt recovery have been few (perhaps owing to a general tightening of credit and therefore a lack of availability to our client base). However, there have been some issues relating to the recovery of very old fines by the Monetary Penalties Enforcement Office. 
Legal
Legal issues continue to feature prominently with 68 cases (30%).  Concerns commonly raised by clients include alleged infringement of rights under the Mental Health Act (MHA) and Guardianship and Administration Act (GAA) and alleged discrimination with respect to  employment, education and service provision. There have been some complex matters involving the validity of powers of attorney and wills given the question of mental capacity and the untested nature of the new Wills Act. 

Other frequent issues concern access to legal advice (for both civil and criminal matters). 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 Advocacy Tasmania as the last possible avenue of help from Legal Aid lawyers themselves.

Systemic Advocacy
Systemically, this year has been busy. A large number of lengthy, detailed, analytical papers were produced and presented including submissions to:

· The Legislative Council Select Committee Public Hospital System Enquiry; 
· The Legislative Council Select Committee Legislative Mental Health Measures Enquiry; 
· Office of the Community Sector Draft Strategic Plan 2008-10; 
· Mental Health Strategic Plan 2006-11; 
· Department of Police and Emergency Management Draft disability Action Plan 2008 – 2010; 
· Department of Premier and Cabinet, A Social Inclusion Strategy for Tasmania. 

· The  DHHS Consumer Engagement Strategy

· The Legislative Council Review into the Principles and Objectives of the Disability Services Act

As Drug and Alcohol has re-integrated with Mental Health Services the mental health program has experienced additional systemic advocacy pressures. These include participation in forums, workshops and a range of developmental meetings.  ATI’s activities included a submission to the Alcohol, Tobacco and Other Drug Services Tasmania Future Directions Five Year Plan. 

The Review of the Mental Health Act remains ATI’s priority systemic issue in mental health. Delay in producing a Draft Bill has meant that we have not undertaken anywhere near the levels of work as in previous reporting periods in this respect, nor as is likely to be required in future reporting periods. 

Education
The first half of the year was a busy period for the Mental Health Program’s educational and promotional responsibilities including our participation in the Mental Health Week Expos in both the north and south of the state; publication of articles in the Division of General Practitioners South newsletter and Mental Health Services’ newsletter, Insight; increased university and TAFE education sessions for students; and particularly greater educational interaction with consumers and carers.   An education session on advocacy and patient rights for MHS nursing staff from the Launceston General Hospital and Spencer Clinic was held at Elizabeth Town in May


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 5 ½ years that the Scheme has been operating over 1300 people have been offered representation.

The last 12 months have been very busy and very successful for the Scheme. An increase in funding has made the coordinator’s position full-time which has seen a very positive flow-on in the areas of training and maintaining representatives.  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. 

*Table A: Breakdown of listed hearings conveyed to MHTRS

	
	TOTAL

	Notification to MHTRS of persons listed for Tribunal hearing
	504

	Offer of representation made to persons listed for hearing
	504

	· No response from person/no contact 
	 17

	· Person declined representational service 
	 51

	· Person discharged before hearing
	 179

	· A representational service provided to person
	 257

	· Information and advice/self advocacy support
	  97

	· Representation at hearing
	  160


Table B: Outcomes of hearings with MHTRS Represented clients

	
	TOTAL

	Represented at hearing
	160

	· adjourned
	9

	· Order confirmed
	87

	· Order revoked
	21

	· Order varied
	43

	· Length of order extended
	0

	· Length or order reduced
	43


· Further figures and statistics of individual facilities are available if required.
Explanation of Tables
The above tables are designed to provide some detail of the Scheme’s performance. An offer of representation, either as a brochure attached to the Notice of Hearing or as a follow-up phone offer by the representative, is classified as an offer. All people notified of their hearing were offered representation.

When a representative makes contact with a person listed for hearing, they may provide information as to the service the representative can undertake or may make available other information so that the person may self-advocate. The figure which is listed as ‘person declined representational service’ is when the representative’s offer of representation is declined outright without any information provided.

A person listed for hearing may be discharged by the doctors at any time right up until the hearing commences. Quite often a representative has already contacted a person prior to their discharge whereby the person has either accepted the information for self advocacy and/or accepted the offer for a full representational service. The item ‘person discharged before the hearing’ is the number of people who are discharged before a representative can make initial contact. For those numbers of people who are discharged after the contact by the representative, this comes under ‘information and advice/self advocacy support’.

Where a representative has accompanied a client into the hearing it is listed as ‘representation at hearing’.

Occasionally other results arise and these include patients being listed on one hearing list and having contact with a representative only to be transferred to another facility before their hearing and re-listed on the new facility’s list; hearings are adjourned prior to the actual hearing; and very occasionally others are cancelled due to invalid orders.

Analysis
There is a significant rise in the number of people listed for hearing, from 359 to 504, an increase of 40%. There has also been a similar rise in the figures for most of the categories, with those people receiving a representational service rising from 206 to 257, an increase of 25%.

There also continues to be an increase in the number of people with up-coming hearings contacting the ATI office requesting a representative. In addition, as the Scheme has now been running for over 5 years, the valuable work done by the representatives is well known and frequently anticipated by second, third time users as well as those who re-appear before the Tribunal on consecutive orders. 

In addition, the effect of a representative’s work within the hearing is also receiving a positive reputation. Whilst over 50% of the orders are confirmed as requested at represented hearings, quite a significant number are reduced. In over 25% of the hearings where a representative is present, the requested length for the order is not accepted by the Tribunal and a lesser period was imposed.  

However, the representatives’ value is ensuring that the patient’s rights are being adhered to; that they have the right to have a say at their hearing and a right to be listened to. Prior to the Scheme commencing most people were not speaking up at their hearings, or were providing information that was not at all relevant to their orders. It has been reported by the President of the Mental Health Tribunal that the information the Tribunal now receives from patients and the additional information offered by the representatives, gives a much more accurate picture of the patients’ issues and thus the Tribunal is in a better position to make decisions that reflects the patients’ situations. 
Partnerships
Mental Health Tribunal
The Mental Health Tribunal has continued to forward evaluations to the Scheme Coordinator that demonstrate 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. 

The volunteers are informed of their individual evaluations and this has been deemed a useful tool for the volunteers to gauge how the Tribunal views their performance. This also has been found to be beneficial to the 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 relationship with Advocacy Tasmania and with the Scheme. The Dean of the Law School has indicated that they welcome the opportunity for the undergraduate law students to gain practical experience. Over 95% of representatives that attend hearings in the South are undergraduate students.

The UTas Law School has continued its policy of assisting with costs associated with training the students and the out of pocket reimbursements that are paid. This is a much valued and appreciated resource which ensures that the Scheme continues to run smoothly.

Centre for Legal Studies
The Legal Practice Course underwent a process of review with Professor Ainslee Lamb from Wollongong University. Professor Lamb reviewed all the units and modules, including the Mental Health Advocacy unit. Professor Lamb was very positive in her comments about the Mental Health Training and believed that it is a necessary part of the trainees’ pre-admittance education. It was also expressed that the full training would be beneficial although the time restraints of the LP Course (only running 3 days a week now), prevented this from occurring. Therefore, the Lecture Series remains as a compulsory part of the “Tribunal Practice” Module and the Intensive Training is an optional evening session. This situation results in all newly admitted barristers and solicitors having undertaken specialist mental health awareness, which in turn increases the level of services that professionals provide for those with a mental illness and thus decreases the stigma and discrimination experienced by this client group. 

Training and Mentoring of Volunteers

The first training session for this financial year was held at the University of Tasmania Law School in August 2008. In the past we have seen a pattern occurring in that every second year a relatively small number of under graduates would undertake the training. Because last financial year saw fifty-one undergraduate law students completed the Certificate of Skills and Awareness in Mental Health, it was anticipated that 2008 would see a very small group. It was a very pleasing surprise to have 46 students undertake the Certificate stage, with 42 of those following on to participate in the Intensive Training.  

Early in 2009 the Legal Practice training saw 45 trainees complete the Certificate stage of the training with 14 continuing on to do the representational training (see above ‘Centre for Legal Studies’). It is to be noted that a further 10 trainees were at that time current representatives with the Scheme.

The final training sessions for this financial year took place in May in both Launceston and Burnie. The additional resources ensured that the training was promoted across the North and North West. The success of the promotional efforts was evidenced with record numbers of participants undertaking both stages of the training. In addition, record numbers have continued to make themselves available for representations before the Mental Health Tribunal.  This indicates a strong need to train new volunteers in each of the 3 major regions annually.

Table of education 
	
	South

Combined
	North
	North West
	Combined

N-N/W
	UTas
	Legal Practice
	TOTAL

	Certificate


	
	25
	28
	N/A
	6
	45
	144

	Intensive Training
	
	20*
	20*
	N/A
	42*
	14*
	96*

	Other Educational Sessions
	46
	236
	78
	N/A
	0
	
	360

	TOTAL
	46
	261
	106
	​_
	46
	45
	504


*This is the number of participants who completed both the Certificate and the intensive training.
Mentoring and Professional Development

With the increase in funding professional development sessions were able to be held in each of the regions.  These provided an opportunity to improve the knowledge and skills of the representatives as well as to thank them for their continued commitment. These sessions have been very positive and beneficial in giving volunteers an opportunity to come together as well as to have some face-to-face time with the Coordinator.

The North and North West had 2 professional development evenings during the past 12 months. These sessions have had the added benefit of maintaining closer contact with the regional volunteers and led to a renewed interest in participation by some of the existing representatives. They have also provided valuable post-training discussion time for newly trained volunteers and an opportunity for them to connect with the more experienced volunteers.

Prior to Christmas the first of two sessions was held in the South and consisted of a presentation by Magistrate Michael Hill on the Mental Health Diversion Court. This was of particular interest to the Southern representatives who are primarily undergraduate or post graduate law students. The second session was held in April to introduce the relief coordinator to the representatives but also afforded an opportunity for spending time discussing and debriefing over various issues that arose in the hearings.


STATISTICAL REPORTS 2008/09
INDIVIDUAL ADVOCACY
	DISABILITY
	
TOTAL

	
	07/08
	08/09

	Client Numbers
	
	

	Finalised
	402
	351

	Not Finalised
	123
	159

	Total
	525
	510

	
	
	

	Primary Disability Type*
	
	

	Intellectual
	274
	253

	Physical
	84
	100

	Sensory
	14
	23

	Psychiatric
	27
	54

	ABI
	60
	83

	Neurological
	10
	43

	Autism
	28
	24

	Specific Learning/ADD
	2
	8

	Other
	26
	20

	
	
	

	
	
	

	Other Issues
	
	

	Abuse
	40
	39

	Aids/Equipment
	6
	11

	Accommodation
	117
	111

	Discrimination
	9
	24

	Education
	9
	14

	Employment
	43
	31

	Financial
	27
	82

	Health
	56
	44

	
	
	

	Independent Living
	34
	66

	Legal Issues
	41
	67

	Service provider/policy and practice/gaps/access
	96
	154

	Vulnerable and/or isolated
	Not collated
	37


*Secondary disability also captured in 08/09 figures
MENTAL HEALTH
	
	07/08
	08/09

	Client Numbers
	
	

	Finalised
	292
	191

	Not Finalised
	22
	38

	Total
	314
	229

	
	
	

	Groups
	
	

	Mental Illness
	304
	222

	Personality Disorder
	4
	5

	Dual Diagnosis
	16
	11

	Co-morbidity
	2
	3

	
	
	

	Sector
	
	

	Community
	144
	118

	Inpatient/Residential
	156
	99

	Adolescent
	4
	2

	Forensic
	17
	12

	Psycho geriatric
	1
	3

	
	
	

	Issues
	
	

	Accommodation
	49
	42

	Child & Family Services
	11
	6

	Police
	14
	7

	Discrimination
	34
	18

	Community Supports
	24
	16

	Health Care & Treatment
	49
	38

	Legal Issues
	88
	68

	Stigma/labelling
	26
	12

	Financial
	45
	35

	Rights
	137
	101

	Interpersonal/family
	36
	19

	Inability to Access Service
	5
	7

	Refusal of Service
	4
	4

	Reduction of Service
	1
	0

	
	
	

	Mental Health Facility Issues
	
	

	
	
	

	Inpatient Care & Treatment
	76
	58

	Choice
	135
	62

	Confidentiality & Privacy
	5
	7

	Smoking
	1
	2

	
	
	

	
	
	

	
	
	

	
	
	

	
	07/08
	08/09

	Abuse Issues
	12
	15

	Physical
	4
	5

	Psychological/Emotional
	4
	4

	Financial
	5
	8

	Sexual
	3
	4

	Abuse by staff
	2
	3

	Abuse by family
	3
	2

	Abuse by other
	3
	3

	Consultation and Participation
	56
	21

	Administration Order
	30
	12

	GAB
	26
	13

	CCO
	51
	19

	CTO
	7
	5

	Supervision
	0
	1


	HACC


	
	

	Service Consumers
	
	

	Not finalised
	79
	47

	Finalised
	143
	165

	Total
	222
	212

	
	
	

	
HACC Service Related Issues
	
	

	Assessment
	0
	5

	HACC fees
	0
	2

	Carer Support
	15
	11

	Case Co-ordination
	4
	7

	Case Management
	3
	2

	Access to Service
	73
	65

	Service hours insufficient/unsuitable
	10
	17

	Service unavailable
	7
	5

	Service refused
	0
	2

	Service reduced/fear of reduction
	9
	5

	Service withdrawn/fear of withdrawal
	5
	5

	Information and Support
	36
	30

	Privacy/confidentiality
	0
	0

	Staff issues
	12
	5

	Complaints handling
	3
	4

	Culturally inappropriate
	0
	0

	Other service related matter
	3
	5

	Access to Support Packages
	5
	3

	Information and support
	36
	30

	
	
	

	
	07/08
	08/09

	Other Issues
	
	

	Family/personal relationships
	13
	23

	Abuse
	21
	16

	Guardianship
	10
	8

	Trusteeship/enduring power of attorney
	8
	10

	Equipment
	1
	2

	Income security
	6
	4

	
	
	

	Legal
	13
	

	Health
	24
	28

	Housing
	36
	45


AGED CARE
	
	
	

	Client Numbers
	
	

	Not finalised
	159
	33

	Finalised
	22
	135

	Total
	181
	168

	
	
	

	Type of Aged Care Service
	
	

	Residential Care
	133
	124

	Community Care
	40
	36

	Flexible Care
	3
	2

	Unknown
	5
	6

	
	
	

	Level
	
	

	High Care
	100
	104

	Low Care
	70
	61

	Respite Care
	11
	3

	
	
	

	Client Category
	
	

	Recipient, potential recipient, former recipient of aged care
	110
	103

	Person representing care recipient e.g. carers, family, ‘legal standing’
	71
	65

	
	
	

	Issues
	
	

	Administration/Fair Trading
	
	

	Administration Procedures
	11
	14

	Agreements
	0
	7

	Bonds
	4
	5

	Concessional Access
	1
	0

	
	
	

	
	07/08
	08/09

	Fees/Charges
	5
	5

	Management
	10
	8

	Security of Tenure
	20
	18

	Personnel/Staffing
	16
	21

	
	
	

	Level of Care
	
	

	Access to specialised services
	6
	8

	Assessment/Care Planning
	7
	7

	Behaviour Management
	15
	15

	Clothing
	0
	0

	Continence
	1
	1

	Dental
	0
	1

	Emotional
	2
	3

	Falls
	1
	2

	Hydration/Nutrition
	1
	2

	Medication
	8
	5

	Mobility
	5
	3

	Pain Management
	4
	5

	Palliative Care
	1
	0

	Personal Hygiene (Bathing, Grooming)
	1
	3

	Rehabilitation
	2
	0

	Sensory Loss/Aids
	2
	1

	Skin Care 
	0
	2

	Specialised Care & Services
	4
	1

	Restraints
	3
	2

	
	
	

	Consumer Rights
	
	

	Abuse
	15
	7

	Activities
	8
	8

	Choice/Decision Making
	29
	30

	Complaints Process
	34
	20

	Consent to Care/Treatment
	2
	1

	Confidentiality
	3
	1

	Cultural
	1
	2

	Independence
	8
	8

	Information
	34
	28

	Medical Records
	2
	2

	Personal Property
	3
	3

	Prescribed Services
	0
	0

	Privacy/Dignity
	4
	7

	Spiritual
	0
	0

	
	
	

	Environment
	
	

	Cleaning
	1
	0

	Catering
	7
	6

	Equipment
	2
	3

	Fire
	0
	1

	
	07/08
	08/09

	Laundry
	2
	1

	Physical
	1
	1

	Repairs & Maintenance

	3
	2

	Security
	2
	1

	Social
	5
	5

	Theft
	1
	0

	
	
	

	Additional
	
	

	Alternative Decision Making
	8
	8

	Care Options – Access to Appropriate Care
	27
	21

	Financial Issues
	1
	36

	
	
	

	New Fields
	
	

	Fear of Retribution
	8
	9

	Transfer Facilities
	9
	6

	Waiting for Placement
	27
	18



EDUCATION & PROMOTION

	
	DISABILITY

	

	
	
	

	
	07/08


	08/09

	Total Sessions
	186


	108

	Participants
	
	

	Consumers & Carers
	1010
	784

	Staff
	528
	248

	Others*
	218
	246

	
	
	

	TOTAL
	1756


	1278

	*  Includes students and general public




	

	MENTAL HEALTH

	

	
	
	

	
	07/08


	08/09

	Total Sessions
	20


	17

	Participants
	
	

	Consumers
	116
	149

	Carers
	70
	91

	Allied Health Professionals
	89
	56

	Industry Staff
	220
	100

	Volunteer Reps
	81
	0

	Other Community, Govt Organisations and General Public
	163


	331

	TOTAL
	739


	727




	
	HACC


	

	
	
	

	
	07/08


	08/09

	Total Sessions
	50


	43

	Participants
	
	

	HACC Clients
	251
	224

	Carers
	66
	60

	HACC Staff & Others
	424
	1158

	
	
	

	TOTAL
	741
	1442


	
	AGED CARE


	

	
	
	

	
	07/08


	08/09

	Total Sessions
	64


	43

	Participants
	
	

	Residents
	403
	182

	Carers
	76
	51

	Allied Health Staff
	32
	112

	Staff/Industry
	349
	262

	Other Community Organisations
	15
	9

	Other Individuals incl. Students
	91
	211

	
	
	

	TOTAL
	966
	827
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