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FOREWORD

Advocacy Tasmania Inc. (ATl) is an independent, state-wide, non-profit, advocacy
service for older people, people with disabilities, people with mental health
disorders, people who use alcohol, tobacco and other drug services, 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

*  People who use alcohol, tobacco and other drug services

* 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:

Advocacy Tasmania Inc., acting independently at all times, works to both
empower and uphold the rights and interests of our various client groups.
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Our Values

We believe:

Aims

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 respond to our
clients is fundamental to a humane, inclusive and just society.

that community engagement is an important element of respect for our
clients’ 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.

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

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

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

To promote best practice in community engagement in relation to our client
groups.
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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)
(b)

(c)

(d)

(e)

(f)

(8)

(h)

(i)

)

Advocates work at the direction of clients.

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

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

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

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.

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

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

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

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

Advocates are non-judgemental
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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
* Alcohol and Drug Services

Commonwealth Department of Health & Ageing

* National Aged Care Advocacy Program

Commonwealth Department of Families, Housing, Community Services and
Indigenous Affairs

* National Disability Advocacy Program

We would also like to thank Coop Toyota for their generous donation and University
of Tasmania Law School for their financial support of the MHTRS.

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
107/287 Charles Street Telephone (03) 6331 0740
Launceston Tasmania 7250 Fax (03) 63319919

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
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PRESIDENT’S REPORT

In preparing to write this report | revisited what my predecessor, Marion Florence,
wrote last year. Coming as it did, not long after the State Election, she was fairly
optimistic about two important issues Advocacy Tasmania Inc (ATI) had a strong
stake in: Elder Abuse and Mental Health Advocacy.

The State Government had recently announced $2.57 million over four years for an
Elder Abuse Strategy for Tasmania. ATl had worked in partnership with TasCOSS, the
Council on the Ageing (COTA) and Aged and Community Services (ACST) for some
years lobbying for a strategy to be established. The announcement of the funding
was therefore very welcome, and the strategy adopted by the Government
contained most of the elements we had been asking for.

As all Tasmanians know, the State Budget announced in June this year delivered
massive cuts across the health and community services sector and the Elder Abuse
Strategy was one of the casualties. Almost half of the budget was cut, and as | write,
it is still not clear exactly what will be delivered with the remaining funds. Whatever
is put in place, we need to make sure that older Tasmanians who are experiencing
abuse are given clear information about who they can contact and this contact needs
to lead to action to assist them. Elder Abuse is a complex issue that comes in many
forms. To me this means that we need a specialist elder abuse service that
understands and knows how to respond to elder abuse in its various guises.

The second issue Marion reported on with optimism was the long overdue
expectation that ATl would finally be funded for more Mental Health Advocacy
positions. At that stage we had just less than 1 FTE for the whole state. In the lead
up to the State Election all three political parties gave a commitment to increase the
funding. We had been requesting 3 FTEs. In practice, just before last Christmas we
received notification from the Health Minister, the Hon Michelle O’Byrne, that we
would receive an additional $80,000 for Mental Health Advocacy. While this
amounts to 0.8 FTE, still a long way short of 3.0 FTE, it was very welcome news and
has helped us manage the very high demand for this service (see Mental Health
Report). We hope that when better economic times return, we will be funded for
the remaining positions.

There is one more victim of the State Budget cuts that | want to refer to here, and
that is the cut of one full time advocate position from our Disability Advocacy
program. At the same time Speak Out also lost a position thereby reducing the
capacity of the small disability advocacy sector by around 25%. We believe that this
is clearly disproportionate to the cuts other parts of the health and human services
sectors have had to accommodate.

These two positions were first funded as part of the Living Independently Project
(LIP) over five years ago. Their focus was on providing advocacy to the sixty-nine

people transitioning from Government run to NGO supported accommodation
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services, most of whom were severely or profoundly disabled, and as such, very
much in need of rights protection.

The value of these positions was recognised throughout the LIP and openly
acknowledged by the Department of Health and Human Services and the Ministers’
Disability Advisory Council (MDAC). With the completion of LIP, Disability Services
continued to fund the positions through the reform funding.

It is now over five years since the positions were established and they continue to
provide vital services to vulnerable people with disabilities. This includes:

e Providing core advocacy service to many hundreds of people with disabilities
and families seeking our assistance;

e Supporting those people directly affected by the reforms through transition
processes;

e Establishing strong relationships with the new Gateway services to ensure
access to advocates when needed; and

e Facilitating involvement of people with disabilities in Area Advisory Group
processes.

Advocacy Tasmania consistently provides advocacy to 450-500 people with
disabilities each year through our Disability Advocacy Program. This is with 4.0 FTE
advocates (1.0 Commonwealth funded and 3.0 FTE State funded). The loss of a full
FTE advocate will reduce ATI’s capacity to assist people by at least 100 people per
year.

| urge the Premier as Treasurer to overturn this decision and reinstate this much
needed funding.

On a more positive note, | would like to comment briefly on the two recently
released Productivity Commission Inquiry Reports — Disability Care and Support, and
Caring for Older Australians.

ATl recognised the potential significance of these two Inquiries from the outset and
committed resources to developing submissions for both. ATl also gave evidence at
the public hearings for both Inquiries.

Now that the reports are out | am convinced that our efforts were worth it. As a
person living with disability | am all too aware of the enormous problems inherent in
the current ‘system’. As noted in the Productivity Commission report ‘the current
system is broken’.

The establishment of a National Disability Insurance Scheme (NDIS) to promote long
term care and support for people with disabilities and their families is expected to
benefit around 410,000 Australians living with disability. Importantly, it will provide
a system where people will be entitled to services and funded accordingly. No
longer will it be the lucky dip of service delivery where some people receive the
services and supports they need, and others, with the same needs go without.
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Likewise, the system of aged care will move toward being entitlement based. Older
people, like people with disabilities, will have more choice, more say over who
delivers services and how and they will have the ability to change services if they
wish.

It was pleasing to see that in both reports the Productivity Commission
acknowledged the potentially important and expanded role advocacy services will
need to play. In designing and managing systems that seek to support people to live
in the community for as long as possible, by building in increased choice and control,
we inherently make for a more complicated system requiring more consumer
decision making. For people with some degree of impaired capacity, this becomes
challenging, unless provided with appropriate supports. Advocacy will clearly have
an important function in supporting older people and people living with disability to
navigate the new service systems.

To conclude, | want to acknowledge a number of people.

Firstly, the staff at ATl who, year in year out, give enormous time, energy and skill to
assisting our clients. You will read in the CEQ’s Report that we again surpassed
previous records for the numbers of people assisted.

Secondly, our volunteers, who through our Mental Health Tribunal Representation
Scheme (MHTRS) provided a record number of representations at hearings this year
(see MHTRS Report).

Thirdly, to our Commonwealth and Tasmanian Government funding bodies. We will
continue to criticise you where we feel you are making mistakes, but we value the
support you provide us and the close collaborative relationships we have with so
many of you.

And last, but by no means least, the hard working Board of ATl. Two of our long
term Board members, Robin Wilkinson and Philip Wright, retired this year. Thank
you Robin and Philip for your many years of valuable service. To the remaining
Board members | say thank you for your wisdom, your support and your friendship. |
guess we will do it all again next year.

DAVID PEARCE OAM
PRESIDENT
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CHIEF EXECUTIVE OFFICER’S OVERVIEW

Introduction

The reports which follow discuss the work of the Agency over the last year in each of
our six, Advocacy Programs: Aged Care, Home and Community Care, Dementia,
Disability and Mental Health; and our new ATOD Advocacy Program which
commenced in May 2010, as well as our volunteer program — the Mental Health
Tribunal Representation Scheme. This section provides a brief statistical overview of
the organisation’s activities through 2010/11.

Individual Advocacy

Over the last twelve months Advocacy Tasmania provided individual advocacy to
1340 older people, people with disabilities, people with mental health disorders,
people who use alcohol, tobacco and other drug services and their families and
carers. This can be broken down as follows:

Program 2008/09 2009/10 2010/11
Disability 510 446 517
Mental Health 229 216 301
Aged Care 168 182 243
Community Care 274 256 205
ATOD 17 74
TOTAL 1181 1117 1340

This was an increase of 20% in the total number of individual advocacy cases this
year. Our analysis indicates that 60% of the increase was in the area of short
referrals, (i.e. cases requiring only one or two actions by an advocate and resolved
quickly). The large increase of cases in this category is a clear indication of the
growing need for advocacy. Many of these clients would have benefited from a
more extensive representational service but we were unable to provide it due to
resource constraints.

Cases in the 1-2 hour, 2-10 hour and 50-100 hour categories all significantly
increased. This reflects both complexity of cases and barriers to resolution. ATl was
able to increase service provision in these categories primarily by virtue of the
availability of the new ATOD advocates and through increased mental health
advocacy capacity in the second half of the year.
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Table 2 — Time utilised per case

Time Frame 2008/09 2009/10 2010/11 Increase %
(hours)

0-1 416 290 424 134 60
1°-2 154 140 175 35 16
2°-10 381 444 475 31 14
10*- 50 195 196 214 18 8
50*- 100 28 38 38 0 0
>100 7 9 14 5 2
TOTAL 1181 1117 1340 224 100

Case numbers have remained consistently high for the last six years. Again this year
we were faced with the situation of having to put people on waiting lists at times
due to the high demand for advocacy. The Disability and Mental Health Programs, in
particular, reached capacity in 2004/05 and have remained at this level for the last
six years.

Mental Health Tribunal Representation Scheme

This year was the seventh full year of operation of the Scheme. In 2010/11, 290
people were represented by one of our trained volunteers. This is a 2% increase on
the previous year.

In terms of the Scheme’s training and education activities 128 people participated in
the training program and 685 people participated in education and promotion
sessions for the Scheme or, as current volunteers, attended in a professional
development session. The combined figure is 813.

Information, Promotion and Education

Information

In 2010/2011 Advocacy Tasmania responded to 473 information enquiries. Whilst
this is a 17% decrease on 2009/10 it is still a very high figure, and one which we
suspect we under report as busy staff sometimes don’t record all of these enquiries.
Many information enquiries were people seeking advocacy assistance. With little
ability to accept other than the most urgent of referrals many callers were provided
with information about their rights, advice on how to self advocate and/or referral to
other agencies that may be able to assist.
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Education & Promotion

In the year 2010/2011 a total of 5589 people participated in information, promotion,
education and other group work sessions facilitated by Advocacy Tasmania staff, an
increase of 1% on last year’s total participant numbers. This figure includes several
interstate conference presentations. The break-up is as follows:

Program 2008/09 2009/10 2010/11
Disability 1278 1023 1269
Mental Health 727 256 300
Aged Care 827 1285 1301
Community Care* 1442 1314 866
MHTR 505 1079 813
ATOD 566 1040
TOTAL 4779 5523 5589

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

The combined totals for individual advocacy (1340), people assisted with
representation (295), information enquiries (473) and education and information
session participants (5589) meant that Advocacy Tasmania Inc directly advocated
for, assisted and informed 7697 people in 2010/2011.

KEN HARDAKER
CHIEF EXECUTIVE OFFICER
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AGED CARE

Introduction

Overall numbers of cases for 2010/11 have increased by 33.5% on the previous year
— a significant increase. A major part of this increase is attributed to the continued
rise in referrals from the community care sector, which rose as a proportion of cases
from 30% to 36%. Advocacy Tasmania Inc (ATI) has two programs funded under
Home and Community Care (HACC) — a general HACC Advocacy program and a
community based dementia specific program. We believe that this prominent
presence in the HACC sector has ensured that Commonwealth funded community
care providers (who are often also providing HACC services) are aware of ATl and
refer accordingly.

This trend towards increasing work in the community care sector is further reflected
in the ‘Client Category’ with the continued rise in the proportion of ‘recipients,
potential recipients’ worked with, as opposed to working with a representative,
primarily a family member. The proportion of consumers directly assisted has
increased from 60% two years ago to 74% last year and to 81% this year.

The proportion of clients assisted to self advocate has also risen markedly from 20%
to 39%. We believe that this is partly because community care clients are more able
than residential care clients to resolve their own issues with information and less
intense advocacy support. It is also likely to be a reflection of a high number of
‘short referral’ type cases — whereby the client or family member contacted ATI
wanting advice and the ability to talk through a concern in order to equip them to
better self advocate.

In the special needs categories, cases involving caring for people with dementia
remained high and the number of culturally and linguistically diverse (CALD) clients
doubled.

The number of younger people with disabilities in aged care facilities continues to be
of concern. This year 6% of all cases were in this category. Issues presenting to ATI
by this group are often related to the consumers lack of opportunity to access the
community outside the facility and ‘behavioural issues’ which is a euphemism for the
ability of the facility to provide an appropriate environment and support for
consumers with intellectual or psychiatric disability.

Advocacy

Issues in Residential Aged Care

Administration & Fair Trading

Overall this category decreased from 88 to 56 issues. Categories that remained
relatively high were Agreements; Security of Tenure; and Fees/Charges. The core
concerns with the majority of clients were the lack of information and simple,
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understandable explanations from the facility management about fees and charges
to potential residents and families prior to entry into aged care; confusing invoicing
practices of providers; and explanations about fee increases.

There was a drop in cases regarding Security of Tenure. In the last few years cases in
this category often related to Community Care Packages. However, this year these
were less common which may be due to a number of developments including the
introduction of the Community Care Charter of Rights; the rollout of the Common
Community Care Standards; and the gradual, but inexorable shift towards consumer
directed care. Even though consumer directed care packages are not yet common
place, the discourse is certainly taking the sector in this direction which is very
welcome by ATI.

Level of Care

There were no significant changes in this category of issues from previous years.
Numbers remained similar to last year with the most ‘active’ categories being
behaviour management and medication. These tended to relate to concerns raised
by relatives about the care received by a loved one in high care, usually with
advanced dementia. The way medications are delivered — timing and methods by
which medications were administered — was also an issue.

Consumer Rights

Overall, the Consumer Rights category of issues was our busiest area of work with
111 issues. However this was down from 132 in 2009/10. The most significant
change was a drop from 27 to 4 in the category of ‘complaints process’. We believe
that, to some degree, this is a positive reflection upon the gains made by some
providers in how they deal with complaints.

However, we should guard against complacency. The drop could also be partly
attributable to the continued slow decline in the proportion of high care residential
care clients accessing advocacy (i.e., down from 60% to 52% in one year). As the
cohort of people in high care becomes frailer and with high levels of dementia, it
becomes increasingly challenging to ensure that they know about and have access to
advocacy. Those without active family members are especially disadvantaged.

In a number of cases clients contacted ATI directly, without first attempting to go
through the provider’s complaints process, feeling the need to be supported by an
advocate from the outset.

‘Choice/ Decision Making’ remained high. This year this often related to community
care clients having difficulty getting services at the times they needed or accessing
services at all in rural areas where it can be difficult to attract staff (see community
care section). Numerous cases in this category related to situations where the
consumer’s right to make their own decisions was ignored or given little weight by
providers, family or other professionals (e.g., GP). (See below section on Alternate
Decision Making.)

‘Independence’ is inseparable from ‘Choice and Decision Making’ in so far as
exercising one’s right to maintaining self-determination. Many of these cases relate
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to family members acting as the person’s representative without consulting the
person concerned, e.g., telling staff that particular friends or family members cannot
visit their parent, or insisting that their parent have daily showers when the parent
wishes every second or third day. A more complex case involved requesting a
gerontologist to assess a resident’s capacity to make informed decisions. This
resulted in the resident revoking an existing Enduring Power of Attorney which in
turn enabled the resident to regain his financial independence.

We also assisted a client in a case which led to compulsory reporting and, eventually,
police charges.

Environment
This category was similar in number of issues to last year with catering (don’t like the
food) and social (not enough to do) being the most common issues.

Additional Categories

‘Alternate Decision Making’ continued to increase. As per the last couple of years
the majority of these cases involved family members of residents assuming that their
relative could no longer manage their finances or make decisions about their lives
due to diminished capacity, as they saw it. The residents / clients in many cases
were informed by the facility manager that an independent advocate, with no
conflict of interest, was available to visit them to discuss their issues if they wished.
This enabled the resident to receive information and options to make an informed
decision. Some of these cases also involved a level of financial abuse.

Financial Issues

‘Financial Issues’ also remained high with issues ranging from financial abuse,
mismanagement, Centrelink, queries about fees and charges, and ability to access
their own funds. This last issue seems to be on the increase. A typical scenario
involves a resident of an aged care facility, still mentally competent to manage their
own affairs but physically frail, wanting to go to the bank to draw out funds. They
have no relatives or friends to assist but are unable to carry out the task without
support. The facility offers to provide a staff member to accompany the client, at
the client’s expense, and often with an excessive minimum charge (e.g. 3 hours of
staff costs). In the past, facilities commonly had trust accounts where they could
provide residents with small amounts of their own funds held in trust. However,
facilities are increasingly reluctant to do this and residents are increasingly frail and
struggle to access community facilities without assistance. Similar scenarios are
played out with people wanting to do small amounts of personal shopping who need
support, but who do not wish to go on a facility organised large group ‘shopping
trip’.

Issues in Community Care

There are many issues involving community care which are continuing to provide
much work for advocates. However the introduction of The Charter of Rights and
Responsibilities for Community Care is a welcome step towards ensuring that
Community Care Packages are delivered to a high standard.
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Long waiting lists for packages — particularly for EACH and EACH-D packages —
continue and lengthen. This causes considerable stress to clients and their carers
whose needs are not being met but are then faced with the prospect of a nursing
home entry as there is no other choice available.

A shortage of qualified and trained staff in the community, especially in rural areas,
is an issue. Some people simply cannot get staff at all, or they are required to travel
long distances and the travel time is taken from the package thereby significantly
reducing the hours available for care.

The gap between CACPs and EACH packages is quite considerable, sometimes
resulting in consumers receiving an EACH package when they do not really need that
high level of care yet, but rather need more hours of the same care that CACPs
provide.

We have previously reported a lack of Ageing in Place. While the situation seems to
have improved, it does still occur, bringing with it the consequence that consumers
have to change service providers when the need arises to go from low care to high
community care. This is especially difficult for clients from culturally diverse
backgrounds and for clients who suffer from memory loss as it means they have to
get used to a complete set of unfamiliar administrators and support workers.

We have advocated on issues whereby package recipients are not always being
made aware of their entitlements for equipment and allied health assessments e.g.,
physiotherapy and occupational therapy.

There is still a lack of flexibility around respite. Carers, in consultation with dementia
care specialists, should have as much flexibility as possible regarding when and how
support is provided. For example, some may elect to have hours delivered in long
blocks of time, such as a whole day, which gives them a real break from caring; or
flexible timing that fits with carer’s needs. In one case, a provider did not offer staff
after 4.00 pm. A carer wanted in-home respite once a week for their relative with
dementia, so she could attend a weekly social engagement. The matter was
‘resolved’ with the carer agreeing to pay penalty rates through her package (i.e.,
time and a half) to receive the ‘out of hours’ service.

Education

Overall the numbers of people participating in information and education sessions
have remained high at 1301 for the year. The 65 sessions provided translates into
more than one session per week.

Staff information sessions within Aged Care Facilities

Securing staff information sessions within Aged Care facilities has become even more
problematic over the past twelve months. Facilities claim short staffing issues and
time constraints, making it difficult to secure staff for formal sessions. Some
information sessions have been booked and either management has not informed
staff, or staff feel they are too busy to attend, or they are not interested and the
advocate is left with an empty room.
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However, in an effort to combat this issue, ‘sessions’ have been offered in a quick,
succinct style over 10 minutes delivered at handover times. All staff have to be
present at this time and the focus is on key aspects of the advocate’s role and
residents rights. This approach is proving to be far more agreeable for facilities.
However, due to these time constraints, it is inappropriate to ask staff to complete
evaluation forms.

Rural and Regional travel

ATl visited facilities in most of the more isolated parts of the state during the year,
including a visit to King Island. Other sites visited included Dover/Esperance in the
far South on several occasions, NE Tas (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). A trip to Flinders Island has been scheduled for early in 2011/12.

Website

Website hits continued to grow in number and were 23% 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 expected to see the continued growth in use of
our website in 2010/11. The site includes an 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.

Promotion/publicity/community information

Demand for individual advocacy was higher this year through our commitment and
efforts in having a wider exposure in the broader community on the importance of
independent advocacy. This was achieved through advertising in GP Information
Booklets in both metropolitan and regional areas, advertising and written articles in
newsletters/newspapers such as Prime Time and Seniors, and specific articles for
local newspapers.

We were invited to speak to University of 3" Age in most regions, Rotary and Lions
Clubs, Registered Training Authorities, TAFE students and our ongoing involvement
with Alzheimer’s Australia. We have presented at various forums, expos and
Conferences — notably at a Australia-wide Alzheimer’s Conference held in Brisbane
during May and at the recent NACAP Conference.

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 April 2011.
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COMMUNITY AGED CARE

Introduction

This year we have merged our Home and Community Care Program (HACC) and
Dementia Advocacy Service (DAS) into one report.

We have done this for several reasons:
e HACC and DAS are funded under the one HACC funding agreement.

e The one team of advocates provides both services; the distinction is in the
style of service delivered and the wider ‘menu’ of options provided through
the DAS.

e AsoflJuly 2011 the Commonwealth has taken responsibility for the funding
of HACC services for older Australians. As of 1 July 2012 they will assume
policy responsibility. This is part of the process of the Commonwealth taking
over the provision of all community aged care services.

In our previous report in Aged Care we reported on the growing number of advocacy
cases for people who are Commonwealth funded Community Aged Care recipients.
In 2010/11; of the 243 people assisted 87 or 36% were community care clients.

If we combine these 87 with the 127 HACC clients and 78 DAS clients, the final figure
is 292 community care clients assisted by our older persons’ advocates out of 448 or
65% of clients.

With increasing numbers of older people wanting to receive care in the home for as
long as possible, delaying the move to residential care until it is absolutely necessary,
this trend is likely to continue. The Final Report of the Productivity Commission
Inquiry: Caring for Older Australians has flagged a stronger role for advocacy in both
the community and residential care sectors.

Home and Community Care

The following report describes the most common issues clients asked for advocacy
assistance with over the last year.

HACC Service Related Issues

The rights of HACC consumers are codified in the Charter of Rights & Responsibilities
in Community Care and the Common Community Care Standards. These documents
include the right to be informed and consulted, to be part of the decision making
process regarding the services they receive, to be treated with respect and courtesy
and to receive a quality service.
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While overall we have seen some improvement in the quality of service provision to
HACC consumers in the last year numerous people sought our assistance because
they felt that their rights were not taken into account when decisions were made
regarding the service they were receiving. They felt that the consulting process fell
well short of what they expected based on the statements made under the Charter
of Community Care. The reason for this is that some service providers don’t spend
the necessary time with consumers during assessments and regular reviews to
involve them fully in decisions.

Many consumers felt that they had no real say as to the services they are offered,
which are limited to certain tasks, are inflexible in the way they are delivered, and
don’t take into account their real needs. This has included changes to timetables,
changes of worker(s), and changes to the actual hours provided. People in this
situation are commonly worried and hesitant to make a complaint for fear of further
deterioration of the services provided. However, some people have been supported
to self advocate and raise the issue themselves resulting in some cases with a
positive outcome.

We reported last year on difficulties experienced in the community care industry
regarding recruitment, retention and remuneration of workers, and the effect this
can have on HACC consumers. There is a general shortage of suitable people who
are working as support workers and recruitment has become more difficult,
especially in rural and remote areas. For some clients in rural areas, assessed as
requiring small amounts of support (e.g. one hour per week or a fortnight home
help) service providers have been unable to provide staff. Ironically, it can be easier
to provide staffing for someone with a higher level of support, who has a care
package, as the hours available for a care worker make it a more viable employment
option.

Some consumers have agreed to unsatisfactory arrangements in order to continue to
receive services. These include limiting the client’s choice of times when service can
be delivered; new workers arriving at a client’s home ready to provide personal care
without having the opportunity to be introduced beforehand (which seems to now
be the norm); and very limited opportunities for buddy-shifts as part of the
orientation of new workers.

In most cases, clients do not have the freedom to choose a different service provider
as their HACC 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 Scheme (ACCS). It will be interesting to see how this changes
with the Commonwealth takeover of community aged care. One would expect that
consumers will have access to the ACCS in the future.

Proactive Advocacy
On a more positive note, we are experiencing increased referrals in what we refer to

as ‘proactive’ advocacy. Historically, in the community sector, advocacy has been
viewed largely as a reactive service. In the case of the HACC sector this means
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people contact ATI if they have a complaint or concern regarding a HACC service or
some other service that has the potential to severely impact on their ability to
remain living in the community (e.g. housing services). However, service providers
and consumers are increasingly coming to see advocacy as also having a proactive
role, whereby older people living in the community, benefit from the assistance of
an advocate regarding a matter that has the potential to prevent problems from
occurring or at least ameliorate them. Such matters commonly relate to the
person’s ability to ‘navigate’ the care system. This can be support in assessment or
review processes, care planning, or in choosing a provider. It can also involve
personal planning for such things as powers of attorney, choosing a trustee for
people struggling to manage their finances, enduring guardianship, or advanced care
directives. Such assistance has been offered as part of the work of our Dementia
Advocacy Service (see following report), but we are finding that some other older
people are requesting such assistance. These are commonly ‘older’ old people who
live alone and do not have family or close friends to assist them to consider such
issues. The role of the advocate is as a tool to support the person to make their own
decisions — to provide information, discuss options and consequences, and support
to make the necessary changes.

Providing people with information regarding Enduring Power of Attorney (EPOA) and
Guardianship and Administration Board (GAB) is increasingly common. This can be
very useful to the person as they are then able to make informed decisions and have
a better understanding of their rights. There are times when a client’s attorney is
not acting in the best interest of the client, and here the advocate can discuss the
possible options the person has available to them. An advocate is able to discuss
the advantages of accessing a solicitor and is then able to assist the person with the
often complex information and involved processes.

Advocates often assist people to communicate their perspective at GAB Hearings
and with issues relating to that process. It is also common for the advocate to raise
issues on a person’s behalf with the Public Trustee.

Elder Abuse

As reported last year, Advocacy Tasmania’s long time involvement in lobbying for a
Tasmanian Government response to elder abuse, as part of the Tasmanian Elder
Abuse Partnership (TEAP), culminated in the announcement by the State
Government to fund $2.57 million over four years for an elder abuse prevention
strategy as part of 2010-11 State Budget. This strategy is the first for Tasmania and
brings the state finally in line with the rest of Australia.

Unfortunately, in the June announcement for the State Government’s Budget
2011/12, the funding for the strategy was slashed, to just over half of the original
allocation. ATl remains committed to the implementation of the Strategy and is a
member of the Advisory Committee. At the time of writing the Government has
indicated that its priorities are: a community awareness program, a free call number,
workforce training, and law reform. ATI’s concern is that the advocacy and
counselling components have been scrapped. The original Strategy did not contain
funding for dedicated legal services, which was always a weakness. There appears to
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be no provision for a lead or specialist agency to provide a response to callers to the
free call line, or to assist service providers in the community sector seeking to either
refer on a person being abused or to seek support for a situation they are
endeavouring to manage themselves. This is a major concern to ATl and we will be
doing all we can through 2011/12 to have this addressed.

In the interim, while the Strategy is being planned, but not yet implemented, ATI
continues to receive referrals relating to elder abuse. Even though we are not
funded to provide advocacy to older people experiencing abuse we endeavour to
assist anyone who needs our help. The number of cases we received this year for
Community Care and Aged Care combined was 31, similar to last year. 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 ATl 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 they did not want 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 and therefore even more reluctant to speak up.

A few examples of the types of referrals received:

Woman, late 60s, invited a male friend to live in her home whilst he found
somewhere permanent to live. He was still in her home 12 months later, although
she had asked him to leave and he had told her he would be leaving a number of
times. He was becoming increasing verbally and emotionally abusive towards her.

Woman, mid 70s, became increasingly unwell to the point that she needed a fulltime
carer in order to stay at home. One of her adult sons moved in. Over time his
behaviour became increasingly abusive — physically and financially. He would not
allow her to go to residential respite as he told her she could not afford it. The client
confirmed that her son hit and pushed her.

Man, early 80’s, with dementia being ‘cared for’ by family members living with him,
being neglected and living in squalor. No washing or cleaning being done, no
physical assistance for personal hygiene for weeks at a time.

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 and health problems 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
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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.

We are pleased to report that overall referrals are significantly down in this category.
In particular clients report to us being more satisfied with the service they receive
from Housing Tasmania. Advocates have noted some real improvement in the way
most Housing Tasmania staff relate to our various client groups, not just older
people, the majority of whom have some degree of impaired intellectual or physical
capacity.

DEMENTIA ADVOCACY

The Advocacy Model

The Dementia Advocacy Service (DAS) targets people living alone in the community
in the early stages of dementia. The focus of the service is to provide support to the
person in decision making regarding key matters that affect their ability to remain
living in the community. Clients are encouraged to think about, discuss, and plan for
the future.

Once referred, 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. This can take place over a
number of weeks or even months, during which time at successive meetings the
client, in dialogue with the advocate, identifies their needs and explores options to
meet their future and ongoing goals. These may include putting in place formal
mechanisms to assist them to manage their lives as the dementia progresses
including Enduring Powers of Attorney, Enduring Guardianship, Advanced Medical
Directives, 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 dementia-specific
medical and care services. It is the client who sets the agenda and makes the
decisions. The advocate provides a continuum of advocacy support which usually
becomes more active over time or as requested. In essence, the advocate is a tool to
assist the person living with dementia (PLWD) to manage their life as their dementia
progresses. 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. To ensure people who
are profoundly disabled by their dementia can have their rights protected the
relationship continues through several transitions including a move to residential
care.

The key to the model is referral to an advocate of a person in the early stages of
dementia. In 2010/11 of the 78 clients who used the service 58 (74%) were in the
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early stages of dementia. Furthermore 61 (78%) DAS clients live alone in the
community, many without close supportive relationships. Both figures reflect the
advocacy needs of the DAS target group.

Issues Assisted

Measuring outcomes for the DAS requires a different approach from the normal
“issues” based advocacy where resolution of client’s issues/problems requires their
case to be closed. In most, but not all, instances the DAS model means people living
alone with dementia tend to remain active clients of the service. However, the level
of contact with the advocate varies according to the client’s needs, requests, and
their level of dementia. The general pattern of contact for DAS clients tends initially
to be relatively intense and then becomes less frequent as planning is underway,
decisions are made and actions have been initiated. The advocate or client then
maintains regular but less frequent contact until there is a decline in the person’s
cognitive functioning due to their advancing dementia or a major issue arises and
becomes the trigger for more active involvement.

Over the course of the advocate’s involvement with the client they may assist with
many different issues. For example, one long term client who recently chose to
move to residential care had been assisted by the DAS with: accessing HACC services;
accessing packaged care services as his needs increased; making arrangements for
the Public Trustee to manage his financial affairs; support with medical and care
assessments; advocacy regarding care services when not working satisfactorily;
reconnecting with lost relatives; home and public safety issues as his dementia
progressed; accessing residential respite; choosing a residential care facility; and the
transition into care — to name just some of the issues. Statistically he appeared as
one client in each year. We therefore think it more meaningful to provide a
scorecard regarding the main issues people were assisted with in a given year.

In total 78 clients were assisted by the service in 2010/11, 8 more than last year.
There were 30 new referrals received from a variety of sources and there were 48
existing clients. 24% of total clients live in rural and remote areas and 14% are from
a CALD background. 28% of clients were in the North/NW and 72% in the South.
This is a legacy of the fact that the service initially operated in the South only for the
first 2 years. The figure for the N/NW, in only its second year of operation, shows
pleasing growth, which we expect to see further built upon in coming years.

Future Planning

62% of clients were assisted with formal planning and making arrangements for
future substitute decision making, including four to make advanced medical care
directives, 24 Enduring Powers of Attorney, seven to make or change a will and 8
people were also supported through the formal process of applying for
Administration via the Guardianship and Administration Board.
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Care and Services

37% of clients were supported with a variety of assessments: including 23 ACAT and
14 dementia specific medical. Just over half (52%) of our clients were assisted
directly to access services by being provided with information (36) or directly by
referrals (23) and assistance during discussions with service providers. Assistance to
access a wide range of service types was requested by clients, the main ones being
CACPs (12), EACH (7), EACH/D (14) and respite (12). A further 20 clients were
supported with home safety issues including smoke alarms and heating.

Transition Support

Like all elderly and frail people, those living with dementia undergo numerous
transitions if they lose their independence, mobility and cognitive capacity. For
those who are unexpectedly hospitalised or lose a carer, the sense of loss can be
profound. PLWD who live alone and who have no care network are much more
likely to be admitted to residential care from home or following a hospital admission.
In some instances a hurried placement will remove a person from familiar
surroundings and a neighbourhood in which they are known and comfortable. 22%
of clients accessed advocacy support through major transitions in living
arrangements and several of these were able to return home after being in acute
care.

Lifestyle/Quality of Life Plans

Presently, statistics do not account accurately for many of the lifestyle planning and
social decisions made by clients. For clients, these are often the most important and
interesting aspects of their life. Advocates regularly play a vital role in helping clients
to maintain and reconnect with extended family, friends and social groups.

Wicking Centre Research Projects

Our growing experience over four years working with people living with dementia
has consolidated our view that, with support, many people with dementia are able
to participate in planning and decision-making about important aspects of their life.
They value their right to retain some control over their lives and want to preserve a
sense of self-determination. If it is an ongoing and supported process this
engagement helps to reduce stress, increase access to support services, leads to
more acceptable transitions between service providers and settings, and contributes
to quality of life.

Using this and other experiences of clients we held numerous discussions with Dr
Christine Stirling, Senior Research Fellow from the Wicking Dementia Research and
Education Centre with a view to developing a joint research project to explore
further ways of supporting people living alone with dementia (PLAD). We now find
ourselves in the fortunate position of having two projects, described by the
researchers as follows:

People with dementia need the timely support of primary health care and community
services as they experience increased functional and cognitive decline and an
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increasing dependency on the care of others. Those without a main carer face
additional challenges when trying to sustain independent living in the community
and there is a clear need for service innovation to address the complexity of their
situation. This group, while representing about a third of people with dementia living
in private dwellings, remain relatively hidden and unheard.

Community services need to make sure that people with dementia are not excluded
from decision making and that they are given opportunities to report and direct their
service-related preferences. The first project aims to develop a deeper understanding
of how a person living alone with dementia can participate fully in decision-making
about their own health care and service needs. To maximise participation in
decision-making the structures which facilitate and constrain participation are
explored. The role advocates play in facilitating participation and the essential
features of an effective advocacy model will be elaborated. This project commenced
early 2011.

The second project will examine the wider social context of the experience of living
alone with dementia, with a view to anticipating and supporting potential service
needs as the disease progresses. Particular attention will be paid to the meanings
that people with dementia give to their interactions with home and community and
the values and priorities that they enact in their everyday lives. When understood in
more depth, these insights will be used to inform the development of improved
service provision. This project will commence in late 2011. [The Project
acknowledges the generous funding provided by the HACC Program.]

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 866 people participated in
information and education sessions and Advocacy Tasmania delivered 28 sessions
state-wide.

Advocates again visited rural and remote communities including King Island, West
and East Coast, Scottsdale, St. Helens, Tasman Peninsula, Huon Valley, Dover and
Derwent Valley. Most Community Health Centres were also visited and provided
with brochures. Trips to Flinders Island and Bruny Island are planned for late 2011.

Overall session numbers were down on last year as the high level of demand for
individual advocacy reduced our ability to promote this work and to provide
sessions. With the national roll out of the Common Community Care Standards and
associated reporting processes, we expect to see a renewed interest in information
and education sessions on advocacy and consumer rights from community care
providers.
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DISABILITY

Introduction

The total number of cases handled by our disability advocates over the last year was
517. There was an increase of 16% in total number of cases compared to the
previous year. As we have been working at capacity for more than four years, this
increase in case numbers was only able to be managed by using a prioritisation
process and providing self advocacy support to a great number of our clients.
Priority is given to clients with issues of abuse, homelessness and need for vital
services.

The Disability Advocacy Program also provided advocacy service to clients in relation
to human rights matters, such as people with disabilities being abused; people
experiencing discrimination in a range of settings; poor service provider policy and
practices; lack of consultation with people with disabilities about matters impacting
on their lives; and lack of affordable and appropriate housing. Other issues sprang
from lack of pre-planning and budgeting to meet service needs resulting in: lack of
access to aids, equipment, respite, supported accommodation, individual support
packages and community access services; and more community clients receiving
limited or no service resulting in crises. We also provided support in child custody
and access; criminal justice; difficulties with maintaining employment; and support
and representation at guardianship and administration hearings, because often
there is no other service available in these areas. In the last year, in relation to
clients on waiting lists for supported accommodation and individual support
packages, we have focused on those who are in receipt of low or no services and so
are in emergency and urgent situations. This has proven an efficient strategy as we
have been quite successful in obtaining services for such clients. Clients not in this
situation who were on waiting lists two and three years ago are sadly still on waiting
lists.

In the coming year, we are going to have to prioritise cases even more strictly due to
our disability advocacy funding from State Disability Services having been cut by
1FTE statewide — a 25% cut in our disability advocacy resources (see President’s
Report).

Individual Advocacy
Disability Type

e The proportion of clients with intellectual disability (51%) slightly increased
and continues to be the largest client group. A lot of clients with intellectual
disability live independently in the community with little or no support which
results in their requesting advocacy when they cannot cope.

e Total numbers of client with acquired brain injury (15%), and neurological
disability (8%), have increased five-fold in the last 5 years. Autism spectrum
(8%) total numbers have had a seven-fold increase over the last five years.
These clients can require high levels of support and specialist services and
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many wait for long periods before funding for the services they require is
obtained.

e The proportion of clients with physical disability (30%), increased by 7% over
the previous year and their issues often related to an inability to obtain
funding for vital equipment such as electric wheelchairs.

e Psychiatric disability (13%) referrals increased by 5%. These clients quite
often also have an intellectual disability which requires cross-discipline
service provision and so can prove complex and problematic.

e Sensory disability (7%) clients remained constant, and learning/ADD (1.5%)
increased a little in the last year and were referred for differing issues
sometimes related to their specific disability and sometimes not.

NB: Some clients have multiple disabilities so total percentages will exceed 100%.

Overview of Issue Type

e Accommodation remains the single most common issue (25%) due to
homelessness, people on Housing Tasmania waiting lists and people waiting
for placement in disability-specific supported accommodation.

e There was a 32% increase in service provider policy and practice issues which
varied from 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.

e [tis concerning that there was a 27% increase in abuse issues. But what is
even more alarming is that Disability Services had to take action in relation to
some service providers not appropriately reporting possible abuse. Advocacy
Tasmania continues to promote the Abuse Reporting Guidelines but would
like to see them as part of a wider Abuse Prevention and Reduction Strategy
in the disability sector.

e There was a 33% increase in legal issues referred. This increase was in most
part due to clients with disability not being able to obtain legal
representation when required. Unlike other states, Tasmania does not have
any funded specialist disability legal service such as Villamanta Legal Service
in Victoria or IDRS in NSW. This results in advocates having to support them
to self represent or seek pro bono representation which is very difficult to
obtain. If clients with disability do not get appropriate representation in
criminal justice issues, the chances of people with disability receiving
custodial sentences is greatly increased due to lack of other supports in the
community.

Complex Needs Clients

In the last year, we were referred a number of young clients with disability (often
multiple disabilities), who had been in foster care and/or juvenile care and were
approaching the age of 18. They therefore needed to transition: from foster care or
juvenile care to supported accommodation; from high school to day support or
employment. Some of these clients had serious behavioural and social problems
with previous interaction with the juvenile justice system and were now at serious at
risk of becoming involved with the adult criminal justice system. There are an ever
increasing number of such clients requiring advocacy, who have highly complex care
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and support needs. These often involve multiple agencies across the Disability, Child
and Family, Housing, Counselling Support, Criminal Justice and Education sectors.
The level of complexity and the extended time required to resolve some of these
issues for clients, is often due to inadequate or no transitional planning being done
until they are approaching the age of 18. If a young person with disability needs to
transition from Child and Family Services to Disability Services at a time when they
are also transitioning out of high school or juvenile justice, then planning needs to
commence when they are 16 years old and not a few months before they turn 18.

The Need for Additional Resources in the Sector

There continues to be a lack of adequate funding within the sector for all services for
clients with disability: supported accommodation, individual support packages, day
support services, respite and accessible housing. Many people on wait lists for all
these services have been waiting years for service. We were pleased when Disability
Services allocated an additional $500,000 to individual support packages earlier this
year, however, those funds would have only provided services for a very small
percentage of the 200 people who were on the wait list. A lot more funding is
required and it is needed now. The recent Productivity Commission Inquiry Report:
Disability and Support acknowledges:

“Current disability support arrangements are inequitable, underfunded,
fragmented and inefficient and give people with a disability little choice. They
provide no certainty that people will be able to access appropriate supports
when needed.” (Overview, p.5).

And:

“The Commissioner estimates that the amount needed to provide people
with the necessary supports would be about double current spending (an
additional 6.5 billion per annum” nationally). (Key Points, p. 3).

It is particularly concerning that in this current climate, the State government is
cutting funding to Community Services among others. It will be years before the
proposed National Disability Insurance Scheme is implemented. Substantial
additional funding is required NOW because the current situation is getting worse
rather than improving for people with disability in Tasmania.

Accommodation

Accommodation issues in their various forms remain relatively constant, year on
year, contributing to 26% of all individual advocacy cases. These include people who
are homeless; 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.

Advocacy Tasmania Inc. — Annual Report 2011/12

29



An increasing number of clients requested advocacy assistance this year who were
unhappy with their supported accommodation and requested to transfer to a
different service provider. Most had no success. This can be very detrimental to the
mental and physical health of some clients. Living in a place where you are unhappy
or are not compatible with other residents can initiate or increase the incidence of
negative behaviours which in turn results in the client finding it harder to access
alternative accommodation because they are then labelled as “difficult.” The longer
the process takes the worse the situation becomes. This highlights the importance
of: the right of choice of where you live; transfers when they are required; the
compatibility of residents in group homes or shared accommodation; and the need
for other models of supported accommodation.

Service Provider Policy and Practice

There has been a marked increase in the number of these issues. Some NGOs
breach the Disability Standards and/or do not following Departmental guidelines
which is of particular concern. This includes: services providers making decisions for
clients who do not have capacity, rather than referral to the Guardianship and
Administration Board; clients not receiving the full service for which they are funded;
services not complying with the Departmental Abuse Reporting Guidelines by not
informing the Department within the expected timeframe and/or not calling in the
police when abuse has been alleged. As mentioned earlier, it is of concern that in
the last year, Disability Services had to take action in relation to more than one
service not abiding by the abuse reporting guidelines in relation to reporting to the
Department and the police.

Young People with Disability continuing to being admitted to Nursing Homes

The lack of resources in disability supported accommodation continues to result in
younger people with disability (sometime in the 20s, 30s and 40s) being
inappropriately admitted to nursing homes in order to enable their discharge from
hospital. One example: A woman with physical disabilities in her 40s was moved
“temporarily” to a nursing home in a rural location after a lengthy stay in hospital.
Once moved into the nursing home, it has proven impossible to get her out and into
appropriate supported accommodation. She desperately wants to move back to her
home town where her family and friends live. She has been offered a couple of
hours a week of 1:1 support so that she can get out into the community. However,
this does not allow her to see her family or access her home community. Her mental
health has suffered greatly and she dreads spending another year in the nursing
home.

Examples of When Advocacy has Made a Real Difference

A 65 year old man with intellectual disability had been paying for food and lodgings
with a private landlord, via his administrator the Public Trustee, for some years. The
arrangement had been working well until the landlord, six months previous: moved
the man out of the home and into a garden shed to live (with no power or heating);
stopped providing regular meals; and took control on his ATM banking card so the
client did not even have access to his own money. On the instruction of the client,
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the advocate intervened and worked with the Public Trustee and case management
services. The gentleman is now living comfortably in private rental, with adequate
food and spending money, and is being successfully case managed by a community
service. His life has gone from being cold, used and abused to living a comfortable
and happy life as part of the community.

A young woman who needed to use a wheelchair due to her cerebral palsy, who had
very limited use of her hands and a marked inability to communicate verbally
contacted our service. She had moved back to Tasmania from interstate and found
her previously granted 42hrs/wk ISP was not portable from interstate; she was
having to cope in temporary accommodation which was not accessible and with only
6 hrs/wk support from a HACC service. The advocate worked with the client, the
Gateway service and Housing Tasmania and within three months she was living in a
fully accessible Housing Tasmania unit, and receiving 21 hrs/week ISP specialist
disability support and other necessary support services.

Systemic Advocacy

While individual advocacy represents most of our work, ATl undertakes systemic
advocacy in order to address issues affecting many in the sector including
contributions to policy and practice development through written submissions and
participation on various working groups. For example:

e Review of Tasmanian Disability Services Act: Provided a substantial written
submission on all aspects of the Draft Act.

e FaHCSIA Emergency Relief Advisory Board: Serving on the Board to provide
ongoing disability specific advice relating to the appropriate distribution of
emergency relief funds to NGOs within Tasmania.

e Promotion of the Abuse Reporting Guidelines: Instrumental in consideration
currently being given by State Disability Services to a state-wide promotion of
the new Guidelines.

e Unmet need in State Disability Services funding: Promoted public comment
that only a small proportion of clients on the waiting list for ISPs, day support
and supported accommodation received funding for service this year and
that the waiting list numbers remain relatively unchanged.

e Productivity Commission Disability Care & Support Inquiry: Made public and
written submission to the Productivity Commission Hearing. ATI Presentation
available from transcript of Hearing.

e Advance Health Care Directives: Consulted and obtained expert opinion to
provide to Service Providers, clients and families in response to increasing

numbers of enquiries.

e Individualised Funding: Organised joint Symposium with State Disability
Services which resulted in State government giving a commitment to
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continue consultation and collaboration within the sector towards further
implementation of the Individualised Funding model in Disability in Tasmania.

e Comment on State Disability Services ISP Guidelines: Provided written
comment on Draft Guidelines and attended Forum towards greater
transparency of process and commitment to consultation with clients and
families.

e Day Support Transition from State Disability Services to NGO’s: Consulted
and participated in the process of Day Support Transition from State
Disability Services to NGO’s.

e Quarterly Liaison Meetings with Tas Brain Injury Association: Sharing of
general information and identification of systemic issues for people with
acquired brain injury. Ongoing collaborative work towards resolution of
systemic issues for people with acquired brain injury such as: appropriate
referral to specialist services; and provision of adequate specialist step-down
and accommodation services.

e Tasmanian Department of Justice Programs, Services and Accessibility
Working Party: Serving on the Working Party to ensure that all disability
access issues are brought to the attention of the Working Party and
addressed wherever possible.

e Guardianship & Administration Board Education and Video: Actively
contributed to GAB education package for sector; participated in
presentation of the package to Gateway services; and participated in an
educational video promoting the role of the GAB, now available on GAB
website.

Future Communities Work - State Disability Services Reform

Gateways

The Gateway service for CYFS commenced in July 2009 and for Disability Services on
1 July 2010. The Gateway services have recently celebrated their first full year of
operation in the Disability sector. The change from direct client support from
Disability Service to the non-government sector has brought many challenges for
clients, families and carers. Advocates have been working closely with both Baptcare
and Mission Australia to develop and build strong working relationships. The new
Gateway teams have been informed about the role of advocacy and a revised
version of “The Role of Advocacy Services in the Tasmanian Disability Sector” is
about to go into print. One area of concern has been the lack of case management.
This has resulted in many meetings and letters to service providers and Government
departments to clarify the role of Local Area Coordinators (LACs). Many community
clients with minimal funding rely on regular contact with their LAC to avoid small
problems developing into a larger issue or into a crisis situation.
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Area Advisory Groups

The Future Community funding to advocacy services has not been renewed and as a
result both Advocacy Tasmania and Speak Out have lost the equivalent of one full
time position each. This funding was provided to support clients, families and carers
to be involved in the Area Advisory Groups in each of the four regions. Advocates
were engaged in attending regular AAG meetings, supporting people with disabilities
to attend AAG meetings, participating in the smaller group meetings with a
particular emphasis on the needs of people with disabilities. ATl and Speak Out set
up and supported a website and blog - this was used to involve people living with a
disability have their say about what was happening in the sector. ATl and Speak Out
also produced an informative newsletter which was used to provide information
about changes in the sector. The newsletter was written in Easy English and used
pictorials where appropriate. It is disappointing that this work will not be continued
in 2011-12.

Education and Consumer Participation

1,269 people participated in ATl information, education and group work at 87
sessions during 2010/11. This is a 24% increase compared to the previous year.
However, our group work is the highest proportion (about 50%) of this work. Last
year, consumer and carers comprised about a third of all participants and this year it
was half of the total. This has come about because of the increased volume of group
work undertaken with consumers, which doubled (see next section below). As
regards the remaining education work, the majority of it was speaking at Expos or at
service provider fora such as AAG Meetings — these tended to be brief presentations.
We have been limited in the number of in-depth structured education sessions on
advocacy and consumer rights that we have been able to provide to consumers and
staff due to our high individual advocacy workload.

Advocacy Support for Consumer Representation

Throughout the year, advocates continued to support clients of several
contemporary disability organisations, regularly coming together as a group and
having a say. The common themes raised by clients were health, holidays and
support and staff issues; discussion about new residents and new staff; and
upcoming events. In addition, advocates would raise topics such as changes within
the sector to the Gateway services for their information and input. Clients were
asked to participate and comment upon the client planning process; and proposed
new guidelines such as use of technology in houses for clients; holiday planning; how
staff work with clients; adding their thoughts to the organisational strategic
planning; and protocols around how staff work with clients — as one client so aptly
said “staff should help me with what | can’t do myself”. There is a direct link, either
by supporting clients to attend part of Board meetings to let the members know how
it is for clients of that organisation, or via a client and family liaison person to really
inform and shape how those organisations support their clients and influencing the
quality of service provision.
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Polytechnic Work

During late 2010 to February 2011 The Work Pathways Student Feedback Strategy
was undertaken for the Tasmanian Polytechnic, Hobart. Students with disabilities
studying Certificate 1 Transition Education or Certificate 1 Work Education
participated in voluntary group activities and interviews — providing their opinion of
the courses, the experience of attending the Polytechnic; and suggesting areas for
improvement. The final report “What is it like at the Polytechnic?” highlighted
suggestions from the student perspective and was shared with students, Transition
Education staff and senior management of the Polytechnic. This project was
initiated by Transition Education South teachers and endorsed by the then
Tasmanian Polytechnic Executive Director, Strategy and Operations.
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MENTAL HEALTH

Introduction

Last year we reported that long-awaited structural change — the advent of north and
north-west advocates — had increased demand in both regions. The trend has
continued this financial year and we are grateful for a small further increase in
Mental Health Services (MHS) funding late 2010.

This reporting period is the first which reflects our internal reorganisation combining
MH and ATOD advocacy as a unified, team-based approach. The reorganisation has
evolved over the reporting year, making statistics year on year (YoY) less directly
comparable than they would have otherwise been. The combination of advocacy
across mental health and ATOD sectors has produced synergies we are still exploring,
re the development of services for those experiencing multiple morbidities and
related issues.

Our reorganisation reflects considerable learning from the first year of operation of
the ATOD advocacy role. It is clear from operating across both service sectors that
there is very significant overlap of service provision to the same clients, albeit with
specific priorities arising in the different sectors, from time to time.

Two observations are warranted at this point.

Firstly, MH and ATOD cases are now being classified in a way which reflects the
availability of the ATOD option. What would previously have been an MH case may
be classified otherwise, on balance, because it is now possible to do so. Thus ATOD
work has grown rapidly, MH work has also grown, but less rapidly. It remains we
have had significant growth in MH numbers — an increase of just under 30%.

Secondly, the complexity of client issues is continuing to increase, and hence the
length of time/difficulty in resolving these same. The case numbers are increasing,
but their resource requirements are accelerating at a greater rate. This also reflects
variation in the mix of cases — for example, the continuing increase in complex and
protracted child protection matters.

On the other hand, we are pleased that we have very significantly reduced the
number of unfinalised cases. Last year we reported an unfinalised case rate of
approximately 33% -- this has reduced to 23% this reporting year.

Demand - the issues

There does not appear to have been marked shifts in the types or volumes of issues
coming to us, bar the over-all increase. The exceptions are discussed below. There
are certain shifts which appear to reflect the advent of ATOD and the integration of
the service streams. In the tables below, the percentage figures are the percentage
of total issues for the relevant year.
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Table 1 — where are our clients residing?

MH 2009-10 MH 2010-11

total 218 total 301
Residential 27 12.4% | 29 9.6%
NGO 10 4.6% 17 5.6%
Inpatient 47 21.6% |69 22.9%
Community 139 63.8% | 207 68.8%

Table 1 indicates a small increase in matters from the community rather than
institutional settings, a trend which has been apparent for some time.

Table 2 — what sorts of issues are arising?

MH 2009-10 MH 2010-11

total 218 total 301
Orders
Ccco 9 4.1% 15 5.0%
GAB 9 4.1% 22 7.3%
Health care /treatment 44 20.2% | 69 22.9%
employment 4 1.8% 15 5.0%
Child and family services 9 4.1% 23 7.6%
Legal 81 37.2% | 82 27.2%
Accommodation 65 29.8% | 64 21.3%
Public housing 10 4.6% 22 7.3%

Table 2 covers an assortment of our perennial issues. It is apparent there is little
movement YoY viewed in percentage terms, though reasonably large absolute
numbers in some cases. Legal issues have shown some decline.

It is also worth noting here the on-going impact of child protection matters. Viewed
through the combined MH/ATOD lens this assumes more weight. Adding 11 ATOD

CFS/CPS matters (see ATOD figures) to the 23 MH gives 34 of 375 total issues, or just
less than 10% of all issues. From resource and complexity perspectives, these punch

way above their weight. They are very demanding indeed.

Table 3 - diagnostic profiles

MH 2009-10 MH 2010-11

total 218 total 301
Dual diagnosis 22 10.1% | 32 10.6%
Intellectual disability 9 4.1% 18 6.0%
Personality disorder 19 8.7% 30 10.0%
Unknown 73 33.5% |77 25.6%
Anxiety 34 15.6% | 49 16.3%
Depression 34 15.6% | 50 16.6%
Bipolar 34 15.6% | 37 12.3%
Schizophrenia 59 27.1% | 87 28.9%
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Table 3 indicates there is little change over time in the nature and condition of our
clientele. The majority of people with whom we deal are those with chronic and or
severe conditions.

Table 4 — direct service-related issues

MH 2009-10 MH 2010-11

total 218 total 301
Service related 44 20.2% | 76 25.2%
Refusal to provide/inability to
access 29 13.3% | 30 10.0%

Table 4 provides an interesting contrast to the ATOD statistics. Relatively, direct
service-related issues are less in the MH sector, as is the incidence of refusal/inability
to access a service (ATOD 57% and 34%, respectively). These are early figures from a
new program, but must nonetheless flag future attention. By way of contrast, the
rights-based ‘compounding issues’ figures below — Table 5 — indicate a higher
incidence of these ancillary concerns in MH services, together with a different
distribution.

Table 5 - rights factors/service characteristics

MH 2009-10 MH 2010-11

total 218 total 301
Compounding issues 117 53.7% | 178 59.1%
Rights 28 12.8% | 52 17.3%
Discrimination 3 1.4% 22 7.3%
Stigma/labelling 13 6.0% 19 6.3%
Consultation/participation 12 5.5% 35 11.6%
Communication 45 20.6% | 86 28.6%
Information 33 15.1% | 49 16.3%
Fear 18 8.3% 35 11.6%
Choice 6 2.8% 15 5.0%
Official Visitors 22 10.1% | 30 10.0%

Table 5 looks at a range of factors we have identified with respect to MH services
and can now also examine with respect to ATOD. ‘Compounding issues’ were
identified with respect to nearly 60% of MH issues as opposed to 51% of ATOD.
Possibly most striking is that stigma and labelling were identified as factors in 20% of
ATOD matters (MH 6%) while ATOD communication and information issues were
considerably lower at 19% and 9%, respectively. While only speculation at this point,
it is sometimes useful to do so. It may be that we should anticipate certain
variations. For example, issues with respect to fear and or anxiety, communication
and information might be part and parcel of some mental health conditions, factors
which services must routinely recognise and address. Equally, it is unfortunate but
probably unsurprising that stigma and labelling is perceived as a factor for ATOD
clients. Itis gratifying that they appear to be diminishing with respect to MH clients.
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Issue Trends — observations at a glance

As indicated in recent Annual Reports our support, advice and assistance have
frequently and regularly been sought with respect to:

e issues of housing and accommodation — obtaining housing, retaining housing,
managing tenancies, public and private;

e issues with respect to financial administration, within and beyond Tasmania;

e care and treatment relationships with community mental health services, and with
in-patient services;

e issues with respect to the operation of the Mental Health Act 1996, both as to rights
under the Act and as to protections under the Act;

e questions with respect to the treatment provisions under the Guardianship and
Administration Act 1995.

Recent growth trends remain evident. These include:

e with respect to child access and other child protection matters. Child protection and
child and family services issues are emotionally-loaded, complex and stressful for
most parties. They are also critical to individual and family well-being;

e community-based client numbers continue to increase. In-patient client numbers
have remained high this reporting period after a short previous period of decline, for
reasons which are unclear;

e issues of complex care coordination. As our advocacy roles expand — now including
ATOD - we are forming an increasingly holistic picture of our client groups,
including those with multiple diagnoses and co-morbidities. For these individuals it
is frequently the case that the failure of one aspect of a service system to act,
communicate, coordinate has major impacts on all others. These are matters we
will continue to explore and highlight in future reporting periods.

Education sessions

Education sessions have again taken a back seat over this reporting period, for the
capacity reasons discussed above and last year. Staff in each region nonetheless
continue regular liaison meetings with MHS and NGO staff at various levels, as well
as with allied stakeholders, for example MH Official Visitors.

Service staffing

MH staffing is now approximately 1.8 FTE, split 1.0 South and 0.4 FTE each North and
North-west. This is mirrored by our ATOD funding, with service coordination split
across both — a team total of 3.6 FTE. Both service areas are now augmented by
additional policy input and are soon to receive additional administrative
management and support. It remains difficult to assess the impacts of these changes
at this point, though there are clearly synergies in terms of better-identifying cross-
sectoral needs and gaps from client perspectives, and in equipping staff to
understand and deal with such issues in these terms.
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ALCOHOL TOBACCO AND OTHER DRUGS

Introduction

As reported earlier this year and elsewhere in this Report, in early 2011 we
restructured our Alcohol Tobacco and Other Drugs (ATOD) and Mental Health work
so that advocates operating in these two programs are now in the one combined
team. The reorganisation reflects considerable learning from the first year of
operation of the ATOD advocacy role. It is clear from operating across both service
areas that there is very significant overlap of service provision to the same clients,
albeit with specific and varying priorities arising in the different sectors.

This combined approach reflects developing international trends with respect to
rights-based service delivery systems. It has produced synergies we are still
exploring re the development of services for those experiencing multiple morbidities
and related issues. However, even at this early stage, it is clearly resulting in a
consistent statewide approach with advocates increasingly multi-skilled across the
relevant client issues and service sectors.

As a new and innovative program, it is not surprising that engagement with our
clients continues to raise as many new questions as it provides answers. As
indicated in previous reports, classification of a client as mental health or ATOD
remains as much art as science, at this point. For example, as indicated elsewhere in
this report (mental health) there is a sense, as yet without any definitive evidence-
base, that the existence of the ATOD option is ‘siphoning off’ clients who might
otherwise have been dealt with under a mental health label. Thisis borne out to
some extent by very preliminary statistics. Nonetheless, the first full year of
operation has also thrown up some tantalising indicators. In considering the
observations below, bear in mind that we are dealing with matters which are
presented to us as factors influencing our involvement with our clients, or which we
perceive to be so doing.

Who are we working with?

While we are as yet dealing with relatively small numbers, some 31% of our ATOD
clients are identified by or to us as having a co-existing mental illness or disorder,
and some 41% this or another form of co-existing condition — for example, ABI. In
contrast, only some 12% of mental health clients are identified with ATOD issues.

It is also the case that the nature of these co-morbidities is quite starkly contrasting —
Table 1. Our ATOD clients are presenting from the ‘heavy’ end of addictive
substance use and morbidities. Bearing in mind multiple substance users, opiate
user issues top the list — 43% — closely followed by alcohol —41% — with
benzodiazepines and cannabis tied for third — 20%. By contrast, our MH clients are
identifying far lesser involvement with the scheduled and or illegal drugs, a very
limited involvement with cannabis, and greater but still not overly-marked
identification of alcohol as a factor.
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(Note: It is entirely plausible alcohol and cannabis use are much greater in this latter
group — but not presenting to them or us as factors influencing their use of advocacy
services. And while tobacco is of major concern to public policy makers, it is not
being presented to us as an issue with which clients are grappling, other than with
respect to cost and with respect to unwanted restrictions. Issues with respect to
restrictions apply particularly to those in closed or involuntary settings. These
relationships remain to be better explored).

Table 1

ATOD MH

Total 74 Total 301
Amphetamines 7 (9.46%) 5| (1.66%)
Benzodiazepines 15 (20.27%) 0
Opiates 32 (43.24%) 3| (1.00%)
Tobacco 3 (0.04%) 1| (<1.00%)
Cannabis 15 (20.27%) 10 | (3.32%)
Alcohol 30 (40.54%) 17 | (5.65%)
TOTAL 99 30

The other side of the duality is equally stark. While we do not collect MH diagnostic
data unless doing so is germane to the issues we are addressing, we have a
reasonably clear and consistent picture of our MH client groups, over time — Table 2.
Over this reporting period approximately 73% of our clients fit the diagnostic groups
below. It is very likely more would be so defined if we found it necessary to explore
and distribute the large ‘unknown’ group — approximately 26%.

As Table 2 indicates, some 32% of our MH clients experience anxiety and or
depression — of the ATOD group, some 14%. And some 41% of MH clients are either
bipolar or schizophrenic — of the ATOD group, only 7%. At these very early stages,
the major psychotic illnesses do not appear to feature strongly with respect to our
ATOD clientele.

Table 2

ATOD MH

Total 74 Total 301
Anxiety 4 (5.41%) 49 | (16.28%)
Depression 6 (8.11%) 50 | (16.61%)
Bipolar 3 (4.05%) 37 | (12.29%)
Schizophrenia 2 (2.70%) 87 | (28.90%)
Unknown 9 (12.16%) 78 | (25.58%)

TOTAL 24 301

Why are we working with these clients?

In earlier reports we have identified we are working with our ATOD clients both at
their interface with DHHS Alcohol and Drug Services (ADS) and other alcohol and
drug-related services, and with these clients in their relationship with other service
providers — for example, Centrelink, Housing, child protection. The logic in these
respects is two-fold.
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Firstly, a fundamental tenet of advocacy is respect for, and the protection of, the
rights of service users. In providing these direct client services, advocates also assist
service providers with assurance as to their service systems, indicators of positive
practice and elements of early detection and prevention with respect to negative
processes and outcomes.

Second, there is ever-increasing recognition internationally of the complex inter-
relationships with service systems underpinning processes such as recovery and
stability for individuals with complex and multiple disabilities. For example, recovery
is unlikely to be achieved, stability is unlikely to be maintained without adequate
accommodation and support; focus is unlikely to be maintained with respect to
overcoming pain and addiction if it is being deflected by custody battles with child
protection; but the children will not be coming back unless there is adequate
accommodation and support and the addictions are being addressed; and so forth.

Advocacy in these terms assists clients indirectly but critically with their ATOD issues,
while also assisting provider organisations understand and improve service linkages.

What are we doing for our ATOD clients?

The majority of issues we have addressed over the past year have concerned the
direct interface with ATOD service providers. Table 3 indicates that service system-
related issues were the single largest category — 57%. Refusal or inability to access
services were the largest of these — 34%. We and or our clients identified rights-
based ‘compounding issues’ with respect to issues brought to us — 51% - where
stigma and labelling appeared to constitute a considerable factor — 20% of cases.
With respect to indirect issues, general health care looms large — 31% of cases — and
child protection and accommodation issues are easily the largest other groups — 15%
and 18%, respectively. With respect to all of these indicators, it needs to be borne in
mind that they are indicators of incidence, not complexity, resource requirements,
intensity and or urgency. These latter are measures we are addressing, but unable
to capture particularly rigorously at this point.

Table 3
ATOD
Total 74
Principal issues
Service related 42 (56.76%)
Quality 9 (12.16%)
Reduction 9 (12.16%)
Refusal/inability to access 25 (33.78%)
TOTAL 43
Compounding issues 38 (51.35%)
Rights 11 (14.86%)
Discrimination 7 (9.46%)
Stigma/labelling 15 (20.27%)
Communication 14 (18.92%)
Information 7 (9.46%)
TOTAL 54
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General or indirect issues

Health care 23 (31.08%)
Child and Family Services 11 (14.86%)
Accommodation 13 (17.57%)
TOTAL 47

Systemic issues and policy

These service issues continue to be difficult for clients and advocates alike. The
‘service system’ has structural and cultural characteristics that significantly restrict
the rights of clients to appropriate information and to decision-review processes.
We recognise we are on a learning curve with respect to the ATOD system, as they
are with us. ATl is currently engaged in two key forums addressing major systemic
issues — review of the Alcohol and Drug Dependency Act and the Opioid Review
Reference Group (David Owen). We are currently represented on the ATDC Board
(Aron Perkins) and are beginning to develop other service-related links — for
example, with custodial and community corrections. We will continue to seek to
develop appropriate linkages at all levels.

ATOD Consumer and Carer Participation Project

The 2010-11 year has seen a consolidation of the work commenced in early 2010.
Our consultancies with ATOD service providers have focused to date on assisting
them to better understand the consumer engagement options available to them and
to construct action plans for concrete engagement activities.

An important milestone in the project this year has been the development, in
partnership with DHHS Alcohol and Drug Services, of a comprehensive strategic
framework to guide consumer engagement in Tasmania’s ATOD sector. This
framework identifies the key preconditions for successful engagement and provides
a structured approach to the planning of sustainable engagement activity.

ATI staff have taken advantage of state and national conferences to explain and
promote the project. This included presentations and workshops at the 2010 ATDC
Conference and the recent Consumers Reforming Health Conference.

We are delighted to report that Tasmanian ATOD service providers — government
and non-government — are displaying a genuine commitment to enhanced consumer
engagement. The coming year promises to be an exciting one, with the current
planning work culminating in a range of opportunities for consumers to participate in
service development and reviews of important ATOD systems.
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SYSTEMIC POLICY ADVOCACY

Productivity Commission Inquiries

This has been a year marked by the release of two landmark reports by the
Productivity Commission on Long Term Disability Care and Support and Caring for
Older Australians. Both reports include recommendations which, if implemented,
will fundamentally change the way services are provided (and funded) in the
disability and aged care sectors.

ATI has been active (in its own right and in collaboration with other service providers
and peak bodies) in seeking to influence both inquiries. We are delighted to report
that many of the issues raised by ATl have been embraced by the Productivity
Commission in each of the two reports. Of greatest importance within the
Productivity Commission recommendations is the overdue recognition that the
provision of care and support must be understood as a right — as an entitlement
based on assessed need rather than arbitrary funding caps. Second, both reports
argue persuasively for greatly enhanced consumer choice in the planning and
delivery of services. Third, both reports acknowledge the importance of the
advocacy process and argue for increased resources for the work that we do.

The coming year will be one where ATI seeks to contribute to decision-making
processes relating to (a) the acceptance of the Productivity Commission
recommendations; (b) the timelines for the implementation of those
recommendations; and (c) the specific ways in which increased advocacy resources
are to be deployed.

Consumer-directed funding

A key recommendation of both Productivity Commission reports has been to
enhance the level of choice available to consumers —to move from substitute
decision-making for consumers to supported decision-making by consumers. In
November, ATl hosted — in partnership with DHHS Disability Services —an important
symposium on Individualised Funding. This symposium was addressed by consumers
familiar with the constraints of existing block-funding approaches as well as the
opportunities of self-directed funding. Adding to our understanding were
presentations from guests from Western Australia, South Australia and Victoria who
were able to share their experiences with still-embryonic consumer-directed funding
schemes. We are confident that the symposium contributed to a high level of
expectation that no future comprehensive disability service system can fail to offer
the choice of direct funding to consumers.

Legislative Reviews

This has been a very significant year with respect to the legislative framework that
governs services to our clients. Of particular importance was the long-awaited
Disability Services Bill, a significant improvement on the current legislation. ATI
contributed significant time and effort to advocacy efforts relating to this legislation,
and we are delighted to report that our three major goals for that legislation (a
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stronger rights focus, an improved regulatory regime and the capacity for direct
individualised funding to consumers) were all successful. We congratulate Minister
O’Connor and DHHS staff for this important legislative achievement.

Another welcome and crucially important legislative development was the release of
a draft Mental Health Bill. This Bill, addressing issues relating to the involuntary
detention and treatment of consumers, is relevant to a large (and still growing)
number of ATl clients. Considerable amounts of ATl staff time are being devoted to
the consultation processes associated with this Bill. We hope that, in our next
Annual Report, we are able to point to the passage of a Mental Health Act that
provides appropriate support and protection for Tasmanians with mental health
issues.

The coming year will also see ATl involved in the review of the Alcohol and Drug
Dependency Act, another legislative framework that governs the involuntary
detention and treatment of Tasmanian citizens. This review, along with
consideration of the Mental Health Bill, will provide ATI with an opportunity to
continue its advocacy of a single, unified mechanism for determining substitute
decision-making processes in Tasmania.

ATl staff have made valuable contributions to staff development processes and
public forums relating to this broad legislative agenda. An example of this work was
the Law and Legislation training provided to DHHS staff in May and June, where four
ATl staff made formal presentations in five different panels.

Systemic advocacy in an era of budget restraint

For some years, ATl’s policy advocacy work has occurred within a context of steady
Tasmanian Government budget growth. While we have frequently been
disappointed with the allocations made to key areas of expenditure (e.g., individual
support packages in the disability sector), we have recognised that important
improvements were made across a range of service systems. It is now clear that
Tasmania’s capacity to fund services has been substantially reduced. For two or
more years to come, we are likely to see a contraction of Tasmanian Government
funding within almost all health and human services contexts.

In this context, ATl will almost certainly find itself advocating for the protection of
services rather than the expansion of those services. It was clear from the 2011
State Budget that not all decisions on funding restrictions are being made in a need-
sensitive, proportionate way. The 25% cut to disability advocacy and the 45% cut to
Tasmania’s elder abuse response were examples of poorly-targeted,
disproportionate decision making.

A key task for ATl in the coming year will be the identification of programs and client
groups that are especially vulnerable to funding cuts. Along with other non-
government organisations in our sector, ATl faces a challenging period where
constructive criticism of the Tasmanian Government of the day may be more
prominent than in recent times.
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ATI systemic advocacy in an increasingly national policy environment

There is a clear and unambiguous shift occurring in Australia’s social policy
environment. Responsibility for the delivery of key services is moving away from
state governments to the federal government (or to bodies created at a national
level by the Commonwealth and/or the Coalition of Australian Governments). We
have already seen the transition of all aged care services to the Commonwealth, and
if current Productivity Commission recommendations are implemented then most
disability services will be administered by a National Disability Insurance Agency, not
by the states. Itis also likely that major injections of funding for mental health (and
perhaps drug and alcohol services) will be directed through the emerging Medicare
Local structures, not via state governments.

For ATI, this will mean a refocusing of our systemic advocacy work, with a greater
emphasis on the national stage. To maximise our impact, we will need to work
collaboratively with other advocacy organisations across Australia, and with peak
bodies in the community services sectors. This will be a challenge for ATI — juggling
resources so that we can maintain our policy advocacy work on Tasmania-specific
issues while participating in important national debates. It looms as yet another
busy year where ATI staff and Board members are called upon to work on more
issues and more strategic relationships.

Advocacy Tasmania Inc. — Annual Report 2011/12

45



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 7 % years that the
Scheme has been operating, approximately 2000 people have been offered
representation.

The last 12 months have been very busy and very successful for the Scheme. There
continues to be arise in both the people needing representation but also in people
interested in mental health issues. Numbers of people interested in the training
have continued to rise and training sessions are being held at capacity. The Scheme
has also continued to receive the full support of the President of the Mental Health
Tribunal and the Tribunal members.

*TABLE 1: Breakdown of listed hearings conveyed to MHTRS

2008/2009 2009/2010 2010/2011
Notification to MHTRS of persons listed for Tribunal hearing 504 599 675
Offer of representation made to persons listed for hearing 504 599 675
e No response from person/no contact -17 -22 -18
e Person declined representational service -51 -57 -87
e Person discharged before hearing -179 -230 -275
e Arepresentational service provided to person - 257 -290 -295
o Information and advice/self advocacy support -97 -101 -102
e Representation at hearing -160 -189 -193
TABLE 2: Outcomes of hearings with MHTRS Represented clients
2008/2009 2009/2010 2010/2011
Represented at hearing 160 187 193
e adjourned 9 2 7
e  Order confirmed 87 108 115
e Order revoked 21 26 23
e  Order varied 43 53 47
. Length of order extended 0 0 1
. Length or order reduced 43 53 46

The above tables are designed to provide some detail of the Scheme’s performance.
The figures for the previous two financial year s have been included for comparison.
An offer of representation, either as a brochure attached to Notice of Hearing or as a
follow-up phone offer by the representation, is classified as an offer. There was
100% offer to all people who were notified of their hearing.
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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:

The previous years’ trend of an increase in the overall numbers of people listed for
hearing continues. A three year comparison demonstrates that there has been an
increase of 171 people, from 2008/2009 to 2010/2011, which is an overall increase
of 35%. This is indicative of a continual increase in people being admitted to hospital
with the appearance of a mental illness (s24). Each category continues to rise with
the exception of people for whom there is no response or contact. The minimal
increase in people receiving a representational service would in part be due to the
re-filled position of the Legal Aid solicitor now providing some representational work
to clients who meet the Legal Aid requirements. This has now given patients the
ability to exercise their right to have a lawyer represent them at a hearing. However,
the bulk of hearings are still being covered by the representatives from the Scheme.

The numbers of people being discharged before the hearing continues to increase,
this year from 230 to 275, an increase of 17.5%. 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
nearly eight years, the valuable work done by the representatives is well known and
frequently anticipated by second and third time users as well as those who re-appear
before the Tribunal on consecutive orders.

The effect of a representative’s work within the hearing is also receiving very

positive feedback. Whilst over 50% of the orders are confirmed as requested at
represented hearings, quite a significant number are reduced. In approximately 35%
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of the hearings where a representative is present, the requested length for the order
is not accepted by the Tribunal and a lesser period is imposed, or the order is
revoked.

However, the overall value of the representatives is in 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 a patient — together
with the additional information offered by the representative — gives a much more
accurate picture of the patient’s issues. Consequently, the Tribunal is in a better
position to make decisions that reflects the patient’s situation. Importantly, people
appearing before the Tribunal are feeling that they are being treated with respect
and are being listened to. As a consequence, the representatives are more in
demand.

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, Professor Margaret
Otlowski, has continued the strong support of the Scheme that has been present in
the Law School since the Scheme’s inception in 2003. The Law School welcomes the
opportunity for the undergraduate law students to gain practical experience and to
expand upon the skills offered through their degrees. 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 Certificate stage of the training continues to be a compulsory “Tribunal Practice”
Module within the Legal Practice Course with the Intensive Training being an
optional evening session. This situation results in all newly admitted barristers and
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solicitors having undertaken specialist mental health awareness training. This
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

Training

The first training session for this financial year was held at the University of Tasmania
Law School in July 2010. Mirroring the past year’s training sessions, another large
group of students participated in the Certificate stage. It was another successful
session with 38 students receiving their Certificates of Skills and Awareness in
Mental Health. Of these, 28 students continued on to complete their training and
prepare for becoming a volunteer with the Scheme. In addition, a group of three
Legal Practice trainees also attended this session.

Early in 2011 the Legal Practice training saw 55 trainees complete the Certificate
stage of the training with 16 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. This indicates that
approximately half of the newly admitted barristers and solicitors have experience as
mental health representatives.

The final training sessions for this financial year took place in May in Launceston. In
planning the regional training it was clear that based on the success of last year’s
training, the North West still had a very strong pool of volunteers, whilst there was a
need to increase the pool in the North. The decision was made to hold the training
in the North and to include the North West. The session was fully booked, with 35
participants completing both days of the training. There was also a significant
waiting list. Again, record numbers of participants have continued on to become
volunteers and the North and North West regions have a very strong pool of
volunteers available to attend hearings.

TABLE OF EDUCATION SESSIONS

South North | North Combined | UTAS Legal National | TOTAL
Combined West N-N/W Practice

Certificate

N/A N/A 35 38 55 128
Intensive
Training N/A N/A 35%* 28%* 19%* 82%*
Other
Educational | 137 355 193 N/A N/A N/A 685
Sessions
TOTAL 137 355 193 35 38 55 813
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*This is the number of participants who complete both the Certificate and the
intensive training.

Mentoring and Professional Development

Professional development sessions were held in each of the regions which also gave
an opportunity to thank people 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 two professional development evenings during the
past year, whilst the South has had one to date (a second one is currently being
organised). These sessions have had the added benefit of maintaining closer contact
with the volunteers, especially those in the regions. This contact often leads 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.

Another initiative has commenced during this past 12 month period with the
Coordinator, in conjunction with the Mental Health Advocates, providing in-service
education sessions to staff at a number of sites across Tasmania. These commenced
at Northside and now include regular sessions at Northside, DPM, and ACMHS in
Launceston, with Spencer Clinic to commence in the next few months. The purpose
of these sessions is to provide the staff with general information regarding what they
can expect when a representative enters the ward and what they can inform a
patient should questions be raised about the Scheme. This ensures a positive on-
going relationship between staff and representatives which overall benefits the
patients.

Law Reform

The Scheme continues to draw interest nationally. It was offered up as a law reform
option in the Law Reform Commission of Victoria’s Guardianship: Consultation Paper
which was released in March 2011. (Chapter 8, 21.143, p.405 and fn.211)

In regards to Tasmania’s Mental Health Act review, whilst still in the draft bill stage
at the time of writing, there is evidence that there are significant changes coming
that will affect the Scheme. This will result in a need to review the model and to
redesign the training.
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STATISTICAL REPORTS 2010/11

INDIVIDUAL ADVOCACY

DISABILITY

Client Numbers
Finalised

Not Finalised
Total

Primary Disability Type*
Intellectual

Physical

Sensory

Psychiatric

ABI

Neurological

Autism

Specific Learning/ADD
Other

Other Issues

Abuse

Aids/Equipment
Accommodation
Discrimination

Education

Employment

Financial

Health

Independent Living

Legal Issues

Service provider/policy and practice/gaps/access
Vulnerable and/or isolated

*Includes secondary disability
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211
103
35
37
75
43
37
14
16

33
13
126
26
11
30
60
47
46
69
122
15
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430
87
517

265
155
36
67
78
44
43

18

42
12
133
41

27
66
45
53
92
161
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MENTAL HEALTH

Client Numbers
Finalised

Not Finalised
Total

Groups

Mental Illness
Personality Disorder
Dual Diagnosis
Co-morbidity

Sector

Community
Inpatient/Residential
Adolescent

Forensic

Psycho geriatric

Issues

Accommodation

Child & Family Services
Police

Discrimination
Community Supports
Health Care & Treatment
Legal Issues
Stigma/labelling
Financial
Interpersonal/family
Inability to Access Service
Refusal of Service
Reduction of Service

Mental Health Facility Issues

Inpatient Care & Treatment
Choice

Confidentiality & Privacy
Smoking

Abuse Issues
Physical
Emotional
Financial
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Sexual

Abuse by staff

Abuse by family

Abuse by other

Consultation and Participation
Administration Order

GAB

Ccco

CTO

Supervision

ATOD

Client Numbers
Finalised
Not finalised

Sector

Community

Residential
Government
NGO
Inpatient

Client Group
Substance Used
Unknown
Other
Medicinal
Amphetamines
Benzodiazepines
Opiates
Cannabis
Tobacco
Alcohol

Dual Diagnosis / Co Morbidity
Other

ABI

ID

Personality Disorder

Mental lliness

Issues
Accommodation
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Child & Family Services
Police

Discrimination
Community Supports
Health Care & Treatment
Legal Issues
Stigma/labelling
Financial
Interpersonal/family
Inability to Access Service
Refusal of Service
Reduction of Service
Service Quality

HACC

Service Consumers
Not finalised
Finalised

Total

HACC Service Related Issues

Assessment

HACC fees

Carer Support

Case Co-ordination

Case Management

Access to Service
Service hours insufficient/unsuitable
Service unavailable
Service refused
Service reduced/fear of reduction
Service withdrawn/fear of withdrawal
Information and Support

Privacy/confidentiality

Staff issues

Complaints handling

Culturally inappropriate

Other service related matter

Access to Support Packages

Information and support

Other Issues

Family/personal relationships
Abuse

Advocacy Tasmania Inc. — Annual Report 2011/12

09/10

NDOPDMONRPRR WORRR

32
154
186

o

12

N U

26

O b, WU

1

i

00 OO wOo

14

25
20

10/11
11

o W

23

16

o b

1

(o]

O O J

23
104
127

o wuwpkrw

1

(o]

A W EFE wnm

1

o

A O WDNW

10

16

54



Guardianship

Trusteeship/enduring power of attorney
Equipment

Income security

Health

Housing

DEMENTIA

Living arrangements at referral
Other

Residential care

Transition care

Hospital / Acute care

Lives with carer/s in community
Lives alone in community

Special needs
Rural and remote
CALD

Stage
Unclear
Late
Mid
Early

Care and Services
Residential care

Allied health

Respite residential
Respite community
EACH dementia

EACH

CACPs

HACC

Hospital

Dementia specific medical
General medical

Carer support

Support and counselling

Assistance Accessing Services
Representational Advocacy

Active support (e.g. attend appointments)
Referral

Research

Advocacy Tasmania Inc. — Annual Report 2011/12

09/10
10
16

16
33

70

NN

13
45

14

12

18
49

0 OO OON -

15

[l @)

10
10

12
27
23
11

10/11

14

SN

15

78

=

11
61

19

11

16
58

N OO B~ OO U

1

N

(o B NI e) BNo I SNV, |

14
23
23
11

55



Information provided / self advocacy — carer
Information provided / self advocacy — client

Assessment

Other

HACC

ACAT

Dementia specific medical / capacity
General medical

Planning and substitute decision making
Financial

Other

Informal assistance

Administration

Enduring power of attorney

Power of attorney

Will

Medical
Other
Advanced care directives

AGED CARE

Client Numbers
Not finalised
Finalised

Total

Type of Aged Care Service
Residential Care
Community Care

Flexible Care

Unknown

Level

High Care
Low Care
Respite Care

Client Category

Recipient, potential recipient, former recipient

of aged care
Person representing care recipient e.g. carers,
family, ‘legal standing’
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12
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14
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15
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243
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Issues

Administration/Fair Trading
Administration Procedures
Agreements

Bonds

Concessional Access
Fees/Charges

Management

Security of Tenure
Personnel/Staffing

Level of Care

Access to specialised services
Assessment/Care Planning
Behaviour Management
Clothing

Continence

Dental

Emotional

Falls

Hydration/Nutrition
Medication

Mobility

Pain Management

Palliative Care

Personal Hygiene (Bathing, Grooming)
Rehabilitation

Sensory Loss/Aids

Skin Care

Specialised Care & Services
Restraints

Consumer Rights

Abuse

Activities

Choice/Decision Making
Complaints Process
Consent to Care/Treatment
Confidentiality

Cultural

Independence
Information
Medical Records
Personal Property
Privacy/Dignity
Spiritual
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Environment
Cleaning
Catering
Equipment
Fire

Laundry
Physical
Repairs & Maintenance
Security
Social

Theft

Additional

Alternative Decision Making

Care Options — Access to Appropriate Care
Financial Issues

New Fields

Fear of Retribution
Transfer Facilities
Waiting for Placement
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EDUCATION & PROMOTION

DISABILITY
2009/10 2010/11

Total Sessions 49 87
Participants

Consumers & Carers 303 644
Staff 231 263
Others* 489 362
TOTAL 1023 1269

* Includes students and general public

MENTAL HEALTH
2009/10 2010/11

Total Sessions 12 13
Participants

Consumers 18 92
Carers 2 24
Allied Health Professionals 34 20
Industry Staff 40 66
Other 150 98
TOTAL 256 300
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ALCOHOL, TOBACCO AND OTHER DRUGS (ATOD)

2009/10 2010/11
Total Sessions 30 53
Participants
Consumers 0 35
Carers 0 0
Allied Health Professionals 10 15
Industry Staff 512 649
Other 44 341
TOTAL 566 1040
COMMUNITY AGED CARE

2009/10 2010/11
Total Sessions 42 28
Participants
Clients 385 279
Carers 151 54
Staff & Others 778 533
TOTAL 1314 866
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Total Sessions

Participants

Residents

Carers

Allied Health Staff
Staff/Industry

Other Community
Organisations

Other Individuals incl. Students

TOTAL

AGED CARE

2009/10
51
321
96
95
195
60
518

1285

2010/11
65
228
216
121
376
119
241

1301
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ADVOCACY TASMANIA INC

FINANCIAL REPORT

FOR THE FINANCIAL YEAR

ENDED 30 JUNE 2011
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