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COMMISSIONER TRACEY: Please open the Commissi¥es, Mr Bolster.

MR BOLSTER: Commissioners, following on from th&nel evidence that you've
already heard in these hearings we have todaye paface-to-face assistants in
nursing, a diversional therapist, and a very exgpeed registered nurse. 1 call,
firstly, a person who we will refer to as Elizabéiit her name is known to the
Commission. | call Elizabeth who is sitting at #red furthest from the
Commissioners. | will call Maggie Bain who is it next to her. Ms Bain is a
retired diversional therapist. | will call Suzareendy Wilson who is the next in
line, and Ms Wilson is an assistant in nursingrenily practicing in New South
Wales. And finally, I will call Susan Marie Waltavho is also an assistant in
nursing practicing in New South Wales. And if tleould be sworn, please.

<ELIZABETH, AFFIRMED [10.07 am]
<MARGARET ELLEN BAIN, AFFIRMED [10.07 am]
<SUZANNE WENDY WILSON, AFFIRMED [10.08 am]
<SUSAN MARIE WALTON, AFFIRMED [10.08 am]

MR BOLSTER: Commissioners, can | begin with yalizabeth; you've prepared
a statement for the assistance of the Commission.

ELIZABETH: Yes.
MR BOLSTER: And do you have a copy of it with you
ELIZABETH: |do.

MR BOLSTER: Is the statement correct to the bésbur knowledge, information
and belief?

ELIZABETH: Yes.

MR BOLSTER: | tender that statement, Commissisndf is
WIT.0152.0001.0001.

COMMISSIONER TRACEY: Yes. The statement of Elie¢h dated 14 May 2019
will be exhibit 3-57.
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EXHIBIT #3-57 STATEMENT OF ELIZABETH DATED 14/05/2019
(WIT.0152.0001.0001)

MR BOLSTER: | note for the record, Commissiondénsit Elizabeth’s surname is
not to be disclosed. | would seek a direction Hatsurname, in the event that it is
inadvertently indicated in the evidence not be shield.

COMMISSIONER TRACEY: Yes, there will be a diremiito that effect.

MR BOLSTER: | will begin with you, Elizabeth, ifmay. You have extensive
experience as a registered nurse over how mang%¥ear

ELIZABETH: 17 -17.

MR BOLSTER: And you currently devote your timegmviding nursing care at
home to your mother-in-law.

ELIZABETH: That's correct.
MR BOLSTER: Who is in the Commission hearing rokmaiay.
ELIZABETH: That's correct.

MR BOLSTER: In your statement you refer to belgh an assistant in nursing
and a registered nurse. | wanted to focus, ify,noa the role of the registered nurse
in delivering care to residents living with demeantiCould you begin by outlining

the sort of leadership that is required of a ragigirse in that context?

ELIZABETH: The leadership, what - - -

MR BOLSTER: If you perhaps have a look at parplgrd4 and 17 of your
statement, 14 to 17, that may assist you.

ELIZABETH: The — the registered nurse basicaligyides the subject and the
professional knowledge for that shift, and you®sponsible for handing the shift
over to the incoming staff, doing all the woundegahe documentation for ACFI,
supervision of staff and tending to the needs aiglpatients. It can be quite
complex in aged care, the duties that are invobaszhuse you’ve not only got to
deal with dementia but you've also got to deal vaillithe physical frailties and
conditions that the people have as well. So yoe lt@ have knowledge across that
board. It can be very, very difficult to do thisdause to actually provide any sort of
effective supervision or care to the patients réseédents, especially when you've got
workloads of one RN to 30, up to, I've heard pemag 170. In my experience the
biggest load I've had is about one to 60, and yasertially have to triage your care
because of that. And you have to do all the supierv. Can you — is that sufficient?
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MR BOLSTER: That’s sufficient. Let me just paukere and say, let’s take as an
example where you have to be responsible for G@erts, mixed cohort, half with
dementia, half without, on a night shift and youxeyourself, and you've got a
couple of assistants in nursing to help you. Howadu — is that enough in the
typical experience that you have to adequately frarthose residents?

ELIZABETH: No, itisn’t. You have to make suifeyou have people that are
bedridden that they have to be turned every twashouthey're at risk of having bed
sores. Depending on the conditions of residemis,aye having to deal with medical
issues with the people with dementia. You're thaming to deal with the difficult
behaviours that they can sometimes experienceasiblecoming agitated overnight,
wandering, and if somebody falls, you've got tcalde to assess them for a fractured
neck of femur. Other fractures are important bitih & fractured neck of femur,
there’s an extremely high death rate with thati&rits not assessed properly then
that just aggravates that and increases the comtiphis.

MR BOLSTER: All right. 1 might turn now to yods Bain. You've prepared a
witness statement, WIT.0151.0001.0001. You'veaggobpy of that with you?

MS BAIN: | have in front of me.

MR BOLSTER: And is that statement true and cdrret¢he best of your
knowledge, information and belief?

MS BAIN: It certainly is true.
MR BOLSTER: | tender that statement, Commissisner

COMMISSIONER TRACEY: Yes, the statement of Margdtllen Bain dated 14
May 2019 will be exhibit 3-58.

EXHIBIT #3-58 STATEMENT OF MARGARET ELLEN BAIN DATED
14/05/2019 (WI1T.0151.0001.0001)

MR BOLSTER: Ms Bain, you're a recently retiredelisional therapist and you
hold a Diploma in Leisure and Health and Diverslarterapy, a Certificate Il in
Aged Care and a Certificate IV in Leisure and He#t Aged Care. We haven't
heard from the diversional therapist at all dutiimg course of the Royal
Commission. What's the best way to describe whagrdional therapists do for
people living with dementia in residential agede@ar

MS BAIN: The main purpose is to provide and ttpheperson with dementia to
participate and to — just to thrive, really, astbwes can enable them through
activities. The activities could be anything franmand massage to walking. It — it
skills people up. Even though a person has demehéx still have personality and
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they're still a person. They — they may love tdknand we work to their story. We
get to know the individual person as a person. gétg¢o know their families and
their friends and we get to know their story. Sowork very much to that person as
an individual, whether it's in a group or one teon

MR BOLSTER: And how commonly, in your experienagg diversional therapists
employed in residential aged care facilities irs tountry?

MS BAIN: Well, a lot of people don’'t know aboutvdrsional therapy. I'm quite
surprised about that. We always work in small tgaonly around about three or
four people and it's very important because divaal therapy enables people. A
lot of staff really don’t understand the way that work, mainly because there’s a lot
of pressure put on other staff members. They neaglibically trained or they may
not have enough training to understand about dmeastherapy. We really just
work for the best outcome for the residents otlierperson.

MR BOLSTER: Can | open that up to the other memmbéthe panel. How
commonly do you see diversional therapists in y@xoerience? How about we start
with you, Ms Walton, in your workplace.

MS WALTON: |don’t see them at all. | work nigshift. During the day, when |
used to go in on certain days, we used to havafaasttwo or three that made
activities, helped the residents out, got themodtibeir rooms, joined in, actually
did something meaningful. In my new facility that been moved to, | know of
only one. | don't see that part of it now. I'mtryuite sure what that lady does, but
as far as | know there is only one.

MR BOLSTER: What about you, Ms Wilson? Do yow&#hem at your facility?
MS WILSON: Yes, we do. We have a recreationsiVayg officer that comes in
and does probably seven hours. She’s there bglhareracting with the residents
and trying to have group activities. Maybe somesrmndividual, that type of thing.
MR BOLSTER: Is her focus on people with dementighe entire population?
MS WILSON: With dementia.

MR BOLSTER: With dementia.

MS WILSON: Yes.

MR BOLSTER: And typically, what do you see thatrtapist doing with your - - -
MS WILSON: She does morning teas, she does gaotipities. She will play
maybe bingo, she will get the residents colourmglf one particular resident needs

individual care she will get maybe washing andwliehave them fold washing, that
type of thing.
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MR BOLSTER: What about late in the day when surdag occurs?
MS WILSON: No, they leave at 4 o’clock.

MR BOLSTER: s that a fault in the system?

MS WILSON: Yes. Yes.

MR BOLSTER: What's the most important time, caask the panel for a
diversional therapist to be engaged?

MS BAIN: Between 4.30 and 7.30.
MR BOLSTER: Why is that?

MS BAIN: People with dementia actually — in agrede it's called sundowning, but
really it refers to people that really want to gmte, may have been busy people,
they may want to go and cook a meal for their hndbeicetera. May have been a
busy husband that can’t — is looking for his home his meal, and so people do
walk. They just want to find where they belong.

MR BOLSTER: When you were in practice, what wygoer typical hours of work?

MS BAIN: [ work — I actually worked in one fadii where it was 8.30 to 4.30 and
then at my last facility, which was really greatydrked for the afternoon right
through to 6.30.

MR BOLSTER: And what has been the reaction whamwe sought to change
hours to meet the needs of the people with dententia

MS BAIN: To be perfectly honest, management daht to know about it. They
don’t seem to understand the need for people vatheshtia requiring the space to
walk, yes, just to be themselves, really.

MR BOLSTER: Ms Walton, Ms Wilson, would you cacecomment on that
experience?

MS WILSON: We have had trials of afternoon adyiwofficers and that worked
really well, but that just faded out and went baxkormal 8.30 to 4.

COMMISSIONER TRACEY: Ms Walton?

MS WALTON: We don’t get any help at all on, udyahight shift with problem
behaviours. Sundowners can happen, as they sgidinae but mostly from about 4
o’clock because they're frightened, they want tklfor their family, nothing looks
the same, they're not feeling the same. They’'tesating the same, nothing is
familiar. It can happen any time.
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MR BOLSTER: Now, | might turn to you now, Ms Waidt. You've made a
statement in relation to this matter. It's WIT.G13001.0001.

MS WALTON: Yes.
MR BOLSTER: Is that statement true and corret¢h&best of your knowledge?
MS WALTON: Yes, itis.

MR BOLSTER: Thank you. So you're an assistantursing in a large facility in
the lllawarra.

MS WALTON: Yes.
MR BOLSTER: And there are 120 residents in thafdmng.

MS WALTON: There’s 100 residents in the new buigd Next door to us is a
dementia specific unit with 20 residents.

MR BOLSTER: And you work on the night shift.

MS WALTON: | work in the night shift in the 10@sidents building.

MR BOLSTER: How many people do you take carenofaur night shift?

MS WALTON: It depends where I'm allocated. | afly work the top floor and
the second floor in the new facility. On the tégof there are 40 residents, 20 in
each wing. There’s a locked door between bothémuslext floor down is the
same, 20 in each, so that’s 40, and on the lower there’s 20 in a locked house.

MR BOLSTER: And when you're there, what time dmystart work?

MS WALTON: I'm not supposed to start till 11 bugo in early, usually about
guarter past 10, 10.30. You're supposed to fiaish.30 if you can.

MR BOLSTER: And why do you go early?

MS WALTON: It's handover, we have a problem whiandover between shifts.
We don’t actually get to see the registered nuss@ handover when we start our
shift.

MR BOLSTER: Why is that?

MS WALTON: They're busy getting a handover frone tregistered nurse before
for 100 residents. If I'm on a floor with 40 resias, | go to one floor for 20 and
speak to the staff previously that have workedaiseeight hours. Then | have to go
to the other side to get the handover for the $tafthe other residents.
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MR BOLSTER: All right.

MS WALTON: | can’'t do that at 11, they leave alftpast 11 but they're
answering buzzers, doing notes

MR BOLSTER: During the night from 11 until 7.30 -
MS WALTON: Yes.
MR BOLSTER: - - - how many nurses are on dutthimfacility typically?

MS WALTON: You have one registered nurse thatsdalefloors. On the top floor
you have one AIN or community service employee.

MR BOLSTER: That's you.

MS WALTON: That's me for 40. Next floor downame, bottom floor is 20. You
only get one. That's if all three nurses turn up.

MR BOLSTER: Now, you say that there’s a new hbos# model of care.
MS WALTON: Yes.
MR BOLSTER: In this new facility. Just how oklthe facility?

MS WALTON: We moved in in November last year ith@ new multistorey
building.

MR BOLSTER: Soit's — | take it it looks goodsitmodern.

MS WALTON: It looksgreat.

MR BOLSTER: What do you mean, then, by the hoakkmodel of care?

MS WALTON: They consider each 20 residents ongsbo That's the household
model of care. So they have a household managewthrks daytime, care staff and
then one of us of a night-time. The household rmofleare is, they're all by
themselves. So they get their own meals therey T their own laundry there,
they intermingle with one another.

MR BOLSTER: Of the 40 you look after, how manyéaementia?

MS WALTON: 90 per cent of them.

MR BOLSTER: Right. And are we talking about ses, or high cognitive
impairment?
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MS WALTON: Probably fifty-fifty.

MR BOLSTER: Right. So there would be quite selxecompromised people
there.

MS WALTON: Yes, there is.

MR BOLSTER: And what sort of care do they neexhfryou on a typical night
shift?

MS WALTON: The high level care people should nged quite often. Some of
them are one-to-one care on a bad night.

MR BOLSTER: All right. We will turn now to yowis Wilson. You have
prepared a statement, that's WIT.0149.0001.0001.

MS WILSON: Yes.
MR BOLSTER: And is that statement true and cdrrethe best of your
knowledge, information and belief. Commissionétender that statement and |

also tender the Walton one, if | neglected to deaudier.

COMMISSIONER TRACEY: Yes. The statement of Sukkrie Walton — what
was the date of that?

MR BOLSTER: 11 May 2019.
COMMISSIONER TRACEY: Dated 11 May 2019 will beratit 3-59.

EXHIBIT #3-59 STATEMENT OF SUSAN MARIE WALTON DATED
11/05/2019

COMMISSIONER TRACEY: And the statement of Suzalvendy Wilson dated
10 May 2019 will be exhibit 3-60.

EXHIBIT #3-60 STATEMENT OF SUZANNE WENDY WILSON DATED
10/05/2019

MR BOLSTER: Ms Wilson, you've been an assistamursing for seven years
now. You're on the north coast of New South Waled five of which — five of
those years have been in a dementia specifictiacili

MS WILSON: | have, yes.
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MR BOLSTER: All the people you deal with are dexti@ patients.
MS WILSON: Yes.

MR BOLSTER: How do you find the fact of havindeility that only has
dementia patients?

MS WILSON: We have a 150 bed facility, but theétbm floor is basically for
dementia.

MR BOLSTER: Yes.
MS WILSON: But we’re a locked in facility.

MR BOLSTER: Is the lack of interaction betweea ttementia patients and the
non-dementia patients a problem?

MS WILSON: No, no, because they don’t mix.

MR BOLSTER: Can you explain that?

MS WILSON: Well, as | say, we've got three floarsd on the bottom floor it is all
a locked, dementia specific area and only our exd&dthat have dementia are in that
facility, yes, and they're kept apart.

MR BOLSTER: All right. Now, you have a certiftealll and a certificate 1V in
aged care, but you have subsequently completeahtivee dementia course offered
by the University of Tasmania.

MS WILSON: Yes, | have.

MR BOLSTER: The Wicking Centre; correct?

MS WILSON: Yes.

MR BOLSTER: How useful have you found that coursbeing able to give care
to people with dementia?

MS WILSON: Really good, very informing. It haslped me understand the
factors of dementia and how the residents are drad thieir needs are.

MR BOLSTER: We will come back to that later. Yduin't stop there. You have
also just completed a degree.

MS WILSON: Yes.
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MR BOLSTER: In dementia care from the Universifyfasmania by
correspondence.

MS WILSON: Yes, | have, yes. Yes, online.

MR BOLSTER: And is that a level above the onlooairse?

MS WILSON: It’s an associate degree, yes.

MR BOLSTER: Can | ask you this: whose idea wdariyou to do that course?
MS WILSON: That was mine.

MR BOLSTER: Did your employer facilitate your di?

MS WILSON: No. No.

MR BOLSTER: Did your employer support you withuyestudy?

MS WILSON: No.

MR BOLSTER: How much did it cost?

MS WILSON: | was lucky, it was subsidised by gw/ernment. So at that stage —
| think in 2015, the government was supportingfstedt were willing to increase

their knowledge in dementia.

MR BOLSTER: Does your employer embrace the skl you have obtained in
the further study you've done?

MS WILSON: No. No. | haven’t been asked to gmg opinion or any assistance.

MR BOLSTER: You don't get an extra say? You'r# asked to contribute in
clinical discussions as a result of your course.

MS WILSON: No.

MR BOLSTER: Were you given time off to completsassments and study for the
course?

MS WILSON: We were giving — not really, but we kave a study day which we
can take which is either paid or nonpaid.

MR BOLSTER: Can | ask you another question: ran training that’'s provided
by your employer in the ordinary course - - -

MS WILSON: Yes.
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MR BOLSTER: Do you get time off for that or dowdo that on your own time?

MS WILSON: We do it, we're supposed to do it atrivand we’re supposed to find
the time to actually do it at work.

MR BOLSTER: Are you able to do it at work?

MS WILSON: No.

MR BOLSTER: Why?

MS WILSON: Because we don’t have the time.

MR BOLSTER: What about you, Ms Walton?

MS WALTON: My training where I'm employed is oncamputer. Once a year
they give you a learning development thing to dacWlis usually the same as the
year before. They tell you if you come in halfteour early to do the course you will
get paid for it, or — you can’t do it during worK.ou just don’t physically have the

time.

MR BOLSTER: So do you get on-the-job trainingnfrthe nurses and the other
caregivers at your facility?

MS WALTON: | used to. We used to have face-toef&raining. Now, ours is
mostly on the computer. They do hold a toolbok,talhere you get a piece of paper
and some instructions on it and you sign when yeuéad it.

MR BOLSTER: Right.

MS WALTON: Very rarely that you have somebody &im and you have a face-
to-face talk.

MR BOLSTER: Just picking up on the issue of m@éeming dementia and non-
dementia patients, you mention in your statementlifierent types of people that
you care for. You deal with both dementia and dementia patients.

MS WALTON: Yes.

MR BOLSTER: And you say it's very difficult whdyoth types are mixed together.
MS WALTON: Yes.

MR BOLSTER: Can you expand on that, please.

MS WALTON: For example, everybody in care is théar a reason, whether it be
physical or mental. Most people in our facilitykaa lot of mental and physical
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problems. For example, ours are all mixed togetwethe people with problem
behaviours that get frightened, wander, or areevibare with other people that
aren’t as bad. So, for example, you might haveesmma wandering all night that’s
frightened, or you've got a person that's bedboongou’ve got someone that needs
help to go to the toilet, they're not actually seggpad. Sometimes they’re put next
door to people that aggravate their dementia ahthgen more upset.

MR BOLSTER: Thank you. Now, could I get the pastive of you, Elizabeth,
and you Ms Bain, about the mix between the demamtibthe non-dementia
residents? From your experience is it a good tbimg bad thing that there’s a
mixture between the two groups?

ELIZABETH: It depends on the level of dementBo if somebody — and it
depends - so if you've — if you’'ve got somebody vlas still got some of their
cognition intact, it's probably better that theyaetually with other people who are
cognitively intact so they get more stimulatingeraction, but once you've got
people who are completely unable to interact witteoppeople, it's better to have
them just together so that you can manage thera therause they have difficult
behaviours, and they also, because they’re unaldggress themselves, are actually
exposed to some — they can be exposed to someurppkeasant behaviours. They
can be quite at risk. Do you want me to go furzher

MR BOLSTER: What's the dividing line, from youxmerience? Is it about verbal
— the ability to verbally communicate?

ELIZABETH: In dementia patients, yes; not inog& patients because somebody
can still be cognitively intact, even though they't speak. So yes, | think when —
when they are unable to verbally communicate, ihptobably the line and they are
actually very vulnerable to — can | give you anrapie?

MR BOLSTER: Yes, please.

ELIZABETH: Okay. We had a woman who was wandgand she was
completely — had complete dementia and she wasewviggdnto a person’s room
who wasn’'t — didn’t have dementia who was then abbyassaulting her, and it was
only because there was a person there who wasvt bdalve dementia and who was
completely intact who was able to say look, this end to alert us to what was
going on. So you get that sort of vulnerabilitglahey can’t tell you that that's
happened.

MR BOLSTER: Right. Who makes these decisionsnartly in the facilities that
you work at?

ELIZABETH: The manager — the management deciderasthe person is going to
be allocated.
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MR BOLSTER: Just, we will come back to you in anate, Ms Bain. Who makes
the decisions in your facility about who goes wiRere

MS BAIN: We have a staffer, an administrationgoer that does the enrolment and
| think then it's the general manager that makesdicision.

MR BOLSTER: Are you ever consulted about thaguthow someone is declining
and whether or not they need to be placed in theedé&a unit?

MS WILSON: It depends on, | would say, the RNler EEN. Most times they
will consult with us but on the whole it's basigatheir decision, not the AIN.

MR BOLSTER: Ms Walton, are you - - -

MS WALTON: The same, | find that the same withiQuany problem behaviour,
anything that happens, all of us document. Ifat'serious — something that has
happened that’s serious, that's a higher docunient#tat goes direct to
management, and after a period of time they decide.

MR BOLSTER: Ms Bain, I'm very interested in yoriews about mixing the two
types.

MS BAIN: [I've worked in a locked dementia unitydal’ve worked on the floor

with mixed dementia and ordinary everyday residémas come into aged care. And
it works well. It works exceptionally well becauséelps the people with dementia
to — to be social, to actually be around peoplexigerience the things that other
people experience, like a walk in the garden, éikausic concert. And in one
facility | managed to engage the management t@ghwother groups into that facility,
like school children and cubs and scout groupssamall groups like that to mix with
the people with dementia, and a standard residedtjt worked well.

MR BOLSTER: What effect does that sort of comnyiengagement have for
people with dementia?

MS BAIN: It was absolutely wonderful. They loviéd We had children coming in
getting the — getting the opportunity to read aysto a person with dementia, and
their face would light up. And vice versa.

MR BOLSTER: We've heard about pets.

MS BAIN: Yes, that’s right.

MR BOLSTER: As therapy.

MS BAIN: Yes.

MR BOLSTER: Is that commonly used?
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MS BAIN: | don’t know about other facilities bittwas used in two facilities where
| worked.

MR BOLSTER: What effect does that have on them?

MS BAIN: The pet therapy is really calming. Hrigs back memories to people
with dementia about their own pets. It brings bawknories about what it used to
be like at home.

MR BOLSTER: All right. Let’s go back to you, M¥ilson. We haven’t heard
about your facility in any great detail yet. Yaafar to a fairly similar facility to Ms
Walton.

MS WILSON: Yes.

MR BOLSTER: A similar structure by the soundtofYou have 22 residents in
each ward.

MS WILSON: Yes.

MR BOLSTER: They're called wards?

MS WILSON: They're called communities.

MR BOLSTER: Communities. Okay. And what shidt ybu typically work?

MS WILSON: | do morning shifts and afternoon shif

MR BOLSTER: And how long are those shifts?

MS WILSON: Morning shift can be a four hour shétsix hour or seven and a half
hour shift of a morning. Afternoon shift, we haw@ till 9 and a 3 till 10, and

they've just brought in a 2 till 8 shift.

MR BOLSTER: On a typical shift do you deal witixat wards at the same time or
do you deal with one?

MS WILSON: No, just one.

MR BOLSTER: Justone. So that’s — it's a diffgreostering structure during the
day, isn't it?

MS WILSON: Yes, yes.

MR BOLSTER: Just out of interest, at night, wivatuld be the staffing situation
for those two wards?
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MS WILSON: We have three staff for 22 residenisooe side, and two staff for 22
residents on the other, because that's more adogvarea on the other side.

MR BOLSTER: Right. All right. And as you've shithe residents are separated in
those facilities.

MS WILSON: Yes.

MR BOLSTER: | want to ask each of Ms Wilson and Walton about the culture
in the facilities in which you work. How do yousieibe the culture of working in a
residential aged care facility for people with destne? Does it differ from facility to
facility?

MS WALTON: | think so.

MS WILSON: Well, my facility — our, in dementiaioteam is very close, the staff
that work there. Any new staff that come in, weand teach them — teach them
about dementia and how to interact with the resid&ome staff when they first
come in there they find it very overwhelming anéytlidon’t come back. They will
work on the other floors.

MR BOLSTER: How experienced are the people whery tome to work in your
dementia unit?

MS WILSON: They don’t have a lot of experiencehey might have experience in
actual aged care but when it comes into the demangia, not much.

MR BOLSTER: All right. We will come back to whatakes dementia care special
a bit later. But you, Ms Walton, what about cufunow do you develop culture in
the workplace?

MS WALTON: Well, certain night shifts — | workggt night shifts a fortnight.

Five of those night shifts I'm on with a great crex@ry experienced registered nurse
you have a lot of faith in, and care workers tha have faith in. Other nights when
you're there, you might have a casual, a workf@eeson come in because you're
short, or a casual registered nurse that has lsdkeal @n, or another registered nurse
that normally doesn’t do that particular hours &ndws those people. So it's
extremely difficult because you can't leave wheoe gre to go and help whoever.

MR BOLSTER: Yes.

MS WALTON: So you need a team of a night shiéittknows what they're doing,
needs experience and needs to be able to trustmmtieer for those people’s sake.

MR BOLSTER: How often is it — both Ms Walton aki$ Wilson, how often is it
that you're able to do all the things that you needo in your ordinary shift at
work? Does it happen often?
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MS WILSON: Yes, most times, most nights | doeave at a 9 o’clock finish, |
will stay back. If there’s a resident we're halimlaoking after you just don’t leave;
you stay there and you finish caring for them.

MS WALTON: Mine is never, unfortunately. Our nemodel of care, if 'm on a
floor with 40 people | don’t have a cleaner, a ldiyperson, a kitchen staff. | have
to do all that, plus answer call buzzers, attengetaple that are on the floor, pain;
you can just imagine, you can never get it done.

MR BOLSTER: What are the things that people roigson because of that?

MS WALTON: If you're there by yourself with 40 pple and you have four call
buzzers going, and this lady needs to go to thettgiou’re there with this lady by
yourself. The other three people unfortunately gao't get to when they need to be
— they need help. If you've got a person on therflyou're completely taken off the
floor with that person and the registered nursenithey come, so your other 39, I'm
sorry. So you don’t know if they’re wandering, s people at risk you're
supposed to check. You can'’t get to them physicall

MR BOLSTER: Elizabeth, would you like to comment that, from your
experience? Is that consistent with your histargged care?

ELIZABETH: Unfortunately, itis. One — it's — dnt’s got worse. | was working
in an aged care facility where we did half an hetmalf an hour unpaid overtime
every day and that was so we could have the hand@wel there were — we would
be doing up to four hours overtime a day, justigyio manage the care for people.
This is when you're doing one to 60 and you've gebple with high acuity needs,
so people that are dying, for example. The probietin that is when you're staffed
with — with that sort of unreasonable workload god can only actually give any
sort of reasonable care to, say, four or five pgaglat means everybody else who,
you know, may be developing pressure areas, di sbother things that can be
deteriorating, you have no way of even gettingip gn them so that you can do
something about it.

And when | left that particular facility, the ditec of nursing was really great but the
management above her were just saying no more stafhore staff, and after | left
they replaced me with two people because the wadkleas just so unreasonable.
And there’s other places where you don’t evenserhebody doesn’t turn up, then
you actually have to do your work, their work ahdtts just bad luck.

MR BOLSTER: You mentioned palliative care. Cask Ms Walton and Ms
Wilson, when there is a — and | take it must hadpety frequently — when there’s a
palliative care issue, what extra staffing is pded to you, Ms Walton?

MS WALTON: None whatsoever.

MR BOLSTER: To deal with someone’s palliativeeaeeds.
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MS WALTON: None whatsoever. At end stage of, lifden the person is usually
comfortable, or before they get comfortable, yon'tlbave any extra staff, you're
there with that person and your one registeredenuingess the family members are
there that can communicate with you and have acalter. | don’t get any extra
staff.

MR BOLSTER: Does the nurse who’s on duty deahliiat issue? Do they spend
more time with that person?

MS WALTON: If they can, they do, but it's veryreathat they can, because if you
need a co-worker or a partner on the floor to someone over every two hours,
come and help you pick them up off the floor. Maugot a gentleman or a lady that
has got problem behaviour, they've got to comelaid you, or they're with
somebody else on a different floor. So you're ¢hgy yourself.

MR BOLSTER: Did you read the case we providegdo of the lady who was
dying in a facility and there was a palliative cesue? Do you remember reading
that?

MS WALTON: |read a few.

MR BOLSTER: Number 4.

MS WALTON: Number 4, yes. | will just get it ugorry.

MR BOLSTER: Did that resonate with you when yead it?

MS WALTON: Yes.

MR BOLSTER: What's your comment, just — and I'ot msking you to comment
on that facility, but I'm asking you to comment pour experience in similar
situations. Is that a common thing that you havedal with when you're working at
night alone?

MS WALTON: Yes.
MR BOLSTER: What do you do?

MS WALTON: The best you can. The best you c&rthen you read these sort of
things, and it does happen quite regularly, espgeiéth family members, decisions
are made — a lot of the time you don’t have a IgJ¥amily or you have a fractured
family. So to actually get a hold of someone tbtgeir permission is very difficult.
It's up to the registered nurse or whoever to getdoctor to do. But it does happen
quite often and it shouldn’t really.

MR BOLSTER: Ms Wilson, when there’s a palliativ@e event that requires extra,
how does that — how is that dealt with at yourliyGi
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MS WILSON: We don't get extra staff to —we jgst a - - -

MR BOLSTER: s the palliative care staff, or #ne staff that you work with able
to deliver adequate palliative care?

MS WILSON: We do the best we can.
MR BOLSTER: Is it good enough?
MS WILSON: No. No. No, it's not.
MR BOLSTER: What does it need?

MS WILSON: More training to teach staff how toatlevith palliative care, what
the needs are. It's just — yes, it's just not geadugh.

MR BOLSTER: Ms Elizabeth, would you like to comm@n that?

ELIZABETH: Yes. Palliative care is a very timr#ensive and very person centred
and relative centred nursing event, basically. od need people who are able to
negotiate with the relatives who are dealing whth ¢dlying and the mechanisms and
the processes of dying, and if | refer to the sgerfaur, there was several things
that just leapt out at me. One was that this pev&as supposed to be turned every
four hours. That's just not good enough. Theydeebe turned at a minimum of
every two. And given that they were being turneevery four, if that, it's — it's not
surprising that they ended up with a pressure afel a pressure area tells you
there is not enough staff. The care wasn’t goadigh. And nobody was reviewing
that, and this is not the sort of thing that pegbleuld be having to deal with as an
end of life issue.

MR BOLSTER: Ms Wilson, | see you nodding wherzgbeth was saying that. Do
you agree with that analysis?

MS WALTON: Definitely.
MS WILSON: Yes.
MS WALTON: Happens all the time.

MR BOLSTER: How do you deal with pressure uldate stage of dementia who
simply can’t move?

MS WALTON: Well, as Elizabeth stated, they're paped to be — you request an
Airwave mattress to start with. That doesn’t sames help.

MR BOLSTER: How often do you miss out on theraattress when you need it?
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MR BOLSTER: Ms Wilson, do you agree?

MS WARNER: | would say at our facility we do doest — majority of the time, if
we ask for an air mattress, that air mattressamithe in and we will have that. But
you still need to do the two hourly turns to endina there’s no pressure area.

MR BOLSTER: All right. |1 want to change topialk about handover, that was
something else Elizabeth mentioned a few minutes &tpw important — | think Ms
Wilson you've already dealt with handover. Elizéthdrom a clinical perspective,
how important is handover for a registered nurse?

ELIZABETH: Look, it's your bread and butter. ybu don’t know what's been
going on, you miss care. And back to the pallatare, there was an assistant in
nursing who obviously wasn't the quality of the tawo my right who just didn’t
bother telling me that somebody had had a dripepulip as part of their — their
palliative care, and she just thought, “Oh wejijdt don’t need to tell you, you're
supposed to know that magically.” There’s — yoadht know if there’s any
changes in people’s behaviour. You need to haweads-up of things to look out
for, because if you don’t get that, you can’t attjuhen focus your attention, chase
something up. If you're getting handed over tlmahgone’s getting reddened area,
then you need to follow that up and say listenygwady, you're going to have to
turn that person more often. Because you shoultheiseeing pressure areas. That
is just bad care. And it goes on and on and omd Aor if somebody’s getting more
agitated, you need to know what is going on forrdsédents so you can then provide
effective care. And if you don’t get a proper hawer, you're working blind.

MR BOLSTER: Ms Bain, how important is handovethe diversional therapist to
understand the person?

MS BAIN: Extremely important. Unfortunately inversional therapy, we don’t
get a lot of time to read a handover. The handsvesually presented to the

coordinator of diversional therapy through theickhcare manager, or the RN in the
unit. And unfortunately, in our practice, we dogét enough time to read the notes.
We should read the notes. But there is not entinghprovided to read notes all the
time. It's very important because we need to kifaavperson has different changes

to behaviours or different changes to their physeH.

MR BOLSTER: What's a typical behaviour that yaeed to know about to be able
to help someone?

MS BAIN: Well, we would really need to know ifgerson was actually not
enjoying talking to a family member. We would neéednow if a person had a UTI,
for instance. A UTI can cause psychosis. We nedaow the physical and the
mental and any change of a resident in aged cdherggard to that.
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MR BOLSTER: That leads me to the source of thffrmation, and Elizabeth,
assessment, clinical assessment. How oftenasgjitired by the nurse for the
resident with dementia?

ELIZABETH: You actually need, in — in any agedeand dementia care, you
actually need to have eyes on the patient — théengisevery day, and you — you
have to know what that person’s baseline is and they interact with you so that
you can actually see. And what you're doing wheu'se having that interaction is
you're assessing them physically, you're assedsiagn cognitively. The problem
with it is, is that there are too many — the raiosn’t there, so you can't actually
have eyes on — eyes on the resident. So you'raatoélly — you're being prevented,
really, from doing your basic care so — and youltave a person change in an
absolute heartbeat if, for example, they get a Uliey can have a delirium. And
you need to be able to know yes, this morning these able to do so much and now
their behaviour has suddenly deviated. But if gon’'t have the time to actually
spend with that person, know what their baselingas’ve got nothing to compare it
against. And — and it’s really critical. And clgive you an example of that?

MR BOLSTER: Yes please.

ELIZABETH: Okay. There was a person with demggnie was a man and he was
always very, very cooperative, and the nurse -afisgstance in nursing came to me
and said look, he’s just being awful, he won't get of bed, he won'’t stand up. And
so it's —okay, he’s got dementia. He’s tryinget) you something, so what is it and
why won't he weight bear there? So you're sittihgre, you're ticking through
things in your head. If he’s not weight bearirgghe in pain? If he’s in pain, what is
that from? Does he have a fracture? So you gaaselss him for a fracture and |
made them leave him in bed and there was no asitiwalening in his legs and
turning out which were tell you his neck femur viietured. But he had actually
suffered a fracture of his femur lower down.

And if you didn’t know that that — that it wasn’'0mmal for him to be resistive, then,
you know, the alternative is pretty unpleasant.uYteen drag him out of bed, force
him to stand on a broken leg and then instead whbaa closed fracture you end up
with an open fracture and the complications of.thitat’'s why the assessment is
important. And it's across the board and it needse — you need to be taking
everything in account all the time.

And if | can just put an example of a surgeon aaa@dme into the hospital every day
to check and he would just say hello and how ategmng. And you would think
why is he wasting his time turning up here andalboes is spend, you know, two
or three minutes? That two or three minutes mézatshe can tell whether you've
got an infection, he can tell whether you're coigeity deteriorating because of
something else. He can look at you to see if ypale, all of those things, and it
only takes a few minutes. And it’s very, very duand it's all — and you just do it
automatically. So the fact that you can’t actualye that time means you can’'t do
those assessments which then puts you at all afskethat carry out from there.
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MR BOLSTER: Ms Walton, Ms Wilson, is the resufittbbat sort of assessment
conveyed to you in your roles?

MS WILSON: We - - -

MR BOLSTER: Or are you required to assess thelpemu’re caring for
yourselves?

MS WILSON: We’'re not required to but we do. st automatic, you're
constantly observing your residents to ensure theykay. You're checking who's
with who and making sure that they’re not with atipalar person so that a trigger
doesn’t happen and a behaviour starts. When the¢g their rooms it’s very
difficult to do that. But if they're in the loungeea you've got better observation
and you can try and reduce an incident if it hagpg&rmpe of thing.

MR BOLSTER: Ms Walton do you - - -

MS WALTON: It is very difficult to do that. Yohave a certain amount of people
that you've been told that are at high risk thai pave to check a certain period of
time.

MR BOLSTER: Yes.

MS WALTON: You try and go in and just observeaf@omeone’s up, talk, if
there’s any changes, document. | don’t actuallyt,dgust document changes.

MR BOLSTER: Yes.
MS WALTON: It then goes from there up to whoever.

MR BOLSTER: On your night shift, does the nursaitionally come around and
view the residents during that shift?

MS WALTON: No. Unfortunately, the one registeragse does not have time to
do that. We only see the registered nurse ifé¢lsaent is in pain or if there’s
problems, we ring them straightaway. They try gatithere as quick as they can.
They’ve got lots of paperwork and assessmentstangd to do themselves. So their
actual face-to-face time on a night shift is veif§icult when they’'ve got so many
people to look after and being called out.

MR BOLSTER: All right. Now, | wanted to turn tbe issue of BPSD. We've
already discussed it in a number of context todayt starting with you, Ms Bain,
what are the typical examples of BPSD that you mnfin your practice as a
diversional therapist and can you give us an ideheosort of techniques you use to
deal with those situations?
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MS BAIN: We deal with those types of situatiohsough calming a person down.
We use techniques such as approaching the persettyqif they're agitated or if
they're upset. We go about it in a different wayhe clinical — clinical restraint or
anything like that. What we do is we would justvgith them. Once we've
approached them we would sit with them. We migitd ltheir hand, we might offer
a hand massage. We might just listen to what tlaee to say. If they can’t speak,
then we just sit with them and we take into us whay are feeling, really. We use
many different techniques to calm any agitated anaering resident. Any person
with dementia can have multiple different types-dfow can | explain it —
challenges.

MR BOLSTER: Yes.

MS BAIN: But they are all really, in my opiniohave all been caused by lack of
knowing the person as an individual person. | kile&t nursing staff and PCAs are
run off their feet, absolutely run off their feeand we were originally supposed to
be able to come in and relieve the challenges wéwa people through our
processes, or through our training, but | find nbat few people, or few facility
managers are actually using diversional technicaes,so I'm really — I — I'm in
consent with these people here because | knowrtheyh off their feet. | know the
PCAs work to their best ability but in dementia really need people with training
in dementia. We need someone that understandsdivedual person and
understands their story.

MR BOLSTER: Let me ask, you had a look at thenade involving the woman
who had the problem with her teeth, and who had lbeganderer.

MS BAIN: Yes, yes.
MR BOLSTER: And was a wanderer before there wassue about medication.
MS BAIN: Yes.

MR BOLSTER: And was a wanderer after the medicatvas administered. And
you read, | take it, how upset she was and thessthat were fuelling her - - -

MS BAIN: Yes.

MR BOLSTER: - - - behavioural issues. How woydili have approached that
particular challenge? It would have been a chgen

MS BAIN: It would have been a challenge. Andeklly, reading that scenario, that
lady was lonely. She was looking for her home, wedvould have approached her
with something that she found familiar to her, stnmg that she should have or the
family should have provided for that — that womarattually bring some comfort to
her.
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MR BOLSTER: Can you give an example? Have yaueacross that before in
your practice?

MS BAIN: Yes, all the time.
MR BOLSTER: What do you do?

MS BAIN: Well, we have what is called child repeatation therapy which is
actually the size of a baby that may have a heatlhed it may utter small
whimpers or a little cry or something like thatdanost of the people in aged care
really enjoy that interaction because they claimdhild as their own and it reminds
— it gives them memory of their past. And the maasfrom the past are important
— for a person living with dementia. They're autdim; they don’t have to learn
that. They're memories from the past that are gbwaith them.

MR BOLSTER: Is another way to give them somettonglace in their room
something from their home?

MS BAIN: Definitely, yes, definitely.
MR BOLSTER: Can you give us an example of thairigworked before?

MS BAIN: Yes. They really should be provided hwvictures from home,
memories from home, maybe their favourite blankathfhome, something
comfortable, even a favourite cushion, somethimaqg tine family may have made for
them when they were young mums, for instance,dikatchwork quilt. All of those
things are very, very important to a person with -

MR BOLSTER: Books?

MS BAIN: Books, definitely. Picture books; weade multiple picture books for
our wonderful people in dementia, and they alwayed turning the pages — sorry,
I’'m getting a bit emotional here — and also th&ries, their stories were really
important. | managed to get permission from sdvamily members to make a
picture book for their mum or their dad, and mad®vd for them that they could
have in their room to play on the TV. Sorry, I'os{ getting a bit emotional, my
apologies.

MR BOLSTER: Don’t worry.
MS BAIN: Sorry.

MR BOLSTER: Don't worry at all. Ms Wilson, do ydave perspectives that
mirror what Ms Bain has been talking about?

MS WILSON: Yes.
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MR BOLSTER: Would you like to tell the Commissiahout those?

MS WILSON: We have one resident at the moment hdmstuffed animals; she
has a cat and a stuffed donkey. She carriesdbhadrwith her all the time. When
she gets upset, if I'm there | usually try and gifado cat and just say, you know,
“How’s the cat going?”, that type of thing and stié cuddle it. And it seems to
ease her. It doesn’t always work but it easeshigtle bit. That makes a difference.
And definitely having like a memory box out theritaf their room with little
ornaments or little things from home so they catiglguish their room. Or even, |
think there’s now research has been done wheregoyput — it's like a laminated
door, like an old style door from their home, tbah be put on their door so that can
show them where their room is. That type of thiits all different things - - -

MR BOLSTER: So the door in the facility is maddaok like the door at their
home.

MS WILSON: Yes, yes. Because at the moment éleny is just one colour. You
know, when you walk into the room their bedroom isavhite, the bathroom door
is white so there’s no distinguishing the colourget them know where their room
is, where the bathroom is.

MR BOLSTER: Ms Walton?

MS WALTON: | see this all the time. | went framfacility where half the
residents that came with us lived in their owrditiome; they need a little bit of
care. So they had their dressing table, they hadeaphotos on the wall, the
personal things. When they all moved into the fasility, it's a room. Same thing,
same colour, no, you can’t take this, no, you ctake that. Sorry, you can only
hang six photos on the wall. So unless they’veagiaimily member that's very
caring, lots of them make blankets with pictureshef family or little knickknacks, it
makes such a change. And especially — we usee able to get a life story about a
person, where they were born, brothers and sigiets, children, whatever, we don’t
get that now.

It's very difficult for when someone comes in ahéy're new to get to know them
unless you're actually there to talk to the famio I'm a great believer in you've
got to spend time with them. For example, I'm aghbduties, I'm lucky | can

spend eight hours with that person that's wandetimgf’s upset and is agitated. We
go back, I will bring the computer up, and he well me where he was born and he
fished at this river. We will bring the photos g, much calming — changes.

MR BOLSTER: So you have developed a familiarii$hvall of the residents that
you - - -

MS WALTON: Yes.

MR BOLSTER: And Ms Wilson, you're the same?
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MS WILSON: Yes.
MR BOLSTER: How important is that?
MS WILSON: It's very important.

MS WALTON: It's extremely important. Educatiosthe key as well. For
example, lots of staff members aren’t educated gimau all facets of the job.
Someone that does a six week course can’t walkdn@ok after a person that’s in
trouble. | was at work a couple of weeks ago, hiwe to get a report. | could hear
yelling in a public toilet, a lady that was verysap, didn’t know where she was,
incontinent, was telling this staff member, “Leawe alone”. She’s trying to take
her incontinence aid off, so she slapped her.oBcourse, you know, she writes
down this, it's not what happened at all. Sohetlady calm down, you will ring the
buzzer. You go in there, she will call you Joadh“Joan, I've missed you”. It
doesn’t happen all the time but you need specthkskication in dementia to
actually help these poor people.

MR BOLSTER: The next question is a big one farteaf you. What are the most,
or the more important features of good dementiaZanhy don’t we start with you,
Ms Bain, because you make a statement, paragraphybr statement.

MS BAIN: | have.
MR BOLSTER: You say:

Good dementia care feels like a living breathingag attitude held by all
management and staff.

MS BAIN: Yes. That's exactly right. I've expenced - - -
MR BOLSTER: Tell us what that means.

MS BAIN: There’s a huge difference. I've exp@&ged good and really bad. The
good facilities will have a good mix of people. efwill have great staff that love
their residents. You have to have compassion andhged to work with — with
endurance as well as compassion and empathy, goaidafacility manager will
really try to encompass that in the facility.

MR BOLSTER: All right.

MS BAIN: On the opposite side, a bad facility kdd a facility manager,
unfortunately, that was a bully, intimidated pegmheluding family members. And
they were — felt they — the family members woultheado myself and to the team |
was working with for encouragement, really, becabsg were getting no support
whatsoever from that facility. So there’s a hugéedence from one to 10 in good
and bad.
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MR BOLSTER: Elizabeth, what's your perspective?

ELIZABETH: Look, the — the big problem with peepkith dementia is that
they're no — when they get severely demented ig the no longer communicate
with you. If they — so you then have to be thgesand ears. So because you can
have a deterioration in somebody’s mental statalfaorts of reasons. You can
precipitate all sorts of difficult behaviours besatsomebody is not being cared for
physically. If somebody can’t tell you, for exampthat they've got a pain in their
tooth, if they can’t tell you that they’re constipd, all of these things, or they're
being forced to sit in the chair and they’re nanganoved, then they just get
agitated.

What you need is good, basic nursing care andltdyemed over the top of that you
need the good emotional care on top of it. Itgith people that don’t have, or are
still cognitively fairly intact, they can self-diceand they can tell you what they need
and what’s good for them and what they would Iikat, with people with fairly
advanced dementia, then you have to take overdlatand you have to step in and
make sure that care is delivered. And you baralyefenough time to make sure
they’re physically — their physical needs are nmet ethen you have the fallout from
that, let alone having diversional therapists camand help you.

MR BOLSTER: Ms Wilson, what'’s the answer to thag question?

MS WILSON: Skill training, skills and training. would recommend definitely,
highly recommend the University of Tasmania’s Mas$Dpen Online Course. That
is like a six to 12 week course and that gives theubasics of how dementia affects
the person, and also you need empathy. You neleel &ble to deal with what is
confronting you, you know, and not get upset aryl Sghat person has done this to
me”. It's not the person that’s done it to yols the disease and you've got to
sidestep the disease and just work with them arelfoathem.

MR BOLSTER: Ms Walton.

MS WALTON: | wholeheartedly agree on what theiégdsaid. Education,
education, training, training. Every person igratividual, no two people are the
same. You need to understand the problem. Yonatanake a person with
dementia do what you want them to. You have teewstdnd what’'s causing it and
help them that way.

ELIZABETH: May I - - -

MR BOLSTER: Yes, please.

ELIZABETH: Okay. One of the big problems for pé® dealing with people with
dementia is that they look like you and I. Anddimebody starts lashing out at you

and if you don’t understand the issues around démegmu then — you start
attributing blame. And that person was being nastye, they — they were being
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mean to me. When they don’t — simply don’t havedhpacity to make those
decisions. If you are sitting there expecting thierhave the capacity to behave in
what you perceive as a normal way, then that judtié resentment and that comes
into poor care. With the dementia training, as jasstated, you actually see,
you're looking at how the dementia is affecting geeson and then, rather than it
being a — you coming from a position of blame, awgrfrom a position of
understanding, and then you can step back andedé¢hie care that's required.

MR BOLSTER: Allright. Let’s talk about one asp®f care. Oral care. What's
the practice in dealing with the dentures, thehietbie oral problems of the people
you work with, Ms Wilson?

MS WILSON: We try and give oral care. Sometirttessresidents will be resistive.
More — but on the whole we usually clean theirheesell, | do, | don’'t know about
other staff members, but when | come in to giverthleeir cares, | always clean their
— try and help them clean their teeth. At nightej you take their dentures out, but
not a lot of staff know that. And this is whertof the problems stem from, too,
with that — with oral care, they don’t actually kme- they don’t understand that you
need to take the dentures out and, you know, threie mouth.

MS WALTON: You can’t leave them in either.
MS WILSON: Yes.

MR BOLSTER: Is that something you learn when gouwour cert Il and cert 1V,
is that something that the course covers?

MS WILSON: Basic — basic understanding of it.
MR BOLSTER: Ms Walton?

MS WALTON: | find the same thing. Whether thafédon’t know — the previous
staff don’t know or they don't get the time. Youitg often go into work and you

will have a resident ring at 1 o’clock in the margj for example, I've got a lady
that’s got MS, only got the use of one. She vall me in at 1 o’clock and say,

“Sue, can you clean my teeth? Can you take mygbaenture out and clean my
teeth”. | said, “Haven't they done it for you?N6, no” So unless she actually asks
you, nobody is actually getting to that lady.

MR BOLSTER: So you read the scenario we gaveofdbe lady who had the oral
health problems.

MS WALTON: | fully understand.
MR BOLSTER: Is that unusual or is that somettilmat happens every day?

MS WILSON: | would say it pretty much happensrgwaay.
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MS WALTON: | would say, too.
MR BOLSTER: Elizabeth, from your experience?

ELIZABETH: From my experience, in the old days just — well, there’s a
problem with it’ it's changed. Back in the latessaties, early eighties, most of the
cohort coming through had no teeth, and the rowtia® to just go and collect
everybody’s teeth, take them away and clean thieimnk now because people are
retaining their teeth, there’s a big issue. Numndres, people find it an icky job
which they tend to want to avoid. And it's somaththat you — you'’re always
saying to them, “Make sure you clean their teethkensure you clean their teeth”,
and they do avoid them and it is a real problem.y&, it is, it's an ongoing
problem. And with people with dementia there’sagtual routine dentists come
through and check people’s teeth, and I'm not aisteand | can’t check them, but
what | do know is that tooth pain is probably therst pain you can ever experience,
and these people have no way of telling you they'tke now got a hole in their tooth
that’s causing them an issue so that's anothemprealem that needs to be looked at.

MR BOLSTER: Ms Walton, Ms Wilson, does a dentisit your homes?

MS WILSON: We do have a dentist come in, | thipés.

MR BOLSTER: How often?

MS WILSON: That I'm not sure of.

MR BOLSTER: Is that something the facility orgses or that the residents - - -
MS WILSON: Yes, the facility has organised thaiw yes.

MR BOLSTER: Right. And the dentist sees all thgidents?

MS WILSON: Again, I'm not too sure on that. Idbknow that side of it.

MR BOLSTER: Ms Walton?

MS WALTON: In the old facility, the managementtbe facility actually set up a
dental room and had a gentleman come in everytsa o look at people that
complained. I'm not sure about the payment orfa@ngt In the new facility, no, it's
up to family, unfortunately. If you are lucky emgbuto discover something and
you've got a family member that can do it, thegdes from there outside.

MR BOLSTER: Is there a direction from managemermtour two facilities that

you have to take care of the teeth of the resi@efgghat something that’s
communicated to you by management?

.ROYAL COMMISSION 15.5.19 P-1703 ELIZABETH/BAIN/WISON/WALTON
©Commonwealth of Australia



10

15

20

25

30

35

40

45

MS WILSON: That has been put in place at ourlitgdbut that’s only from the
care manager. Our new care manager has basiclalgtaff that this is what you
have to do morning and night to clean the residéed$h — or assist.

MR BOLSTER: How recently is that?

MS WILSON: | would say within the last month.

MR BOLSTER: And for the past seven years; whas ¥he position?
MS WILSON: Basically up to the staff to do it.

MR BOLSTER: Up to staff.

MS WILSON: Yes.

MR BOLSTER: So there was no leadership on tlsatdsat all?

MS WILSON: No.

MR BOLSTER: Right. That scenario that we gave wath the lady with the oral,
does anyone wish to comment on that any further?

ELIZABETH: | think that perhaps they should havéhey were aware that she had
compromised dentition. The speech pathologistdaaae in and said she had
difficulty swallowing. | think at that point youan actually get a diet so you don’t
need all your teeth intact and given the issuesstia was experiencing, maybe that
denture should have been taken out permanentlyl a#dso she had a dry mouth
when she came in. She was started on mirtazagumgeone of the side effects of
mirtazapine is to give you a dry mouth so that® going to simply add to the issue.
And there is an issue with people as they get @ddrthey have dementia that they
do have difficulty and they will hold food in themouths.

So I don'’t think it's a one or the other situatidrthink there’s a couple of things
going on there. And perhaps it would have beedgmtito take those dentures out,
seeing as they weren’t being able — she was besigtive, they were causing a
problem and they were causing a deterioration irdkatition.

MR BOLSTER: All right. While we’re on that castudy, why don’t we finish that
and deal with this issue of the mirtazapine that yentioned. Put yourself in the
position of the care manager, and the suggestetrdth milligrams of mirtazapine
should be charted for this lady. What would — wiwatild your involvement in that
discussion have been?

ELIZABETH: There’s — there’s — the reason youd&zknow lots and lots about
elderly physiology is that you know not specifigadin all drugs but you know that
the elderly process drugs differently than the \coihort. So 45 milligrams of
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mirtazapine is actually the top dose. The reconttedrstarting dose is 15
milligrams. And when | was reading through thisds looking and going, oh, she’s
starting to look sedated. | wonder, and | starteldok through it and | thought sure
as eggs, she has had a dose that’s too high forAret then as you read further,
when the dose was reduced, she actually becamerespensive.

So I don't — | think perhaps my response would Haeen going to the doctor and
say, “Listen, have you thought that maybe this desebit too high in this
circumstance and maybe consider going a lower dose”

MR BOLSTER: Have you done that with doctors poesly?

ELIZABETH: Yes.

MR BOLSTER: Have you questioned their charting?

ELIZABETH: Yes.

MR BOLSTER: What's the usual response?

ELIZABETH: Generally, they're pretty good and edause not — you don’t think
about every — nobody thinks about everything @lttme. And one of — if you're
working as a team, one of the things you have ts do make sure that if you're
seeing a problem that you bring it to the persoo wén do something about it
attention, and then they go, “Oh, maybe | didnihkhabout that, | will go and have a
look and then maybe | will change it”. So at legstl give them a heads-up so they
know that this is a concern and they usually ligtethe registered nurses so — and
then actually act on that, so | would have expeatpdsitive outcome.

MR BOLSTER: Ms Walton, Ms Wilson, mirtazapine, ylau come across that in
your practice?

MS WILSON: We do have it, yes.

MR BOLSTER: Do you know what it is?

MS WILSON: Not specifically.

MR BOLSTER: Ms Walton.

MS WALTON: We do, too, and I'm — | can’t be 108rgcent sure.

MR BOLSTER: Right. Okay. Thank you. You’re niovolved, though, in the
decision-making about prescription medicine?

MS WILSON: No.
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MS WALTON: No.
MR BOLSTER: You're not consulted about that #® al
MS WALTON: No.

MR BOLSTER: All right. We’ll come back to youligabeth, the consent issue
there; the drug was administered without speatarthe family who were the
decision-makers for the purpose of consent. Vghatur comment about the
process that was adopted there?

ELIZABETH: | think unless you — you have to has@sent and it wasn’t an
emergency. If it's an emergency situation, yowmdat you need to do and then —
and then inform the family. However, if it's sorhigtg like this that can wait, | think
you need to have consent first because there magbes. She may have been on
that before and it may have given her side effe¥su’ve no idea what the
background is to that, and you have no right toddreatment on someone without
consent from somewhere, whether it's them or whatlsetheir carer.

MR BOLSTER: All right. The issue also raisesmventions by the — potentially,
by the DBMAS. You're familiar with the DBMAS?

ELIZABETH: Yes.

MR BOLSTER: Tell me, Ms Wilson, how often does bBMAS get a call-out to
your facility?

MS WILSON: We've had them in the last two yedmspuld say twice, two or
three times.

MR BOLSTER: For what sort of cases were theyechih to advise about?

MS WILSON: To assist with behaviour managementésidents with aggression,
that type of thing.

MR BOLSTER: Ms Walton?

MS WALTON: Similar experience. They've been wr dacility a few times over
the last couple of years. The first incident wagatleman wandering, sexually
advancing towards ladies.

MR BOLSTER: Yes.
MS WALTON: Another gentleman, unfortunately, netiad any problems, but all

of a sudden he can’t help going into rooms andipgckip everything and taking it
back to his room, and another one was aggression.
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MR BOLSTER: And do | take it from that it's uslyah fairly extreme case before
DBMAS is engaged.

MS WALTON: Yes.

MR BOLSTER: What about the lady in that case wudf that occurred at your
facility would there have been a call-out to DBMA®m your experience?

MS WALTON: Well, she really wasn'’t there long emgh sort of thing. They
didn’t check everything out first before they stairtdoing what they did, | don’t
think, so I'm not sure.

MR BOLSTER: Ms Wilson?
MS WILSON: Yes, it would have been too early.

MR BOLSTER: Too early. And we’'ve heard what yweould do in that situation,
Ms Bain.

MS BAIN: Yes, | haven't actually come across ttkeer people coming in to sedate
an angry or aggressive person.

MR BOLSTER: You're from Victoria?
MS BAIN: That'’s right.
MR BOLSTER: Is there an intervention team in gici?

MS BAIN: There is a similar intervention teamttfauld be called a CATT team
which is a mental health team that would come oh sedate if necessary - - -

MR BOLSTER: What's your experience of them comimg the facilities that
you've - - -

MS BAIN: | haven’'t come across them at all adwal any of the facilities that |
have worked in, because that would be — well, tidoe extreme but | haven't
actually come across it personally myself, so ltcaake a comment other than the
type of team that would be called, yes.

MR BOLSTER: That leads us to another one of igeghestions, and | will start
with you, Elizabeth, why is chemical restraint usedesidential care?

ELIZABETH: Because there’s not enough staffingg & you — it's really
confronting and unsavoury to physically restraiogde, and — and actually it's — |
can’t think of a time where it actually should keppening at all. So then rather than
give proper care, you just sedate people so theyirthnot annoying you. And it's
just —it’s not — it's not acceptable, and | thihlere’s one of the — one of the
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scenarios where they said that they should havealspecial on, one to one, and
instead they tied him up. You know, they've idéatl that they needed a special,
which means that that person needs to be a speltisiop. But because they didn’t
have the staffing and they didn’t have the money and that special would have
been then interacting with that person and distrgdghem from what they were
doing, then you go to chemical restraint, whicansanonymous way of doing it
because people come in, they — everyone looksdiweryone looks, you know,
they're all clean and tidy and they’re not crying.oBut they're not actually getting
— they’re not actually getting the care they need laeing treated like a person with
needs.

MR BOLSTER: Ms Wilson, Ms Walton, are you engagethe decision to
prescribe someone because they're a problem, betaesgre wandering.

MS WILSON: No, we refer it to the nurse in charge

MR BOLSTER: Do you — are you ever involved iniagkfor someone to be given
something to make them easier to work with?

MS WILSON: We've spoken to the EN saying that¢hleave been behaviours and
that we tried different tactics, but those tactiasen’t worked so then the EEN and
the RN will make the decision to provide the restdeith the medication.

MR BOLSTER: How commonly does that occur?
MS WILSON: It does occur often.
MR BOLSTER: Ms Walton?

MS WALTON: | agree as well. Very similar. Ite®mmon. You don’t have the
staff to deal with someone with that behaviour tsLaf documentation from us. We
don’t actually go apart from that, a registeredseuhen documents and it goes
above, and then it's discovered but we don’t getahd result so, yes.

MR BOLSTER: When it comes to medication time #malblister packs or the
Webster-packs or however it is — are to be disteid and you — do you take part in
that process of administering the drugs.

MS WALTON: Yes, at our facility we — we've beenwe give out the blister packs
or they're a sachet — a roll of sachet.

MR BOLSTER: Would you describe yourselves as ihga good working
knowledge of the drugs that are being prescribedpo/ou leave that to the RNs and
the medical staff?

MS WILSON: That's left to the RNs and the medistff.
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MR BOLSTER: Yes.
MS WILSON: | have tried to increase my knowledgevhat the medications are.
MR BOLSTER: Yes.

MS WILSON: But we have to check the charts anetklthe medication to ensure
that the appropriate medication is given.

MR BOLSTER: Would you like to know what the drueye and the effects?
MS WILSON: Yes.
MR BOLSTER: And what'’s exactly happening with tiesidents?

MS WILSON: Yes, | would like to know what the oti@ns are to the medications,
what the causes can be, you know, health-wisehfant

MR BOLSTER: How would you describe your knowleddgsychotropic,
antipsychotic, benzodiazepine?

MS WILSON: Basic.
MR BOLSTER: Do you know the differences betwesen?
MS WILSON: Not a lot, no.

MR BOLSTER: And your employers don’'t engage withu in trying to
communicate that?

MS WILSON: No.

MR BOLSTER: All right. Are you happy with that?
MS WILSON: No.

MR BOLSTER: Do you think it affects the care ymuable to give to these people?
MS WILSON: | personally don’t think as an AIN thHashould be giving out
medication. | think that should be the role of EEeN and the RN because they've
had four years of training — 18 months or four geatrtraining to learn exactly what
the medication is and how it reacts to a persahink my role should be providing

the care and interacting with the resident.

MR BOLSTER: Ms Walton.
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MS WALTON: | stronger agree with that, I've belerthe same facility for 15
years. In the last couple of years, that respditgibas been taken from the
registered nurse. She is fully qualified to da @rad so is the endorsed enrolled
nurse. They give it to a carer. You do a two dayrse. Here you go, here’s the
keys. And you've got an iPad and all you do isetefive tablets, there you go.
They don’t know whether that person — if they d@@e that person all the time, has
problems swallowing, whether it's crushed, whdtas to be taken with. I've been —
I've done their particular course two or three tnm®w and it's been changed, so |
am not — I'm qualified through my actual certifiedV, but not at the place where
I’'m employed. So in a way I'm lucky | don’t have deal with that, but if | was, |
would want to know what that drug is for, | woulémt to know what the effects
was, and you're giving it to someone that can’t goasent.

MR BOLSTER: Do residents’ families ask you whag pills are for?

MS WILSON: Not really, no, and if they do, weeethem back to the enrolled
nurse or the RN in charge.

MR BOLSTER: Ms Walton.

MS WALTON: In extreme cases, yes, they do. B@maple, if mum is sleeping all
the time, why is she, | will go and get the registenurse so you can tell.

MR BOLSTER: Okay. Physical restraint. Elizahstbu’'ve seen it; what
happens?

ELIZABETH: Look, it's — it's appalling and it shubdn’t happen and — and the only
time it should — and people should be in the leastictive environment possible.
They shouldn’t be tied in chairs and if we're reiieg to that first, where the person
was tied up, that — the — when somebody is beialgnt with you, if somebody is
really violent and trying to punch you, that's aokddifferent ball game to if they're
being agitated. If somebody’s being agitated, gawi just give them some space;
that’s not an excuse to tie them up. And thateft— they actually are lashing out
you can actually isolate them so that they're noting you or themselves or some
of the other residents. There is just no excuséhft. And what happened — and as
| was reading it, it was like there was no congenthe restraint. They forced a
person who was mobile to sit for the entire timenvas there, so he was
deconditioning.

If you sit for an excessive period of time you losescle mass, you lose your
condition, you lose the ability to walk. And peepvho are elderly are already in a
compromised condition for that. So there | thinknd — and the other thing was that
they had identified that that person needed oma&) and that's what they actually
needed, if they actually needed that. So — and thleg’'ve done to cut costs is tie
him up because they didn’t have the — the stafil@via. And what that did was

then physically decompensate him so that when d¢hetdnd up he had a fall.
Whereas before he didn’t and if he had just bei#tdde wandering, and we had the
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diversional therapist in there to help, that wadde been much better. And looking
at that, he was just — the agitation, you can imagrhy that agitation was
happening.

This is a person who has dementia, has been latihbgme with his wife in a
familiar surrounding, being put in a place whereré's nobody that he knows, he
doesn’t know what the place is. Going into hosp#téoad enough if you're
cognitively intact. And this is a person that @it process that and it's absolutely
no wonder that he was agitated. There was noatidit that he was being violent.
So from my perspective, why on earth was he ddiat?t And | don’t think that
restraint in the elderly is — it carries with itagmous amounts of risk. It's bad
enough doing it to an adult but when you start daito somebody who may have
osteoporosis and all — and frail skin and the oégt and then they can slip out and
choke. It's just — it shouldn’t be happening &t al

MR BOLSTER: Ms Bain, you've seen physical restrapplied?
MS BAIN: Yes.
MR BOLSTER: What did you — what's your experieméehat?

MS BAIN: [I've seen several types of physical rastt because physical restraint
can mean putting a table in front of an older perso

MR BOLSTER: So they can’t get up?

MS BAIN: So they can’t get up. They haven’t ¢foe strength to get up and push
the table away.

MR BOLSTER: How commonly have you seen that?

MS BAIN: It's common. I've seen it in two fadies | worked at, and it is a regular
occurrence.

MR BOLSTER: What other restraints have you seen?

MS BAIN: [I've seen the actual strapping of a persising webbing around the
middle area, and | have also seen a dressing geaahas a restraint by tucking it
underneath the resident’s buttocks and just arthmadvaist area. And - - -

MR BOLSTER: How recently has this occurred, toiycecollection?

MS BAIN: Well, it was occurring when | was workjrat my — not at the last
facility, it was occurring at the facility beforbat, so about 18 months ago, you

could say.

MR BOLSTER: And on an intermittent basis or aulag basis?
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MS BAIN: Regular basis.
MR BOLSTER: Daily?

MS BAIN: Daily. Daily, regular basis. Even withgentleman that was calling for
help, removing him to his room and shutting therdobhat'’s restraint. There was
no help for that person. There was absolutelyaip &nd pleas from the team that |
was working with were quite often not taken heed ®metimes taken heed of.
One woman was actually restrained. She had deme8te was restrained in her
room facing to the wall, white on white. No perswith dementia can see white on
white. It means nothing to them. So that oth@ppethat have been talking about
the facilities with white and nothing else arouhdr is very, very significant
because a person with dementia cannot see whitdibe.

MR BOLSTER: Ms Wilson, Ms Walton, physical restita you each have limited
experience of it. Could you tell the Commissioowithat?

MS WILSON: In my facility we don’t have it. Itas — it has been removed. |
think it was removed — for as long as I've beedeémentia we have not restrained
any residents.

MR BOLSTER: Ms Walton.

MS WALTON: Over my 15 years I've seen lots ofte@r restraints. It has gone
from, people used to wear a vest, used to tie tioesnchair so that they could move
but they couldn’t get up. In the bed, the sameghiTray chairs, a similar thing, sit
a person in a chair that wasn’t very comfortabldhaitray. That went out a fair few
years ago. Cot rails were a restraint. And whemwoved to the new facility there
are no cot rails now. So I've seen a lot ovenybars.

MR BOLSTER: And for what behaviours were thessregnts applied?

MS WALTON: Wanderers, people that didn’t know wkiz¢y were doing, they
might take their clothes off, if they just wentandther people’s rooms, if they were
loud, intrusive, things like that, yes.

MR BOLSTER: Not limited to people who were viailen

MS WALTON: No, not limited to people that wereignt at all.

MR BOLSTER: What's the standard response, in yxperience, for dealing with
people that are violent?

MS WALTON: Well, they call — it's usually medigan, yes.

MR BOLSTER: Yes.
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MS WALTON: Usually medication; it goes straigbtthat level.

MR BOLSTER: Let me ask your perspective. One wop40 residents, some
presumably are capable of damaging you physically.

MS WALTON: Which they have, yes.

MR BOLSTER: What support do you get from thanirgour employer?
MS WALTON: None whatsoever.

MR BOLSTER: Do you get counselling, do you getdioff?

MS WALTON: It's very hard. If you have an incitiewhere you're injured, you
report it to your registered nurse, and there’siaident form to fill in, and then you
go from there. So through my experience over #ag, no, I've had not much help
at all dealing with it. And with the after-effecttm on an injury at the moment and
you have to fight for everything that you're emtdlto through no fault of your own.

MR BOLSTER: Yes. Elizabeth, you at the momemedar your mother-in-law at
home. How does the care that she receives frondiffax from the sort of care that
she received when you took her out of residengablecare?

ELIZABETH: | have eyes on her every day, and dwnwhat's going on with her
physically. When she was in aged care she waateshlshe didn’t have the phone
to ring up her friends all day.

MR BOLSTER: Yes.

ELIZABETH: The — they were taking her to the slepwand not putting the rails up
on the shower chair if that particular shower chaid the rails because they should
have them. Because she’s hemiplegic — she’s Ea@igown one side — it means
she has no control over that side, and so thenddlhe the rails so she couldn’t fall
out. There’s also lap belts in some of the shashairs. None of that was done and
she fell onto a concrete floor. We weren't notfieThere was no medical follow-
up, and she had actually sustained a fracturetiveth At home she — the shower
chair that we use for her has the side rails soitlsae leans to the paralysed side
she’s not going to fall. She’s properly supervised

She — they would only give them sandwiches for éirand she didn't like that. She
— the staff were saying that she had dementiae@nsls dementing because English
is her second language, and they couldn’t undetstdrat she was saying, and, in
fact, she’s not dementing at all. There was —atdrtbe big things is they don't give
them enough fluids so she had recurrent urinagt indections. One of the
problems with urinary tract infections is you caet delirium which may or may not
resolve and that delirium — a delirium looks veryahn like dementia except it
happens in an instant. So you go — one minutergadgnitively intact and the next
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minute you’re not. That may remain or not. Andttbonstant — those constant
urinary tract infections can be really damaginge 8asn’t had — she had one in 2005
and she hasn’'t had one since and that’s becausshlIffuid all the time.

And in nursing homes you say to people, make $wakethey can actually reach the
water, make sure they have enough, make sure yamk ethat colour their wee is,
and it just doesn’'t happen, and you walk aroundthadjlasses are not within reach.
Even if they could, they can’t get something tari So she has got sufficient fluid
all of the time. They don't give them enough filmeheir diet and so they're
constipated, and constipation makes you very, uagpmfortable. And then the
appearance you give people — make your tummy lwsha says, and when she
came home | said to her, do you want the tabletkogrou want a drink? Do you
want to drink this glass of water? I'll have thin#f. So she hasn’t been on any
aperients since she has been home. It's about basstant care and having eyes on
her. And when she had the — when she had theraherdy urinary tract infection, |
was looking at her and | thought you're lookingywerery strange. And I just said to
her, “Where do you live?” And she went Belmoréne'S never ever been to
Belmore, lived in Belmore, just straight into thespital. And this is why you need
to know someone so you can tell when their behatgalnanging. She’s actually
able to access the community even though that mesapsatting her in a wheelchair
and that’s lot of effort for us. But she’s ablestugage normally like a normal human
being with the community.

MR BOLSTER: Commissioners, | can finish this exaation probably in 10
minutes. Would you like me to continue?

COMMISSIONER TRACEY: Yes. Continue.
MR BOLSTER: Thank you, Commissioners.

Just on that issue of UTIs, Ms Wilson and Ms Waltbmyou have a perspective
about that and the need for hydration and to clieekirine of the people in your
care?

MS WILSON: Yes, there’s a need to — as Elizalsaid, you need to keep the
fluids up.

MR BOLSTER: Who does that?
MS WILSON: The AINs do. We do our best. We makee that they've always
got a drink there in front of them or we’re alwayging them a drink if they can’t do

it themselves.

MR BOLSTER: All right.
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MS WILSON: Whenever | put a resident to bedwaals check if — when they go
to toilet | always try and check and make sure whaitcolour of the urine is,
because in that way you can tell - - -

MS WALTON: You can tell.

MS WILSON: - - - if there’s something going on.

MR BOLSTER: Let me ask you a care-related quaestM/here the resident has an
English deficit, whether it's caused by the deneenti otherwise, what sort of
complications does that add to the care load thatfgce and how do you deal with
that?

MS WILSON: It can be hard. Sometimes you sotrpfand like role play, type — |
wouldn’t say role play, but what would the wording. We use cards and things like
that — picture cards, things like that so I cantigei to point to it, that type of thing.
But | must say, | haven't had a lot of dealing wgtthat in our facility.

MS WALTON: We deal with that. We do a similairty. It takes a lot of time.
You can’t rush somebody like that. We only hayecaure book, if they can
communicate. It's very difficult. We don’t havaybody that can come in unless
it's a family member.

MR BOLSTER: And so there’s no second languagsi@sge - - -

MS WALTON: No.

MS WILSON: No.

MR BOLSTER: - - -in the form of interpretersdssist at any stage that you've
come across.

MS WALTON: No. It gets really bad. Unfortunateyou’ve got to ring a family
member.

MS WILSON: Unless you've got other staff.

MS WALTON: That can talk that language, yeah.
MS WILSON: Can talk the language.

MR BOLSTER: That's a matter of luck, isn’t it?
MS WILSON: Yes. Yes.

MR BOLSTER: | wanted to ask you each a questlmyuaithe future. And what
would be the things that you would like to change?
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MS WILSON: | would like to see more staff in dacility. |1 would like to see
more study and training, upskilling for staff antletter understanding of dementia.

MR BOLSTER: Ms Walton?

MS WALTON: I'm very similar. I’'m passionate albtaged care, I've been in it for
a long time. | come from both sides family, loakiafter family, family going into
care and working into care. You cannot treat pedkeé that, they need more
support. You need ratios in care, one person toe#@ do it. They need lots more
communication and lots more education.

MR BOLSTER: Ms Bain.

MS BAIN: [ would like to see an increase in tlteieation of anyone that works in
a dementia unit and in aged care in general. lavitke to see a palliative care
organisation come in and offer information and edion about the death and dying
process. | would like to see a ratio of staffésidents as well. | think it's very
important. The nurses and the — most staff in @gee are run off their feet. And |
would like to see an additional support unit foopke with dementia in regard to
their — their sociology, to actually bringing thémho society, into the whole realm of
aged care, not just being isolated. There has twhange and that's what I'm
working for.

MR BOLSTER: Elizabeth, could I ask for your pexspive and can you deal with
the other matter that you wish to raise about hessepeople with dementia.

ELIZABETH: Okay. Two — one of the big things Wiaged care — and then | will
go into the mental — the homeless. In aged cdoe,-athere’s no real new grade
program for people going into aged care, so the &88't specifically trained, and
that needs to be targeted. And as the othersdamgigeyou can’t provide the care.
There is no way you can do it. It’s just unreassd@an the current staffing. The
other problem is in the homeless population — petmt are homeless have mental
health issues and drug and alcohol issues whicle mpk- the people who are
homeless, have a 20 per cent — 20 year lowentife@ancy than other people. And
| have come across people in the community. Wisuaed them. And at 38 this
man was demented from alcohol abuse, from — hefnwasa heavy trauma
background, plus the racism on top of that. Weawerable to get him into aged
care because he was 38, but he was high levelloaked unit suitable.

And there have been — and there are people whooaderline homeless. They're
currently in housing. And because of the chartge Partners in Recovery program
has been stopped and there’s nothing to fill the gdo what happens is that people
who are marginalised with mental health issuesdind and alcohol issues get into
housing, they’re not managing because of their itivgrstates going down. They're
not managing, and so they can’t look after themesend the homes turned into
squalor. So they get evicted into homelessnessusedhere is now actually no
support to come in and help. And when the PartineRecovery program was there,
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you could actually come in and do a squalor cleahat least the person, even
though they're deteriorating, was now not homeless.

And there was one particular man who was — hetsyoable to help himself and his
unit was putrid. And what would happen is thatdauld get putrid, he would be
evicted and then he would be on the streets. Aad somebody would find him and
they would get him rehoused. There is no supmormpéople like that. They are

never going to make the age to actually accessateethat they need. So | think the
— 1 think access to dementia care should actualgrba needs base, not an age base.

MR BOLSTER: [I've come to the end of my questiomsthere anything that you
think we've missed that the Commission needs tamkabout that we haven't
covered?

MS BAIN: [ would like to actually suggest thattie is room for a new type of
dementia that includes younger people becausemMor&ed with younger onset
dementia people, or people with that early on3éiere is nowhere for them to go.
And there needs to be a more specific type of démeare for people with the
earlier onset which is inherited dementia. Sodhgmnothing for them at the
moment.

MR BOLSTER: We will be dealing with that in a fwé hearing.
MS BAIN: Wonderful. Wonderful.
MR BOLSTER: Was there anything else that anyorsh&d to raise?

MS WILSON: | would actually like to see mandatads like they have in child
care for — for aged care. In child care you haue fo one in staff, you know,
looking after children, but in aged care you ddrave that.

MR BOLSTER: And one other question, what abogtsteation of assistants in
nursing and carers?

MS WILSON: Yes, I think that's important. | thkirthat would basically weed out
the staff that don’t really want to be there buythre just been put there because
they've got to work, or they’re being — the emplamhagency has put them there.

MS WALTON: | think they do it for registered nesand endorsed enrolled
nurses. If you're in a facility that's changingnstantly — these residents’ health and
medical needs change all the time. If you're resgng up, you can’t understand
them, you need to be able to understand them.eSal yhink it's a very good idea.

MR BOLSTER: Elizabeth.
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ELIZABETH: | think there should be mandatory rejoag for pressure areas,
because it's not that the — because if you havesspre area, it means that your
nursing is not good enough, there’s something winrigat nursing home that is
failing that produces that. If there’s mandataggarting and that reporting triggers a
review of that nursing home, I think that woulddmod. It's sort of like testing
water. You're looking for E.coli. You know evelyg else is in had there but
you're looking for the target organism. And | thithe target organism for aged care
should be pressure areas. And - - -

MR BOLSTER: It's a proxy for good aged care.
ELIZABETH: Itis. Well, it's one of the proxiesBut I think as soon - - -
MR BOLSTER: What are the others?

ELIZABETH: Incidents, the rates of urinary infemts, the rates of violence, if
anybody is being restrained, it just shouldn’t bepening. There are many, many
other things, but I think one of the big thinggust if there’'s a pressure area it means
your system is failing and what is going on.

MR BOLSTER: Thank you. Commissioners, that'seikamination.

MS WALTON: May | just say one more thing. I'ngeeat believer in
accountability as well. Whoever is getting thi®enous amount of money, whether
it be facilities or the government giving it outwherever it's going should be
accountable to where it's being spent because ablidhe enormous amount of
money that is going into aged care is not goingtieraged people in face-to-face
care. So | realise it's a huge complex situatiohitss not working at the moment.
Sorry.

MR BOLSTER: Thank you, Commissioners.
MS WALTON: Thank you very much.

COMMISSIONER BRIGGS: Thank you all for your prasstions. | do have a few
questions and | will try to be short and sharppggising our timing constraints.
Each of you has argued that there are insuffig@ff. We’ve heard arguments from
the industry that it’s virtually impossible to sjfgcstaffing levels and staffing ratios.
Do you see a way or a means to increase or thioutdiow staffing levels might be
increased in a way that a government or a prodarrelate to?

ELIZABETH: | think the Nurses’ Union has donecd of — lot of research into
what's required for nursing ratios. | think — drttiink they should be looked at. |
think it was 50 per cent RNs — no, 30 per cent RNsper cent ENs and 50 per cent
AINs. That's not too bad and that will give yowasenable care. The ratios in the
hospitals where there’s some really high acuityhwi¢haviours, you need one to
three. So when you're starting to run into issofegolence, you need that sort of
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ratio, plus backup staff to come in over the tophatt. And | think — I think the
problem is is that you've got people trying to mg@m#éhe money and the people
trying to deliver the care, and there is no apptémn across that gap about what —
about why these things need to happen. And y&udahe accountants and because
this is not their area of expertise, they thinklwtblat many bodies on the ground

will actually do it. When you're looking — when yoe trying to actually deliver the
care, you can't actually do it that way. And thbes got to be some sort of bridge
between the people who are managing the moneyhangkebple that are delivering
the care.

And you're never going to get a perfect either batlit's got to be better than what
it is, because all you're basically doing at thenmeot is warehousing people. And
all the examples in your scenarios are what happes you don’'t have proper care
and then instead of looking at it and going whgou know, the questions that
should be asked in this is why wasn’t this carévdedd, how were, you know, was
the person available, did they have enough tingoti, what were the things that
were building up that allowed this to happen infitat place? And | can guarantee
you that the answer to that will, on the majorifycases, be there wasn’t enough
staff, the staff was with somebody else, they niissehey didn’'t have — when they
came in — there was one scenario about the peembevnallowing difficulties and —
and they came in from a hospital. Now, if you'x@ gomebody who'’s only ever
worked in aged care and they haven’t had any esmpegi or new grad program, that
may not stick out to them.

And to highlight — highlight the deficits in cadewas actually interviewing first year
registered nurses to — because they were tryiggttout of aged care and | was
asking them questions because | was curious, said ito them, how do you assess —
what do you assess if somebody suddenly changed#taviour? They couldn’t
give me a quick answer. | said how do you asswss fractured neck of femur, they
couldn’t tell me. The big thing in aged care isiyave falls. If you don’t have
people that understand that this is what you neefbt you can’'t move them, you
need to assess them — if they don’t even know wlineiw to do that and then you've
got a problem.

So there has got to be some connection betwedretrecounters and the caregivers
and there’s none at the moment. And the bean emihaive got — it’s far too on the
side of the bean counter and not enough on theo$idare. And you just — it's — if
something isn’'t actually done to stop that, thessthscenarios that you've given us
are just going to keep repeating and repeatingepehating. And it's there for the
grace of God go | that, you know, it wasn’t youtbat shift that missed ringing
someone or doing something because you just didive the time to see them. So —
and it's not that | don’t care, it's that you angt pn a position when you can’t do
anything about it.

COMMISSIONER BRIGGS: Okay. What evidence is ¢hierthe system that
people who are working in it have a quality cargath? And | take it from what
you're saying, Elizabeth, more could be done aledutcation and training, but | was
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very interested in what Ms Wilson, her career stadfpnd I'm wondering for the
extra training that you've done in the area of detiaewere you provided with an
extra salary which recognised that training?

MS WILSON: No.

COMMISSIONER BRIGGS: Right, the next questionttixe got — and | will try
and make this the final one —is — it's around gdams, the effectiveness of care
plans and the absence of them for people who copasil understand it, but | could
be wrong, for respite care. And we’ve heard soawdases of the care provided for
people who are on respite care. Are care plansesstul, how often should they be
reviewed, how long does it take to review themrnacpice?

ELIZABETH: You basically don’'t have enough tinelireathe, let alone read a
care plan, and what you're really relying on in Hamdover. | mean, the care plan is
—if you had ,the time it would be good to havedwese it gives you the assessment,
you know what the risks are you know that that etsas a dry mouth, you know
that they've got dental issues. Those things ayielighted to you, so that switches
you — your thinking processes on and going, righged to make sure that's
followed up.

But quite — on a completely practical level, whew ylon’'t even have enough time
and you have to stay back on unpaid overtime toadlgtgive a handover where
have you got the time to read a care plan? Anchwbe're ratio is one to 60, or
you're having to do the double load for somebodywhdn’t come in, where can
you possibly read it? So you're working blind hilé time. And — and not being
able to assess the person every day, you've gaildgm because you can’t do it.
And one of the really good things that happens wjwerire giving out medications
as a registered nurse — giving out the medicai®nsither here nor there, you do
that, but one of the absolutely critical thingsttyau do when you see that person is
you see what state they’re in, you see if theygitaded, you know what their base
line is and that gives you the basis on which taalty then treat them or deal with
them in the future.

And the other thing is if you have that relatiomsWith people, when they are
becoming agitated, you can actually use that aeatiip to calm people down. And
I've had people who have been extremely violentgumtching somebody else in the
head, and because of that relationship, | wastaldeep in and talk to that person,
even though they weren’t rational at the time. réhgas — they were completely
irrational and extremely unwell. | was able to tisa relationship to get them down
to — stop them being violent and get them dowmsb peing agitated. And that has
been taken away from us, that — that really ciigkzaly assessment.

And when you've got 60 people, how can you evertlsem? How can you even
see them, when you divide that by a shift? Yowweto do handover. If you're
lucky you will get a break, maybe. You don’t evgat to do that. So you’re coming
down to minutes and then something else will gongrand you’ve got nothing and
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there are days and days and days and days with wa&loads when you don’t
actually set eyes on a person. And that’s jusingethe residents up for disaster and
you're setting you up to lose your registrationdaese you didn’t provide care that
you were supposed to. And one of the reasons nlgenm-law is still alive, 14
years after being taken out of aged care, is beckluave eyes on her every day.
And | know if something is not wrong — if somethiisgnot going right and | can step
in immediately and go right, this needs to be sbriew. So - - -

COMMISSIONER BRIGGS: Thank you.

COMMISSIONER TRACEY: Thank you all very much. We really heard the
voice from the coalface this morning — what it'alhg like in institutions that care

for our elderly and we thank you for that, andyour very constructive suggestions

about how aged care in this country can be imprpleth as to quality and to safety.
We're very grateful. Thank you for coming.

<THE WITNESSESWITHDREW [12.07 pm]
COMMISSIONER TRACEY: The Commission will adjouantil 20 past 12.
ADJOURNED [12.07 pm]
RESUMED [12.29 pm]
COMMISSIONER TRACEY: Yes, Mr Bolster.

MR BOLSTER: Commissioners, | call Dr Juanita Vbessy, who is in the witness
box.

<JUANITA WESTBURY, SWORN [12.29 pm]
<EXAMINATION-IN-CHIEF BY MR BOLSTER

MR BOLSTER: Could the witness’s statement, WITLD0001.0001 be brought
up. Thank you. Dr Westbury, is that a copy ofrystatement?

DR WESTBURY: Yes,itis.

MR BOLSTER: And do you wish to make an amendmamnthat statement?
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DR WESTBURY: No, | don't.

MR BOLSTER: And its contents are true and coftect

DR WESTBURY: That's right.

MR BOLSTER: | tender witness statement WIT.0100100001.
COMMISSIONER TRACEY: Yes. The witness statemaiDr Juanita Westbury
dated 29 April 2019 will be exhibit 3-61.

EXHIBIT #3-61 STATEMENT OF DR JUANITA WESTBURY DATED
29/04/2019 (WIT.0117.0001.0001)

MR BOLSTER: Now, Dr Westbury, you're currenthsanior lecturer in dementia
care at the Wicking Dementia Research and Educ@ienire at the University of
Tasmania.

DR WESTBURY: That's right.

MR BOLSTER: And you carry out, or you're involvedthe course of the diploma
course in dementia care; correct?

DR WESTBURY: It's actually the Bachelor of DemenCare, that’s right.

MR BOLSTER: One of your former students, Ms Wilsgave evidence earlier
today.

DR WESTBURY: That's good.

MR BOLSTER: And spoke highly of the course. Jmwstvay of background, how
many people do that degree course every year.

DR WESTBURY: | think — I don’t have the exact noens, | think there’s about
one to 200 each year. | think we’ve had alreadyo9D00 graduates all up.

MR BOLSTER: What's the professional make-up & ¢fnaduates? Are they
nurses, carers?

DR WESTBURY: Predominantly carers, people thatraally usually very
interested in improving dementia care.

MR BOLSTER: And from all parts of Australia.
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DR WESTBURY: From all parts of Australia, andrfrmverseas as well. We get
some from New Zealand and some from other countries

MR BOLSTER: Allright. You are a registered pmacist yourself.

DR WESTBURY: That's right, yes.

MR BOLSTER: And your academic area of expertssprescribing in aged care.
DR WESTBURY: That's right, and old age mentalltiea

MR BOLSTER: And old age mental health. RightdAn that field, your
specialty is psychotropic medication.

DR WESTBURY: That's right. | did a PhD on psyttopic use in aged care.

MR BOLSTER: All right. We will come back to youesearch later but | just
wanted you to assist the Commission with some bagemation about what
psychotropic medication is, the various terms anwd the system works on a
regulatory level. Let’s start with the word “psytiopic”, what drugs does it apply
to and what does the term mean?

DR WESTBURY: Psychotropic, really, is a term tean drugs that actually work
on the brain, the central nervous system and tfiegtanood and behaviour and
emotions.

MR BOLSTER: In paragraphs 11 and 12, you refeh&drugs affecting the mind,
emotions and behaviours.

DR WESTBURY: That'’s right, yes.

MR BOLSTER: And you refer to three classes, butto main classes, and those
two classes are antipsychotics, one, and benzqaree= the second.

DR WESTBURY: That's right.

MR BOLSTER: Can you describe the effect of thivee classes and identify what
the difference is between them.

DR WESTBURY: Antipsychotics — | will give you atlof a lecture here, that's my
job — antipsychotics are — they were mainly devetbio treat schizophrenia. The
first one was developed in about 1950; it's catttbrpromazine. And they are
usually licensed and intended for use for serioaatal illness. They work mainly to
reduce the levels of dopamine in the brain but ey have effects on other, what
we call neurotransmitters or other chemicals.

MR BOLSTER: Rightand - - -
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DR WESTBURY: They are designed to reduce psyclsyimptoms, and that’s
disordered thought. And you see those in peoptle sdavere mental illnesses like
schizophrenia.

MR BOLSTER: So | understand that there’s two getiens.

DR WESTBURY: That's right. The first generatimere the original drugs,
chlorpromazine. Another one is trifluoperazine thatt’s not available any more.
Haloperidol is another one, and people who havé&bm mental health would be
familiar with those names.

MR BOLSTER: What was the problem with the firshgration of drugs?

DR WESTBURY: The main problem — they do — they -athey can be very
effective in people with schizophrenia. They caiphithem to function better, help
delusional thought, psychosis, but the problem #i#m is they can cause side
effects like confusion, but the main thing that earthe main thing that was
observed with their use were movement disordensgs$tike bad tremors, muscle
stiffness. And the problem is that if you use thfema prolonged period of time,
you can get permanent movement disorders. Thengsalled tardive dyskinesia
which is abnormal movement of the mouth, tongukngl and some people might
remember maybe seeing people on public transpatrittbuld just continually roll
their mouth around, and they probably had beemgp#tiese medications for a long
period of time.

MR BOLSTER: Are they traditionally used in theedgcare context?

DR WESTBURY: You see them every so often, paldidy one called haloperidol.
The thing about — the thing about haloperidolait be quite effective as a sedative
as well. So you do see a little bit of haloperjditd quite fast-acting. But you're
more likely to see what we call new generationgsythotics, and they were
developed late nineties, early 2000s, the namép#wple might be familiar with are
risperidone, olanzapine, quetiapine. There’s a oe&called aripiprazole, and they
were developed, and they have a lesser incident®sé movement side effects but
if they’re used for a longer period of time or &hhdoes, still you can see those
movement side effects as well.

MR BOLSTER: Okay. And in the context of some@ith dementia in aged care,
what's a legitimate reason to use risperidone,zapime or quetiapine?

DR WESTBURY: Well, the only drug that's actuadlybsidised and licensed for
use in people with dementia to — and it's onlyrieed in certain instances — are the
people who are severely distressed for two pagicsfymptoms, and that’s agitation,
aggression, or for frank psychosis. So sometineeple with dementia especially
with a type of dementia called Lewy body dementilhlvave — can experience
hallucinations. People with Alzheimer’s disease aso have quite strong
delusions, as well, where they think, say, relatiaee stealing their property or that
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they've taken money or that their spouse is chgaiimsomething like that. So when
it's appropriate to use that — when those soriyoffgoms really cause significant
distress, or they cause a risk of harm. So themédde a risk of harm to the
resident. Sometimes it might exert a risk of h&wrother residents or to staff.

MR BOLSTER: Right. And the drug that is indiaais risperidone.

DR WESTBURY: That's right. Is the only drug irugtralia that is actually
licensed for use but only under specific circumeéan as | said, under particular
distress, and when someone is at risk of harm.

MR BOLSTER: We will come back to the indicati®?BS, TGA aspects of this in a
moment. What are the broad risks of these drugth&elderly person with
dementia?

DR WESTBURY: Well, you know, there are minor gskWe know that all of
those drugs, they will cause confusion and theyeedvhat we call cognition, so
they can reduce the functioning of a person withn@latia, they can make them
drowsy, confused, and you're talking about a grotipeople who have problems
with cognition in the first place. So you’re softreducing their function a little bit
more by giving them. They can cause as | saidydre, movement disorders, they
can cause excessive drowsiness, but what is theobigern that we have about it,
about them, is that in 2004 there was a large -t wkacall a meta-analysis so a
group, a special study looking at a number of dififeé research papers and they
reported that antipsychotics, when used by peoptiementia, increase the risk of
stroke.

And that resulted in a large safety warning, ancs$ in the UK at that particular
point in time and we had to check for people takhegse medications and really try
to make as much effort as we could to reduce thBaot.in 2005 in America, there
was another safety warning which linked the usine$e drugs again in people with
dementia to an increase in what we call all-causdatity. So it means that people
with dementia taking these drugs will die at a leigtate. They’ve got more risk of
dying of a number of conditions.

MR BOLSTER: Now, later in your statement, yolerebb a case that was
considered by the Victorian Coroner that’s in enickebefore the Commission, the
case of Barton.

DR WESTBURY: That's right.

MR BOLSTER: And olanzapine as the drug that wsediand criticised in that
case. Just very briefly, the criticism was dirddie the falls risk that was — that
faced Mrs Barton, the deceased in that matter.ld3mu tell the Commission about
the falls risk that's apparent for people that hénese sorts of drugs and in particular
olanzapine.
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DR WESTBURY: | don’t know whether olanzapine isma highly associated with
a risk of falls. We know that all psychotropic nedion in older people,
particularly in people with dementia or cognitivegairment, we know that all of
them increase the risk of falls, so that benzodlisms as well as antipsychotics, as
well as antidepressants, and that’s part of the megson why you should be very
judicious and really be thoughtful before preseripihem.

MR BOLSTER: All right. The next main categoryafantipsychotics, is the
anxiolytics, anxiety relieving drugs, is that aretlvay of putting it?

DR WESTBURY: That'’s right, yes.
MR BOLSTER: What's the difference between therd antipsychotics?

DR WESTBURY: They're a different class of druiley work on a different
neuroreceptor or different parts of the brain. yrhelong to a group of drugs called
benzodiazepines. People might be familiar with esiike diazepam, oxazepam,
temazepam. And the shorter — in general the shacteng agents are known as
hypnotic agents and they put people to sleep, tepsam — people may have
experienced. The ones for anxiety last a bit logel the one | know that is used
most commonly in aged care is oxazepam.

MR BOLSTER: Can we bring up, please, RCD.9999/00®19, please. Page 19 of
that. We will come back to the document that thisxtracted from, but you can see
on the screen in front of you, we’ve got a listled drugs that we’ve been talking
about and may be of some assistance to the Conomiasd to you. So the
difference between anxiolytics and hypnotics?

DR WESTBURY: Well, they’re from — if you give eagh of a hypnotic, it would
also help with symptoms of anxiety. They're balbyclom the same drug class
called benzodiazepines and it's about the lengtingd that they stay in the body, or
how quick they take to exert their action. Hypostike temazepam are very quick
acting and they will put people to sleep quite glyic Oxazepam is known as an
anxiolytic, it takes longer to work, to be absorlbed it lasts longer and so it’s
generally used when someone is agitated or anxious.

MR BOLSTER: Now, the third broad category of gsytropic are the
antidepressants.

DR WESTBURY: That's right.

MR BOLSTER: And what'’s the difference, the brahffierence between the
antidepressants and the other two categories tiaevibeen discussing?

DR WESTBURY: Again, it works on what we call @ifent neurotransmitters,
without giving you an all over type of descriptions- when antidepressants, they
work mainly to increase the level of serotonin thaty work in other ways as well.

.ROYAL COMMISSION 15.5.19 P-1726 J. WESTBURY XN
©Commonwealth of Australia MR BOLSTER



10

15

20

25

30

35

40

45

And — but you have to remember that the brain ileqiomplex, and variable effects
in different people as well.

MR BOLSTER: It depends on the age too, does®'t it

DR WESTBURY: Well, this is the issue with the uwdehese drugs in older people.
Older people have a different metabolism. Thegritakes longer to clear these
drugs. Often the renal system, the kidneys taiegdr so they stay in the system for
longer. And a thing about older people as welhésy have a higher fat composition.
You don’t have as much muscle, you have more fatthese drugs, to get into the
brain, they have to be what we call fat soluble smin older people who have a
higher level of fat and not as much muscle they tenstay in their system for a lot
longer.

MR BOLSTER: Right. The risks for people with demtia of antidepressants?

DR WESTBURY: There’s quite a bit of debate abebether they're even

effective at all, and the risks with this partiqut¢ass is that some of them can cause
sedation, but also we do know that nearly — owtlliahe psychotropics, they tend to
have one of the highest falls risks.

MR BOLSTER: So you're familiar with one of themsmaries of facts that have
been compiled by the Commission staff concerniteglg who was prescribed
mirtazapine.

DR WESTBURY: That's right.

MR BOLSTER: Would you like to comment on the do$enirtazapine for a
woman of that age?

DR WESTBURY: She was prescribed 45 milligrams asarting dose. You
wouldn’t give that dose to a young 25-year-old vilaol never been exposed to it.
The normal starting dose would be — probably thgimam would be 15
milligrams. |- - -

MR BOLSTER: Is there a rule of thumb for oldeppke and a starting dose?

DR WESTBURY: With all the psychotropics in gerleta recommended that
because they are more sensitive to them and thgyrstheir systems longer that
you generally start them at a lower dose than youlavin a healthy young adult.
The rule of thumb is about half the dose, but yeally should be monitoring the
effect. If they're excessively sleepy you realypsald be, you know, changing that
dose quite quickly.

MR BOLSTER: Okay. Allright. So if you were tiplarmacist who was given the
script for that particular drug, even if the doatidt not consult with you, what would
your reaction have been?
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DR WESTBURY: Well, with — as a pharmacist in agounity pharmacy, you
have prescribing software and really, with thegé siodrugs, you should check
whether they've been given out before. And if thayen't, it's important to ring up
and check, you know, is this the first dose. fund out that this was for an 84-
year-old person who was a resident in a nursingehiinrst off, | would be ringing up
the doctor and just saying that the recommended doE5 milligrams and that I'm
just informing her of this. Usually the doctor wd@o whoops and change it.

MR BOLSTER: In practice, have you had to do that?

DR WESTBURY: | have done. I've practiced as enowunity pharmacist and as
an accredited pharmacist working in aged carevwando draw attention to high
doses.

MR BOLSTER: Can you give us an example of thé¢ gbsituation where you do
intervene for an elderly person.

DR WESTBURY: | think it's not only about high d&s it's about interactions. If
someone is taking — you know, if someone is takipgrticular drug that may, for
example, some antidepressants interact with statimsh are cholesterol drugs, |
have encountered that and I've contacted the pbescrAnd generally, you know,
99 per cent of cases, they're really, you know pyap have this drawn to their
attention, you know, because it protects themyaui,know, usually they're trying to
do the right thing for their patient.

MR BOLSTER: Now, how are these drugs classifiedar the Therapeutic Goods
Act?

DR WESTBURY: The psychotropic drugs?

MR BOLSTER: All the psychotropics we’ve been tatkabout, yes.

DR WESTBURY: Under the Therapeutic Goods Act,\thst majority of what we
call schedule 4 which means that they have to y-¢ha only be supplied if a
prescriber writes a prescription for them. In mmedes, it's a medical practitioner,
but increasingly we have nurse practitioners wheeh@escribing rights and they
can prescribe them as well.

MR BOLSTER: When a drug is registered under tB&ATthey're registered in
respect of certain indications.

DR WESTBURY: That's right. An indication is baally a reason why something
is prescribed and you’'ve got approved indicatioinat’s right.

MR BOLSTER: And so what is an indication?

DR WESTBURY: | just said that, I think.
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MR BOLSTER: Sorry.

DR WESTBURY: It's a reason why something is, vehgirug is prescribed.

MR BOLSTER: All right. Are drugs ever prescribetien there’s no indication?
DR WESTBURY: Very commonly.

MR BOLSTER: Is that what we call off label use?

DR WESTBURY: It's called off label or off licenagese and | think off licence use
Is a term that's more commonly used in the US.

MR BOLSTER: And so, for example, if we go backhe antipsychotics.
DR WESTBURY: That's right.

MR BOLSTER: There’s only one of those drugs thatdicated.

DR WESTBURY: That'’s risperidone, that’s right.

MR BOLSTER: When the other antipsychotics aredudse someone with dementia
is that what we call off label use of the drug.

DR WESTBURY: Yes, you would call it that but & the prescriber’s discretion
whether or not to use that or prescribe that.

MR BOLSTER: The Pharmaceutical Benefits Scheme rade to play.
DR WESTBURY: That'’s right, yes.

MR BOLSTER: To gain a subsidy for a particulangldoes the use have to be
indicated?

DR WESTBURY: | think there’'s a complex now. I'mot an expert in how to get a
drug on the PBS, but there is a process wherertigeabmpany has to apply. It goes
to a committee. And usually to be able to be slibsd or to meet the criteria for
subsidisation, there has to be evidence thatffiésve, there has to be considerable
safety evidence as well.

MR BOLSTER: So what are the risks, then, thatessociated with off label use of
medicines, in a general sense?

DR WESTBURY: In a general sense, really there matybe — there’s likely not to
be a lot of evidence supporting its use. There beagafety concerns that have been
highlighted that prohibited its listing on the PBSwell. It's generally, | suppose,
less regulated use.
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MR BOLSTER: Are there greater risks of side efan the off label use?
DR WESTBURY: There can be, that’s right.

MR BOLSTER: All right. We’ve heard about rispgwne being indicated. What
about the other crosses of psychotropics? Aredamys in those classes indicated
for other treatments for people with dementia.

DR WESTBURY: | think you've really got to treaheh resident or person with
dementia as an individual. You have to realisé $bane of these people, before they
actually developed dementia, had mental illnedsasnhay still require treating. So
you can'’t just say as blanket use that you camtthbem. Every person has to be
individually assessed, you know, as with — in mafdheir medical history as well.

MR BOLSTER: All right. 1 want to ask you a velnard question now. It goes to
paragraph 20 of your statement. Why are thesesdrsgd in aged care? Let's leave
aside the obvious mental health issues, the schizof, the pre-existing mental
health problems where we can assume that thessifeandication in use for the
drugs. But why are they otherwise used in residkaged care?

DR WESTBURY: [I'm going back — | did a PhD in thisactually received the PhD
in 2011 but | started it in 2007. And there wdmeee key components of it. Firstly, |
wanted to see what was being used in aged careshduiethe second sort of
addresses your question where | wanted to findvbytthey’re used as much as they
are. |did quite a bit of literature review, whialasn’t very conclusive, so part of my
research | went out and | interviewed people irdaggee homes. And | interviewed
40 of them as part of this study. After my Phi@phducted a series of focus groups.
And we also had follow-up focus groups from themeéntion project that | did as
well.

So I've interviewed over 50 nursing staff, I'veentiewed GPs, pharmacists and
relatives to really try to get to the bottom ofsthor try to sort of increase the
understanding behind why they’re prescribed. Attdrik, you know, | had — | had a
couple of questions, research questions at the timanted to know why they were
prescribed, and secondly, | wanted to know who thvaskey influencer or who was
the people for the professional group that wadyreasponsible — not responsible so
much, but the key influencer might be the bettey wwadescribe that.

So | had a case study that | went — that | usediedis as part of my work. And |
went through the case study and that was justigeteut people’s attitudes. So |
think — I think in general — firstly, | think that terms of the nursing staff, when |
spoke to them about why they — why these medicatioere prescribed or were
needed, they — in general, most of the staff werg supportive of their use and they
felt that they were necessary to provide comfod tancalm residents. And | think,
you know, one of — a quote was surely it's betbendve someone calm and cosy
than to have them agitated and upset. So | thialedying this is a belief that
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they’re doing the right thing, that they’re medlgaleating a behaviour in a lot of
cases with people with dementia.

| think doctors in general had a strong belief thaty were probably more effective
than the evidence suggests, as well. And mosteofloctors that | spoke to kept on
emphasising that they were only using them at gergll doses and that really at that
minimal dose, surely they wouldn’t have a high wélside effects. Some of the
doctors told me that they felt a lot of the risksrevoverblown, overpublicised, and
again they justified use by saying that they ordgdia small amount. Relatives that
| spoke to often weren’t consulted before the matthos were started. A lot of them
said the first time they found out that their —ithelative or their mum or their dad
was taking these medications was when they receéhaadpharmacy bill. And
pharmacists, as well, who worked in the sectomo$d that they encountered real
resistance to actually reduce the overall use,useca lot of the staff were quite
concerned that behaviours would return or be etazhlathe use was reduced.

MR BOLSTER: Your research has been paralleledtbgr academics around the
world.

DR WESTBURY: Yes, there was a very good, whataléa systematic review,
which, again, is a collection of studies. It wasid by Kieran Walsh and published
in 2017.

MR BOLSTER: Would you go to paragraph 21.

DR WESTBURY: Yes. And I think he looked at 18dies in whole. And I've
listed the reasons that he concluded. Would yaurtie to - - -

MR BOLSTER: Yes, please.

DR WESTBURY: Firstly — and this is specific teegcribing antipsychotics. My
research that | did as part of the PhD wasn’t anltypsychotics, so this was for some
particular group. He said the reasons are tha¢ thvas understaffing and

insufficient to time to engage with the residemd ataff. There was — and that
resulted in less assessment and an inability tmperother strategies apart from
using medication. There was staff inability tolde#h the severity of the behaviour
of some of the residents. There was a lack afitigion other ways to manage
changed behaviours, and that often led to pressuprescribers from staff to initiate
antipsychotics.

There was poor knowledge of prescribers and thHeitgealf on the risks and benefits
of this medication. There was poor communicatietwieen health care teams and
with families. 1 think one thing that he stressedl | found as well, there was
uncertainty regarding whose responsibility it wad ahose role it was to review
and to, | suppose, monitor the use of antipsychotnd, again, as I've found, a fear
of recurrence of the behaviour if the medicatiors whanged.

.ROYAL COMMISSION 15.5.19 P-1731 J. WESTBURY XN
©Commonwealth of Australia MR BOLSTER



10

15

20

25

30

35

40

45

MR BOLSTER: Right. Could we then turn to the sfimn of how appropriate they
are in aged care in Australia, and if we could gchpps to paragraph 14 through 17
of your statement. If you could - - -

DR WESTBURY: Right.

MR BOLSTER: - - - summarise the key criticismattiiou’'ve been able to identify
from your research about use.

DR WESTBURY: This isn’t only — I would love togé’s all my research. | have
had credit, there has been quite a body of res¢hatthas been conducted. One — as
| said at the beginning of my PhD, what | triecditowas to investigate the pattern
and appropriateness of use, guidelines say thigsgnhotics, in any case, need to be
reviewed every three months. The PBS stipulatomi§peridone is that it is only
used for a maximum of three months. But what hbin my research when | went,
when | compared one year’s worth of prescribinthe®next years’ worth of
prescribing, there was very little change. Over-thirds of residents were taking
exactly the same medication at exactly the same.dAsd other studies have found

a similar pattern.

There was — there’s a study called HOLT, which wdluprobably hear about later
as well. That was conducted in New South WalesdsoniHe found that the duration
of use of antipsychotics was 2.1 years, and thptite different from the
recommended three months. With benzodiazepines,dgcompared year to year
use. | found there was very little variation. faict, benzodiazepines were less likely
to be altered than antipsychotics. Dosages —dbages, as the doctors were
alluding to, were on the low side apart from benapelpines, and in that case they
were often used at higher doses than recommer8edve’re talking about too long
use, too high doses in some cases, but | thinkhantthing that | did find, you can
see that graph that’s up there.

MR BOLSTER: Big graph.

DR WESTBURY: My pink graph. Basically, what | mtad to say every line on
that graph represents an aged care home in a sidmgesjudy | did. And it
represents 150 homes in six States in Australiaratite ACT. There was six
homes in the ACT. And what | tried to illustrateete was the marked variation in
use. You had - this is antipsychotic medicatidaga So in some homes you had 45
per cent of residents taking an antipsychotic egergle day, but on the other end of
the scale you had some with six per cent of ressdehhave to say with that sample,
none of them were dedicated what we call psychagarihomes. They didn’t have
a higher than average number of residents withredaehavioural problems. So |
think the question that | had — and these studa@e bheen shown around the world
as well — how can some homes operate on six p¢aceinother homes operate with
45 per cent of their residents. And it really dqge® what | call a prescribing culture
in the home where some homes are very quick totautie medication for
management, whereas other homes are much morenprude
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MR BOLSTER: Commissioners, | note the time, lllwgé some considerable time.
Perhaps now is the time for the break.

COMMISSIONER TRACEY: If you wish to complete gto, please feel free.
MR BOLSTER: I think that is a convenient point.

COMMISSIONER TRACEY: Itis a convenient time.

MR BOLSTER: To stop.

COMMISSIONER TRACEY: Very well. The Commissionlhvadjourn until 2
o’clock.

ADJOURNED [1.02 pm]

RESUMED [2.06 pm]

COMMISSIONER TRACEY: Yes, Mr Bolster.

MR BOLSTER: Thank you, Commissioners. Could38tbe brought up onto the
screen, please. Dr Westbury, this is a paperctmae out in May of last year, which
records certain aspects of your research overyaloeg period of time. The
research began when, in 2010?

DR WESTBURY: This project was funded in 2013 imat started the project in
2014.

MR BOLSTER: Right. Now, the description of th@ject is a multi-strategic
program comprising psychotropic medication, audd eedback, staff education,
and interdisciplinary case review at baseline &nele months final audit at six
months.

DR WESTBURY: Right.
MR BOLSTER: Correct me if I'm wrong, this is angagement with the staff.

DR WESTBURY: It involved — we targeted the prajatthe key people involved
with prescribing in aged care facilities.

MR BOLSTER: These are the 150 nursing homesythiateferred to before lunch
in the pink graph that you took us to.

DR WESTBURY: That'’s right, yes.
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MR BOLSTER: Okay. If you can go forward, pleasetable 3 on page 6386, if
we can just call out that table.

DR WESTBURY: Right, that's — what that shows tire baseline measurements of
psychotropic use and the effect of the audit, etilmcand review at three months
and at six months. And the little P mark at thd e for those people who aren’t
researchers, it indicates statistical significance.

MR BOLSTER: Right. And that the lower the numlée greater the statistical
significance; is that correct?

DR WESTBURY: That's right. They're all quite loand all of those are
statistically significant.

MR BOLSTER: It was a very large study.
DR WESTBURY: That's right.

MR BOLSTER: 1200 residents.

DR WESTBURY: That'’s right, 12,157.

MR BOLSTER: 12,000, sorry. And can you talk iotigh the education side of
this, the program that enabled you to achieve aatézh in a very short period, that
is, six months.

DR WESTBURY: In a six month period. | was luakyough as part of the project
to have an educational consultant who helped wighdiesign of the education. It
was two components really. First, to be able tacebehaviour change you have to
really challenge beliefs underlying that behavi@ubit of behavioural science here.
So we identified that one of the key beliefs of tluesing staff in particular was that
these medications were effective, more effectiamtthe evidence suggests. And so
we tried to challenge that belief. So we tried-tioy giving a case study, what we
tried to do was to actually ask the staff what waality of life in an aged care home,
and we did that as part of the training. It was/veteractive.

MR BOLSTER: So there’s presumably some cours&wsmme material, some
information sheets.

DR WESTBURY: It was — it was a very short — yand get access to staff in an
aged care home for very long periods. It was twe-bour sessions of the staff. We
also educated pharmacists who were deliveringréieing and we also educated a
champion nurse. That was a key component of thiegirand that nurse was either
an RN, sometimes an EN and that person was out pbaontact with the home.
And I think 1 alluded to, there was GP educatiod am call that academic detailing.
That was offered to GPs.
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MR BOLSTER: So if we see there, this table dealk antipsychotic and
benzodiazepine prescribing.

DR WESTBURY: That's right.

MR BOLSTER: You were able to achieve significeeductions over just a six
month period.

DR WESTBURY: When we grouped all the homes togetim terms of
antipsychotic use we achieved a 13 per cent regluatioverall use and our
reduction in benzodiazepines use as actually hjgmet that was 21 per cent all up.

MR BOLSTER: If we can go over the page, pleas@, table dealing with
antidepressant prescribing, that's table 5, yolevedale to achieve a similar
reduction.

DR WESTBURY: We didn’'t have a significant redwactiin antidepressants. We
didn’t target antidepressants as part of this ptoj&nd there are a number of
reasons for that. But we did show a slight reduncbut it was not statistically
significant.

MR BOLSTER: All right. What about PRN prescriginWhat do your results
demonstrate about that - - -

DR WESTBURY: Just to explain, PRN stands for igmata, it's a Latin term and
it means “when required”. In an aged care homehaxe two prescribing charts:
one is regular so that’s given every single dalge dther one is PRN medication
and, really, when it's on that list it's given &gjuired. So when it's on that list the
staff decide, mostly and hopefully nurses decidemitis to be given.

MR BOLSTER: If we can just go to the conclusiantbe same page there, to the
last five lines on the right side of the page. Ywade the claim that:

It led to statistically significant reductions ihé prescribing of antipsychotic
agents and benzodiazepines for residents and tigram should be made
available to all residential aged care facilities teduce the inappropriate
prescribing of psychotropic medications.

DR WESTBURY: That's right.

MR BOLSTER: And you maintain that position tostliay?

DR WESTBURY: You know, we could improve on it butertainly did make a
difference. It was well received by staff andill stave demand — | still get requests

from staff, from homes, from pharmacists, can veapé do the reduced program,
and that'’s three years after it has finished.
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MR BOLSTER: Now, that process was funded by tben@onwealth.
DR WESTBURY: That'’s right, yes.
MR BOLSTER: And did you apply for further funding

DR WESTBURY: Idid. |1—1applied as part of vilvee call a community
pharmacy trial, that’s right.

MR BOLSTER: And were you successful?
DR WESTBURY: No, | wasn't.

MR BOLSTER: All right. The final report in relah to your research, was that
provided to the Commonwealth?

DR WESTBURY: Yes, it was provided and | receieltter saying it had been
accepted in full and that was in 2017.

MR BOLSTER: Has the Commonwealth taken any adbomplement the
contents of your report to it?

DR WESTBURY: The project has been — | supposeat spruiked by the Aged
Care Minister, Wyatt, and that was at the AAG coarfiee in 2016. It has been
mentioned in no fewer than three fresh reportstoutjt has not been implemented
or no funding has been received to continue thgpto

MR BOLSTER: All right. We will come back to thet a minute but can we bring
up, please, tab 49. This is a paper that you putiis year.

DR WESTBURY: That'’s right, yes.

MR BOLSTER: Which is slightly different from thearlier paper we were looking
at.

DR WESTBURY: Yes.
MR BOLSTER: It looks at a longer time period.

DR WESTBURY: It — what we did, with this paperehlised that there are no
national studies of psychotropic use in aged catere is no nationally available
data. There has been smaller studies, but thdgeea confined to just one State on
the whole. So this is the first national audipsf/chotropic use to my knowledge
that's been published in Australia and it givesapshot of use, that was in 2014 and
2015.
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MR BOLSTER: All right. If we could go, please, the first table, or figure 2 on
page 0132, that shows the location of the facdlitiet you covered in your study;
correct?

DR WESTBURY: That'’s right, yes.

MR BOLSTER: And how many facilities are we talgiabout?

DR WESTBURY: There were 150 facilities that wereolved in the project, but |
only was able to obtain complete prescribing datd B89, so it's 139 out of 150 of

my sample.

MR BOLSTER: So do | take it there’s a correlatimtween the original 150 in
reduce and this 1507?

DR WESTBURY: For 11 homes, because of — we —atadly designed a
computer program. Because staff and pharmacistg go aged care homes are
really time poor, we developed a data mining tbal tollected information. It
didn’t work completely in 11 homes, and that’s why.

MR BOLSTER: If we could go, please, to figurerBmage 0136, just a couple of
pages after that — that one — and figure 3n wlac¢he graph at the top of the page.

DR WESTBURY: Yes.

MR BOLSTER: If we could just look at that for ament. On the left we have
benzodiazepine use by State.

DR WESTBURY: That's right.

MR BOLSTER: And on the right we have antipsycbaise by State.

DR WESTBURY: That's right, yes. We used Queems|aorry, we used
Queensland as a comparator State. And the reasalidvthat is that we have a
higher number of participant homes in Queenslaad #ny other State. No reason,
it's just the way it fell.

MR BOLSTER: So compared to the original studys th a prevalence study.

DR WESTBURY: That's right. It's a baseline infoation of what we found before
the project started.

MR BOLSTER: So it wasn’t an education campaigge the original study.

DR WESTBURY: No, no, this was just what we fowasdour very first measure.
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MR BOLSTER: Can | just observe a couple of thiagsut the study. In South
Australia, it seems to be an outlier when it comeesenzodiazepine use.

DR WESTBURY: A much higher — significantly highette of use.
MR BOLSTER: What do you attribute that to?

DR WESTBURY: That has been shown in other govemrmformation. There is,
| think, Australian Institute of Health and Welfastudy, alcohol and drug rate study
as well, lower socio-economic profile of the popiga. | think another reason is, for
some reason, prescribing benzodiazepines is mo@sd there. And you can see,
if you have a look at the antipsychotic use of 8dutstralia, it's one of the lowest,
so it’s like they almost use — pick your poison.

MR BOLSTER: From what | can understand from ya@port, you seem to think
that the two rates for South Australia in combimatsuggest that one is being used at
the expense of the other.

DR WESTBURY: That's right. There is use of atigie agents, that’s right.

MR BOLSTER: Wouldn't that suggest very much ttiegse drugs are being used
for sedating purposes rather than the clinical pseg for which they were originally
intended?

DR WESTBURY: | think you could perhaps make tbahclusion, that’s right.

MR BOLSTER: The other thing that jumps out, yahtfully point out, is the
position in New South Wales where benzodiazepirasimarkedly different from
the rest of the country.

DR WESTBURY: It's much lower and in the ACT aslkvactually, that is the
lowest.

MR BOLSTER: And you have an explanation for thiatn’'t you?

DR WESTBURY: Yes. There was a lot of media dttenon this issue. This issue
isn't new. Overuse of psychotropic medications leesn reported. First of all, it
was highlighted by the Sydney Morning Herald, htiin 1995. And what
happened — there was a New South Wales task famdehecause of that task force
there was enhanced attention on this issue. NewthSWales Health, | know, have a
division that specialises in educating people albwetuse of benzodiazepines and
other medications.

MR BOLSTER: How do they do that? What's the sewith that program?

DR WESTBURY: They have released a number of diméeg. | think they have
psychogeriatricians who are very active. | know\&outh Wales — the University
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of New South Wales has quite a few psychiatridtsage psychiatrists who are very
active in this field and have influenced prescrgoin

MR BOLSTER: We will be hearing from Professor 8aty on Friday.
DR WESTBURY: He’s one of them, yes.

MR BOLSTER: Are you aware whether the curriculisndifferent in New South
Wales for medical training?

DR WESTBURY: I'm not. Sorry.

MR BOLSTER: | just wanted to ask you, then, alsarnething that Mr Murphy —
Professor Murphy said yesterday. If we can bripgranscript reference 1659 at line
41, and he had this to say — do we have that? Felifg the foot of the page and this
was — he was speaking yesterday in relation toaiadypsychotropic prescription,
and he said:

The broader strategy is, again, to identify alkloé doctors who work in aged
care and target them with educational material.w\that's very hard to get
educational material to GPs, and we’re looking wtile college and other
people at how we do that. We’re thinking of eageting them with short,
sharp video messages from me that point out to thamyou know, if they are
continuing to prescribe in a manner which is nosé&a by the evidence and if
they’re not getting proper informed consent thegrposing themselves
significantly to allegations of inappropriate andprofessional practice. So
we want to push that method out there.

He then adds that he wanted to do this in the gbofecultural change. You've had
a chance to review what he had to say. What wgaldsay to Professor Murphy
about your report of your reduce program that wasided to the Commonwealth
some years ago?

DR WESTBURY: |- I'm going to be very honest hettedon’t think he’s got a
complete understanding of the issue. | don't thivkanswer is educating GPs. If
you talk to — it might be part of the answer, Buytau talk to all the GPs that | spoke
to, they said that they are asked for these meaditaby the nursing staff. So I think
that it isn’t a quick fix of just educating or piding guidelines, because there are
plenty of guidelines in this space, to GPs. |khirspeaks to also educating aged
care staff, but also providing support for thenn,dppropriate assessment. Support,
also, in terms of staffing to be able to apply nommacological strategies.

But | would also say that in terms of the reduagjqut, we produced very short,
succinct guidelines for GPs. We asked each honaetdify their top 10

prescribers, and those prescribers were sent -adi@ lbrief guideline that |
produced here, that was part of the project vadididtly the National Prescribing
Service. It was edited, also, by the aged canasing. So they were sent this. Each
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GP that was identified as well was offered whatoak academic detailing, and that
was part of the project. And academic detailiniikis when you get a drug rep, they
go out to the doctor, and the drug rep will terthabout their particular product.
With academic detailing, it's a trained professicarad this person either came from
..... or they came from the National Prescribingvi8e, medicine-wise. They are
trained to talk to GPs about appropriate presogibiAnd that was actually delivered
as part of the reduce project.

MR BOLSTER: Thank you. Could we obtain a copyta chart that you were - - -

DR WESTBURY: Yes, it's just a simple two pagd’s just a brief summary of the
guidelines and suggestions to reduce use.

MR BOLSTER: If we could get a copy of that, wdlwender it in due course. |
wanted to change tack slightly. You're familiarthvthe fact that from 1 July of this
year there will be a new set of eight quality stnad.

DR WESTBURY: Yes.

MR BOLSTER: For residential care. And they wdplace the current four
standards and 44 expected outcomes.

DR WESTBURY: The accreditation standards at prggkat’s right.

MR BOLSTER: Have the current accreditation stadsl®been have any use, in
your opinion, in tackling, reducing physical anceptical restraint?

DR WESTBURY: | was quite concerned when | look¢them because there are
no specific directions or, | suppose, guidelinegetructions regarding what even is
restraint, or what's defined as restraint. Theeelgief mention of what we call
restrictive practices. That was in the originaftr

MR BOLSTER: Are you talking about the new - - -
DR WESTBURY: The new standard, that’s right.

MR BOLSTER: [I'm just talking about the currentesnat the moment. Do the
current ones achieve anything in terms of restralmmical restraint?

DR WESTBURY: They do give some guidance but notim no.

MR BOLSTER: All right. When the currently plarthguidelines or standards were
being drafted, were you engaged in that process?

DR WESTBURY: Yes. | was asked to be a subjepeexfor framing guidance on
restrictive practices, or the practice of restraiont the new guidelines that are
coming into effect on 1 July.
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MR BOLSTER: And if we could bring up RCD.9999.0801. That was a
submission that you made as part of that process?

DR WESTBURY: That's right. |1 — I had to — | saxcall for subject experts and |
applied and | produced materials for the Departroéhtealth, the area that relates to
the standard production.

MR BOLSTER: And the focus of your submissionwdn’t take to you it in any
detail — was to give advice about the way in whiah standards could be drafted to
do something about chemical restraint; correct?

DR WESTBURY: That's right. There are varioustgets of the standards. There
are the — the main ones that are produced, bw’thaiso guidance material for aged
care providers and clinicians within the aged cadeistry. And | was asked to
advise on that and also to provide suggestions/fat could be done in the new
standards.

MR BOLSTER: Do | take it you were given draftstbé standards and asked to
comment and - - -

DR WESTBURY: | didn’t get an awful lot of direoth. | was just sent an example
of the first draft. |think it's the first standr And | was told to model it on that.

MR BOLSTER: And did any of your advice about cheathrestraint end up being
reflected in the final - - -

DR WESTBURY: Not a single word.
MR BOLSTER: |tender RCD.9999.0057.0001.
COMMISSIONER TRACEY: The submission made by Drafteeiry relating to

aged care quality standards will be exhibit 3-62.

EXHIBIT #3-62 SUBMISSION MADE BY DR WESTBURY RELATING TO
AGED CARE QUALITY STANDARDS

MR BOLSTER: The nextissue | wanted to discusseweare the changes to the
principles that were announced this year. And yeuliad a close examination of
them, | take it?

DR WESTBURY: That'’s right, yes.

MR BOLSTER: Will they work? Will they achieve ghing when it comes to
chemical restraint, in your opinion?
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DR WESTBURY: | don't think they will make muchftéirence. | think they're

very soft and there’s lots of caveats on them.inAkey say there is no informed
consent required to use these medications or atgulll It just says that it's advisable
to inform the resident or their legal proxy thagylve been used, if possible, yes.

MR BOLSTER: The — they seem to be completelynsitan the question of consent.

DR WESTBURY: Not for physical restraint. Phydioastraint, | think they're
framed very well and there are protections andgsefiels and informed consent is
required. There’s proper assessment requiredrehmonitoring required. And
there’s also a stipulation that they have to be&l disea maximum period of time, or
that has to be set down. For chemical restrdiatihe opposite. It's — there doesn’t
seem to be monitoring stipulated, there is no marinperiod stipulated.
Assessment is not — it is mentioned, but it's nipugated. And it seems like, in a
way, it endorses the use of chemical restrainpg®ged to physical restraint, and
it's quite concerning.

MR BOLSTER: Did you happen to read Professor Myip comments about the
intention behind this — the framework or the défom of chemical restraint when he
gave evidence yesterday?

DR WESTBURY: | could do with a refresher if yoardt mind. | did read it but

MR BOLSTER: If you could go, please, to — | wilkt see — let me see if | can
summarise it for you. Assume that his positiothis: that the chemical restraint
that’s defined in the regulation, or in the prifeifs in relation to the manifestation
of a physical behaviour by the resident, the tydiednaviour you might associate
with someone who had schizophrenia, actual phybiglaaviours, actual violence, as
opposed to more passive behaviours, such as wagdarperhaps anxiety or
irritation or that sort of thing. So in a sensesbeks to narrow the meaning of
medical treatment to what might be called a tradai mental health issue or
manifestation of a mental health condition. Do gain any comfort from that sort
of approach to the interpretation of the principle?

DR WESTBURY: | think it just shows that there aarying interpretations of what
chemical restraint is. And | just — when — whexohducted my research project, |
was trying to recruit aged care homes and | wasvigwing staff as part of the
research that I've done. | tried to avoid using word “chemical restraint” because
| felt that it imposed blame. But | have to sagtttirectors of care, and more than a
few would tell me categorically that they did naivie any chemical restraint and nor
was chemical restraint ever used in their homed the thing is | knew that some of
the homes were using 70 — 75 per cent psychotraiasthe majority of their
residents were taking these medications. Anckdtto ask them why, you know,
why don’t you use chemical restraint and they sail|, because the people that
they're prescribed for have dementia and so thesgeio their understanding and
their interpretation, dementia is a medical disorde@ementia is deterioration of, you
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know, the nerve cells in the brain. And in thade#@ was perfectly justified by the
definition of “chemical restraint” to use them.

MR BOLSTER: What would be your approach, what lddae the philosophy that
you would adopt to regulate this field?

DR WESTBURY: Well, I think it's really about whwtr psychotropic medication

is used appropriately or not, and | think it cdrét— you can’t say all psychotropic
medication is chemical restraint or psychotropidioa&tion used in someone with
dementia is chemical restraint because therermestivhen someone is severely
agitated or, you know, has a psychosis or a delusiat really distresses them or
causes a risk of harm that it's inappropriate tous@ a psychotropic medication.
But it's following the guidelines, it's whether thise is appropriate or not, and there
are a number of guidelines that stipulate whenajggropriate or not, and there has
been proper assessment, other things have beénnramitoring is done
appropriately.

Monitoring for effect and monitoring for adversdeets and continual review, and
when someone has settled down because people evitardia do progress and
sometimes a behaviour that they might show at enieg of time will get — will
reduce in intensity or disappear completely in apt® of months. So you need to
review whether that medication is necessary attitmt and then, you know, reduce
the medication with the hope for eventually cessati

MR BOLSTER: That's all the questions that | haW®as there anything that you
wanted to let the Commission know about that yaoktis important in this area?

DR WESTBURY: There is one — one area. The rebeanoject that | did, the
implementation project, when we put out a call,wee engaged heavily with the
aged care advocacy bodies, that's LASA and ACSAeyTput out a call for
participation. We had 50 homes already who hadneitted before their call and we
needed 100 homes. We had over 320 homes contactws weeks to want to be
involved, because | think there is a willingnesd an awareness that this is an issue,
it has been an ongoing issue and there is a defoagdality education and for a
program and support to do something about thisit iSo’t completely hopeless and
you don’t have to accept this situation. Therethmggs we can do and we showed
that this sort of approach, interdisciplinary wétmumber of strategies really can
work quite effectively.

MR BOLSTER: Those are my questions. Thank yaam@issioners.

COMMISSIONER TRACEY: Doctor, we've heard eviderafenstances where
educative material from medical bodies and fromRQepartment of Health have
been sent to aged care centres, and have simglyisdred in the in-trays of
administrators and haven’t come down to the stéfe’ve heard some evidence as
recently as today of staff members who say thegh@even got the time to
examine individual care programs to inform themesglas to how best to look after
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an individual patient. And one infers that if sunhaterial had come down through
the system, they simply wouldn’t have had the timexamine it and be assisted by
it. I'm interested to know whether the willingnéssengage that you found when
you asked for homes to participate carried ovevhien you produced the final
report, the educative parts of it, and whetherfygaund a willingness to engage with
the findings and whether that led to, in part astethe reduction in the
overprescribing that you had found?

DR WESTBURY: Are you saying engagement once ligdthe home?
COMMISSIONER TRACEY: Yes.

DR WESTBURY: And the patrticipation of the staff?
COMMISSIONER TRACEY: Yes.

DR WESTBURY: It was very good. There’s a coupileeasons for this. | think
first of all it's an issue that people are inteeelsin, that the staff are particularly
interested in. | think there was a real willingaiésr — and there’s a hunger for
education. | had staff saying look, I'm too busshihg out the medications to know
actually what they are. And so this — we oftene-also — the educational session
that we provided was also provided by a pharmaarst,that pharmacist was often
known to the staff so it was someone who they viargliar with. It was face to
face, it wasn'’t just e-education or a piece of pajWe tried to make it also as
interactive as possible. So we questioned staffvemwanted to encourage debate
and we usually had — it really did involve spiritgebate because you had some staff
saying these drugs are necessary, and then yoothadstaff saying well, maybe
there’s a better way ,and even that discussion rpadple think and hopefully
impacted the behaviour.

COMMISSIONER TRACEY: On arelated but separatétenadoes your
university advertise the availability of your baldrés course widely within the aged
care industry?

DR WESTBURY: s that the offering from Wicking tire offerings of my
particular project?

COMMISSIONER TRACEY: No. I'm thinking about thewe heard from a lady
this morning who had done an online course forcnélar’'s degree.

DR WESTBURY: [I'm a lecturer on that course anddeeadvertise widely. And it
Is readily available, and we try to subsidise rtfdor people as well.

COMMISSIONER TRACEY: Well, it just links into theomment you had made
earlier about there being a hunger for proper ditutay people engaged in
providing aged care services, and | would likehiak that your course was well
known within the industry and people were encoutlageparticipate in it. One last
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question, and it’s totally unrelated to the eartiees, it's this: what of the side
effects of psychotropic drugs makes people moraepto falling injuries?

DR WESTBURY: They say it’s to do with — see, wheu take psychotropic
drugs, I'm going to group them all together whigbrébably shouldn’t but I will,

you — it impairs the way that the brain works. Atislnot only in thinking, it's also

in the way muscles work as well and interact. tSocabout movement as well. So
you're slowed in movement. Your perception isehéint as well. And also it — what
we find is that if an older person is on these railbns, and often they’re on more
than one as well, it sort of groups together ascefind if they get up quickly, they —
you just get a rush of blood and you just lose ymlance. And it just affects the
central nervous system that way.

COMMISSIONER TRACEY: Anything arising out of tiat

MR BOLSTER: I just wanted to indicate Commissiahat the University of
Tasmania has put in a submission which is in timege tender bundle which deals
with the issues | think you were raising.

COMMISSIONER TRACEY: Thank you for that. Dr Whkaty, thank you so
much for your evidence. We've learnt an enormausunt about the chemistry that
affects so many of the older residents in theHasir or so, and we’re enormously
grateful to you for sharing your expertise with dshank you.

DR WESTBURY: Thank you. | just wanted to alsartk the Commission also for
their focused attention on this issue because@aBy important. Thank you.

COMMISSIONER TRACEY: You're excused from furthetendance.

<THE WITNESSWITHDREW [2.42 pm]

MR BOLSTER: That concludes my evidence for the. daunderstand Ms
Hutchins has one more witness.

COMMISSIONER TRACEY: Yes.

MS N. SHARP SC: At this point, Commissioners, rhapnounce my appearance.
My name is Sharp, and | appear on behalf of Asse&eofessor Stephen
Macfarlane and HammondCare both of which have eanted leave.

COMMISSIONER TRACEY: Thank you, Ms Sharp. Yess Mutchins.
MS HUTCHINS: Thank you, Commissioners. Beforeca# the next witness

there’s a couple of administrative matters thabuld like to attend to, the first of
those being a correction which we would like to m&k the evidence of Dilum
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Dassanayake who has provided a witness statem#ér @ommission and given
evidence. There’s just an error in the evidensefar that there’s references made
to support that was provided by an entity calleanBetia Australia. This entity is
actually Dementia Support Australia so we woule lia have that formally fixed on
the record. We have got an email from Ms Dassdwmaydich is document
RCD.4444.0054.0001 and this sets out confirmattoavhat those issues are with
the specific transcript reference and the paragrapthe statement. So | would seek
to tender that as a formal record of the correction

COMMISSIONER TRACEY: Yes. The emails dated 12y\2819 and 13 May
2019 passing between Dilum Dassanayake and IzBlokm will be exhibit 3-63.

EXHIBIT #3-63 EMAILSDATED 12/05/2019 AND 13/05/2019 PASSING
BETWEEN DILUM DASSANAYAKE AND IZABELA BOZYM
(RCD.4444.0054.0001)

MS HUTCHINS: Thank you, Commissioner. And thetmatter | would like to
attend to is the tendering of the scenario summmanbich have been given to a
number of the witnesses in the course of yesteaddytoday. These documents in
turn, RCD.9999.0059.0001. This is case study osarry, scenario document one.

COMMISSIONER TRACEY: Do you propose to tendemthi@ bulk or by case
study?

MS HUTCHINS: In bulk might be appropriate.

COMMISSIONER TRACEY: Well, whatever is easiestow many scenarios are
being covered?

MS HUTCHINS: There will be four.
COMMISSIONER TRACEY: Yes.
MS HUTCHINS: Perhaps, Commissioner, if it is erence, it might be best - - -

COMMISSIONER TRACEY: It might be better to do theseparately, since
they've got different identifiers, | think.

MS HUTCHINS: Yes, Commissioner.
COMMISSIONER TRACEY: All right. Well, the caséusly summary scenario 1
will be exhibit 3-64.

EXHIBIT #3-64 CASE STUDY SUMMARY SCENARIO 1
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MS HUTCHINS: Thank you. And the next case stddg RCD.9999.0056.0007. |
tender that document.

COMMISSIONER TRACEY: Yes. Scenario summary 2 \wé exhibit 3-65.
EXHIBIT #3-65 CASE STUDY SUMMARY SCENARIO 2
(RCD.9999.0056.0007)

MS HUTCHINS: Scenario document 3 is RCD.9999.00662.
COMMISSIONER TRACEY: Scenario summary 3 will behiit 3-66.

EXHIBIT #3-66 CASE STUDY SUMMARY SCENARIO 3
(RCD.9999.0056.0012) AND ITSIDENTIFIED ANNEXURES

MS HUTCHINS: There is an attachment to exhibibhe exhibit that you've just
marked, Commissioner, if you could please markctse — the scenario document 3
is with exhibit.

COMMISSIONER TRACEY: Yes. Very well. Exhibit@6 will include, in
addition to the scenario, the attachment that agpae0017.

MS HUTCHINS: Thank you, and finally we have sacem@ocument 4 which is
RCD.9999.0056.0018. | tender that also.
COMMISSIONER TRACEY: Yes. Scenario summary 4l \wé exhibit 3-67.

EXHIBIT #3-67 CASE STUDY SUMMARY SCENARIO 4
(RCD.9999.0056.0018)

MS HUTCHINS: Thank you, Commissioners. The neihess that we call is
Associate Professor Stephen Macfarlane.

<STEPHEN MACFARLANE, SWORN [2.47 pm]

<EXAMINATION-IN-CHIEF BY MSHUTCHINS

MS HUTCHINS: Have you made a statement for thggRG€ommission?
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ASSOC PROF MACFARLANE: | have.

MS HUTCHINS: Operator, please bring up the staiehof Associate Professor
Macfarlane, document WIT.0125.0001.0001. Is tloigrystatement dated 24 April
2019?

ASSOC PROF MACFARLANE: ltis.

MS HUTCHINS: | understand you wish to make someadments to the
statement.

ASSOC PROF MACFARLANE: Ido, | have three amendmaglease. Firstly, to
paragraph 30 add the sentence:

These 7291 have over 101,000 points of contagihiame, email or on the
ground support with DBMAS. Each DBMAS client cstaged open for an
average of 45.43 days.

MS HUTCHINS: Thank you.

ASSOC PROF MACFARLANE: Second amendment to paatg48, amend the
first words from in March 2015 to in late 2014, ahad amendment to paragraph
52, add the sentence:

These 811 clients had over 21,000 points of comiagbhone, email or on the
ground support with SBRT. Each SBRT client caseedtopen for an average
of 54.45 days.

Thank you.

MS HUTCHINS: And to the best of your knowledgeldelief, are the contents of
your statement true and correct and any opiniatsdtwithin it opinions which you
hold?

ASSOC PROF MACFARLANE: They are.

MS HUTCHINS: Thank you. | tender that statemeith amendments,
Commissioner.

COMMISSIONER TRACEY: Yes, the statement of StepR®bert Macfarlane
dated 24 April 2019 subject to the amendmentsttaae just been read onto
transcript will be exhibit 3-68.

EXHIBIT #3-68 STATEMENT OF STEPHEN ROBERT MACFARLANE
DATED 24/04/2019
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MS HUTCHINS: So, Associate Professor, you arehiad of clinical services for
the dementia centre at HammondCare; is that c@rrect

ASSOC PROF MACFARLANE: That's correct.

MS HUTCHINS: What professional qualifications ylou hold that are relevant to
this position?

ASSOC PROF MACFARLANE: | hold an MB BS | obtaingd1992, a fellowship
of the Royal Australian New Zealand College of Psgtrists in 2003 and a
certificate of advanced training in old age psytfjia

MS HUTCHINS: What was your professional expergpdor to you commencing
that role in 20167

ASSOC PROF MACFARLANE: Up until 2008, | was seryias head of aged
psychiatry at Peninsula Health, a position | heldabout three years. Subsequent to
2008 and leading up to 2016 | was director of gg®athiatry at Alfred Health in
Melbourne.

MS HUTCHINS: And in your role with the dementiantre, you oversee clinical
services for dementia services support.

ASSOC PROF MACFARLANE: Dementia Support Australia

MS HUTCHINS: Sorry. Dementia Support Australaf course. And it’s also
commonly known as DSA.

ASSOC PROF MACFARLANE: That's correct.
MS HUTCHINS: And what is Dementia Support Ausaal

ASSOC PROF MACFARLANE: Dementia Support Austradia partnership led
by HammondCare that came into being in 2016 whemé#tional tender for the
DBMAS program was joined with the existing sevesbdvioural response team
service. HammondCare was involved, at that parith the provision of both
services. So rather than separate them bothwhbey brought together under the
single umbrella of DSA, although they’re both r@parately as Commonwealth
programs.

MS HUTCHINS: Certainly. And stepping that oubuyreferred to the DBMAS
program, which is the Dementia Behaviour Managemelvisory Service. What
does that program do?

ASSOC PROF MACFARLANE: DBMAS has been funded g Australian
Government since about 2007 in different StatesTandtories with the intent that a
broadly similar service model would be followeah practice, that didn’t happen,
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and we had eight different service models in tliedint States and Territories.
They were brought together under a single natipratider in 2016 to provide that
nationally consistent service with KPIs to ensina it was done in a specific way
according to departmental guidelines and that tlmdely differing models of
service were brought together, so that if a refdroen Tasmania they would get the
same service as they would in remote Northern fBeyifor example. So a
nationally consistent service, not - - -

MS HUTCHINS: And is the DSA Commonwealth funded?
ASSOC PROF MACFARLANE: ltis.

MS HUTCHINS: And in your witness statement youenthat the current
arrangements are due to expire in July this y@dnat’'s the intention after that time?

ASSOC PROF MACFARLANE: | believe the intentiontasroll the contract over.
| believe the papers for that are in the final etagf preparation and that the
extension period will be for at least 12 monthsthsofiner details are not known to
me.

MS HUTCHINS: And the other service that you menéd, then, was the SBRT,
which is the Severe Behaviour Response Team. Wlitahat that team does and
how does it differ from the DBMAS?

ASSOC PROF MACFARLANE: The Severe Behaviour Resgolream was an
iIdea that came out of a ministerial conference @mehtia in late 2014. The idea at
that time was to initiate what were described attiime as dementia flying squads,
so teams of highly trained multidisciplinary staith expertise in dementia
behaviour management that would be able to gomaipeovide a rapid response to
clients living within Commonwealth funded residahtiged care facilities who were
displaying severe to very severe to extreme bebavion the Brodaty Triangle. The
difference in the service to that which DBMAS prdes is DBMAS is also funded to
provide services to clients in the community, sl at home being cared for by a
family carer. And DBMAS also targets the lowersief behaviour disturbance on
the Brodaty triangle, whereas SBRT targets the rsevere behaviours.

MS HUTCHINS: Certainly. Operator, could you @edring up the Brodaty
triangle, which is at tab 1 of the Sydney heariegegal tender bundle, and go to
page 0016. So on the screen here, we can seevlie tiered model of service
delivery which is commonly referred to as the BitydEriangle. Does your service
have reference to this model when it's performisgunctions?

ASSOC PROF MACFARLANE: It does, yes, we use ittesbasis for our triage,
for example.

MS HUTCHINS: Yes. And so what does the triagecpss involve?
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ASSOC PROF MACFARLANE: We have a national 1800 icenumber for all
referrals. There’s also an online web portal afekaeferral. When a referral
comes in, the worker who answers the phone asksnder of questions of the
referrer to determine that the client meets owgrraf service criteria, specifically
that the person involved has a diagnosis of demgttat the behaviours that the
client is being referred for are best explainedhat diagnosis of dementia, rather
than by another comorbidity, and also to deterrtiieeacuity and level of risk that
the behaviours pose to the individual, their envinent and other people within it.
So if there’s a high degree of risk associated wjthnd a high likelihood that the
behaviours could lead to an adverse outcome ishibg to immediate term, the
behaviour, the case would likely be triaged to BRS level of service response.
And our KPI there is we provide on the ground fecéace response within 48 hours
of the referral being accepted. Or if the casa® iswer acuity and the behaviours
are of lower risk, it would be triaged to a DBMA&YEI of service response, which is
a response within seven days.

MS HUTCHINS: Yes. And appreciating that needs ceve up and down the
triangle at any given time, do you have a gengypt@ach in terms of which tiers
would be allocated to which service?

ASSOC PROF MACFARLANE: In general, SBRT would ded#h the severe to
very severe and extreme behaviours, there’s soreiapvin tier 5. Some of the
behaviours that are severe would be dealt with BMBS, but generally 5, 4 and 3
would be DBMAS, and 5, 6 and 7 would be SBRT. €herthe flexibility for

people to move between their service allocationcalionally triage gets it wrong.

If our staff go out and find that the behaviours af higher acuity, for example, than
we had determined over triage, we simply reallotagecase internally.

MS HUTCHINS: Yes. And do the operators workingtbose phone lines have
any particular qualifications?

ASSOC PROF MACFARLANE: They're all accredited D&énsultants and
comprise a number of health related backgroundsoufhalf of our workforce is
nursing, whether aged care nursing, general nusipgychiatric nursing. And we
have virtually all of the allied health discipline=presented as well, | think, with the
exception of social work.

MS HUTCHINS: And with reference to the trianghehat levels would you expect
the providers should have the capability of addngssvithout the need to refer to
your services?

ASSOC PROF MACFARLANE: | would expect that a pd®r for whom dementia
is core business would have the capacity to mamagenally for lower tier

behaviours, tiers 3 and possibly 4. Anything beltivat and certainly the very high
levels, | wouldn’t expect a provider to be ablaertanage without specialist support.
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MS HUTCHINS: Yes. And in your experience, do ymave providers referring to
you people that would be categorised on the tiens4®

ASSOC PROF MACFARLANE: We do, yes.
MS HUTCHINS: How often would that be happening?

ASSOC PROF MACFARLANE: Very frequently. If yoadk at the Brodaty
Triangle, the numbers correlate to the breadtheftof each level. So most of the
behaviours that affect people living with demeiatia the lower tier behaviours and
the more severe ones are less common. So byab@tddone, the majority of
referrals to DBMAS would be those lower tier beloans.

MS HUTCHINS: Does your service collect data tbatld provide insight to the
commission in relation to the care needs of thelee$s accessing your services?

ASSOC PROF MACFARLANE: In as much as our triageneen SBRT to the
higher levels of the triangle and to DBMAS at tbevér levels provides some sort of
cut-off between approximately levels five and $irgse ratios are useful, but we
don’t have data on the exact number of clientsiwigach group in Australia
because we haven't been into every residential agegifacility. | think our
penetration is about 60 per cent of all aged careds at this point.

MS HUTCHINS: And in relation to the various tiesEbehaviours, do you think
it's appropriate for people of all levels to be bed together or do you think that
there’s a need for specialist dementia units foppewith the more extreme end of
the scale?

ASSOC PROF MACFARLANE: | take the latter viewathhere is a need for
specialist units. The Commonwealth, in fact, lesponded to this by announcing
funding for specialist dementia care programs windhbe rolling out from later
this year. The intent is that those units willecdbr individuals with severe to very
severe behaviours, but even those specialist wititsa specialist model of care and
staffing we would not expect would be able to c&tethe needs of people whose
behaviours lie at the extreme tier 7.

On your broader points, certainly, not all demeittiareated equal. The way
residential care tends to operate is there is aedé@anspecific unit for people living
with dementia and general living areas for thogbaout. But if you simply count up
the population on that basis you could have philgicabust relatively young 100
kilogram males housed with physically frail 95-yedd ladies who are non-
ambulant with no behavioural disturbance. So teexeeed to set the resident mix
within the rubric of dementia to cater for spectipes of individuals showing
specific types of behaviours.
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MS HUTCHINS: As a matter of practicality, if yoaceive a call to DSA what are
the steps that will go — what's the steps in theepss that you will go through with
the provider, say, if they call in relation to ansting resident?

ASSOC PROF MACFARLANE: Our general flow chart tbe model of care

firstly involves a triage process and the decisubrether (a) the client is appropriate
for DSA services at all. If so, whether they gdiBMAS or SBRT. A consultant
gets assigned the case at that point and thewttglhd the facility or make contact
with the facility within a KPI timeframe. Duringpné assessment part of the process
the consultant would generally consult with staiffwn the facility, as many staff as
possible who know the patient well, the patientribelves, of course, their family
members or authorised decision-maker and the ggmactitioner as well. And we
go to great lengths to consult widely because camagement strategies are really
predicated on that information that we obtain dgitime detailed assessment process.
It's a very individualised and personally tailorset of strategies that we would
suggest to the facility.

Once we have made the assessments, our managératagiss are provided back
to the facility in written form and our consultamthilst the case remains open, then
makes efforts to support the facility in their iraplentation of those
recommendations. If they’re implemented but unessful, we have a feedback
loop to go back to reassessment, to reiterate ganoach, rinse, wash and repeat,
monitoring of implementation, support of the fagilisome mentoring or capacity
building if required. Once behaviours have bedtiesefor a reasonable period of
time we would then go through a process of diseagent. We do have the
capacity to readily accept re-referrals, howevecadnse we have a single national
computer database, and there’s an acceptanceetmaviburs can fluctuate over time
and can reoccur, so it's an easy in, easy outpypeess with several steps to it.

MS HUTCHINS: Who is able to make referrals to yearvice?

ASSOC PROF MACFARLANE: Really anybody — anybo@y enake a referral.
General practitioners can refer, family membersreder, facilities can refer, family
carers at home can refer. There are a numben@fggia nons though without which
we can’t proceed. We need to have consent fronfattiity for us to go in and
provide an assessment and management plan. fHcaiiéy doesn’t consent to us
visiting we can’t go in. And also we require tisahsent be obtained from the next
of kin or authorised family caregiver or substitdeEision-maker before we conduct
an assessment.

MS HUTCHINS: Do you have circumstances wherenailfamember might call up
concerned about what's happening to a relativeresalential aged care facility, and
then that facility won’t consent to you attending?

ASSOC PROF MACFARLANE: That has happened, yest vige do require
consent from the facility before we can lawfully@ntheir premises. And in
practical terms if they don’t consent to us vigjtthere’s not a lot of point us
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providing detailed recommendations which they waiildnplement because they
haven’'t consented.

MS HUTCHINS: Yes. You have been provided withuember of scenarios, factual
scenarios. One of these scenarios relates toyahatddidn’t have a diagnosis of
dementia but she did have a cognitive conditiona &ituation like that, would she
be able to access your services?

ASSOC PROF MACFARLANE: We define dementia in traglitional way, a
progressive neurodegenerative condition. Therdobaa modifications to the
technical definition of dementia in recent years] gechnically if you have a head
injury, for example, and an enduring cognitive innpeent as a result of that, that
technically meets the definition of dementia but the traditional understanding of
what dementia involves. We're fairly strict aroumar service criteria for a number
of reasons. We make no claim to expertise in bielbes arising from severe
psychiatric illness, stroke, epilepsy, head injumyellectual disability, so our skill set
in managing behaviours related to those conditiegiite different from the skill set
our consultants have in relation to dementia behavnanagement as that term is
traditionally understood.

So we don't feel that we would be well positionet@ssarily to provide advice for
people suffering with head injury or the sequellerain tumours or neurosurgery
and so forth, and would make all attempts to tny @amcourage the referrer to access
a more appropriate service provider for the neédsat client whether it's a
specialised acquired brain injury service or aliigg service, for example.

MS HUTCHINS: And are there services that do rwinailar type of service to
what you do in relation to dementia or these otinees of injuries?

ASSOC PROF MACFARLANE: In relation to other typafsnjuries, yes, | mean,

it varies a bit from State to State and some carditdo miss out. | believe each
State has an acquired brain injury specialist senfor example. There are
disability services in each State. There are pgayiet services in each State and
Territory where behaviours relate to psychiatricippems, but it does tend to still be
a grey area though and people fall between the gagh®ften those are people who
have cognitive impairment with no clear cause @nitive impairment in relation to
previous substance abuse. Younger people alsddend through the gaps because
certain services have age cut-off criteria as gahgibility so they're an
underserved group.

MS HUTCHINS: Earlier we touched on the importan€¢he admission process, or
the steps that you would go through when your tesafinst doing an assessment.
When someone first enters a residential aged eariy, particularly one that’s
experiencing BPSD, how important is a holistic @ggh to care and, say the
emphasis that’s put on the initial admission pre@es
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ASSOC PROF MACFARLANE: I think it's a vital paof the care planning
process. Unfortunately many facilities seem tothsg¢initial ACFI assessment
within the first 30 days as simply being an adntnaisve requirement to try and, |
suppose, maximise the funding returns that theynbrgceive in relation to a
particular resident. It's been our experience Wian we visit facilities a lot of the
carers — this is more common than not — will natlyehave a holistic sense of who
the person with dementia they're caring for iss ot that the information isn’t
there, it's in the original ACFI document but tlilticument tends to be filed and
never looked at again beyond the initial periodsgessment.

So although it should be used as a vital tool &zeglanning, in our experience it
often isn’'t and the people caring for those witmeéatia have really a very poor
knowledge of the people that they're looking aftenjch is a centre point of person-
centred care when you think about it.

MS HUTCHINS: And have you made any observatidimsuathe updating of care
plans once someone has been in a facility for &&®hi

ASSOC PROF MACFARLANE: [I've seen a number of galans that are updated
and they're often updated by institutional requiestonce there has been a
behavioural incident. They're often — again in experience, the update of the plan
simply involves cutting and pasting the same sfaulases out of the original stock
phrase bank within the ACFI behaviour dictionanyd @ahat they’re utilised without
any real sense of commitment or any thought abowtthe individual might be
impacted by their environment, their social milemd the way in which those things
can produce behaviours. The responses and theaneedations are often generic
and not tailored.

MS HUTCHINS: Do you think that the current ACRfstem is incentivising better
care approaches for people?

ASSOC PROF MACFARLANE: I think the current ACHistem is a funding
instrument by definition and facilities will atttaaore funding for residents if those
residents have greater degrees of need and digat$lo there’s a disincentive, a
perverse disincentive perhaps in any facility pdawy activities that could be viewed
as reabling or maximising the function of a restdefhey have to put in resources to
get that outcome and the perverse result is thelegeer degrees of funding having
done so, so why would you.

MS HUTCHINS: In your experience, how importantasily involvement in the
care of people that are in residential aged caniéties?

ASSOC PROF MACFARLANE: Vital. Families are oftdre main advocates for
residents and it's usually families, almost invalyawho have the detailed
knowledge of the person’s past personality, likes dislikes, hobbies, occupational
interests and so forth, that knowledge being wdals in formulating an
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individualised management plan that flows on friw@ assessment. So families are
a great resource to us and they’re invaluable.

MS HUTCHINS: [ would like to turn to the issue @lfiysical restraints. What do
you understand constitutes a physical restraint?

ASSOC PROF MACFARLANE: Any physical means whasemt is to restrict the
freedom of movement or mobility of an individual.

MS HUTCHINS: And do you think there’s circumstasovhere the use of physical
restraints is appropriate?

ASSOC PROF MACFARLANE: Really only in emergendyations. If a young
robust person with dementia is acutely unwell aglddviourally disturbed and

clearly at risk of causing acute and imminent segimjury to third parties | think
there’s little alternative to physical restraintiat emergency circumstance. But the
extent to which physical restraint is used in thealder sector, | think is not justified
by either the nature of the behaviours that theaed is intended to address or the
duration of time for which the restraint can be lagzp

MS HUTCHINS: And could you provide an example tioe Commission of, say,

an instance where you've seen a physical restagiplied where, really, other
measures should have been taken that could harecta the need or the perceived
need for that restraint to be used?

ASSOC PROF MACFARLANE: In terms of me having atveel those | can't in
recent memory because my job doesn't involve mesighily going out and
assessing the clients. Certainly | hear anecgotalla weekly basis from our
consultants stories where restraint has been ingpptely applied. Unfortunately,
in the circumstances | can’t bring any to mindyou.

MS HUTCHINS: Certainly. Well, perhaps | can popou to an example. Scenario
1 which you’ve been provided with deals with a malsgident who has been
diagnosed with Alzheimer’s disease. He was wandeturing the night and was
then drowsy during the day. The restraint chaoingd that there were numerous
instances where physical restraint was used orptréitular gentleman. Do you
think that the restraint was appropriate in thaefa

ASSOC PROF MACFARLANE: On the basis of the infatran available, no, the
description of the behaviours is limited to thet fidiat the resident was unsettled,
whatever that means to the person who made thetyepa wandering. Simply
wandering or walking around the facility is notiigelf an indication to physically
restrain a person, and simply being unsettled,|aityj without greater clarity on
what's meant by “unsettled”, it's impossible todh&e. Certainly from that case
scenario, there were periods of time where thegpensas restrained whilst being
asleep, and you can hardly reasonably argue thmainat is necessary at that time
when no behaviours are being displayed so thatdvoelmore obviously clearly
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inappropriate in my book, but simply to restraima&tody because they're
wandering makes no sense on the face of it.

MS HUTCHINS: And if you or your services were piding advice in relation to
better care strategies in this circumstance whm bf recommendations would be
made?

ASSOC PROF MACFARLANE: Well, we tend to focus atirategies not on the
symptom but on the underlying cause. Wanderingpuf want to call it that, is not a
problem in itself, but it's indicative, it's the pression of an underlying problem, so
we would be wanting to try and find out why thatgma is wandering, to use the
term. It may well be, in the case of this gentlanpthat he’s a new resident at the
facility, there on respite, he has a room presuynbbt he’s unlikely to know where
it is because his short-term recall and new legrisraffected so he might simply be
wandering the facility looking for his room, or king for a way out or looking for
his wife. So trying to determine the cause foaitd if the problem is in wayfinding,
he doesn’t know his way back to his room, thenipgtappropriate signage on the
door of the room would be a relative simple ancepbally effective behavioural
intervention; it's not rocket science.

MS HUTCHINS: Yes. And for facilities that — y&gmow, say, it is a large facility
that has been around for some time and doesn’t déateof money to be able to
implement a lot of structural changes for wayfirgjisay, what are some other
practical cost effective solutions that these faed could be implementing?

ASSOC PROF MACFARLANE: Facilities don’t have foesid a lot of money to
ensure adequate wayfinding. A common problemsslests having difficulty
finding their way back to their room. Simply patjia sign with the resident’'s name
or a picture of the resident or a picture of sonmgtlthat is familiar to the resident on
the door is a very low cost intervention. It déesnst anything, really.

MS HUTCHINS: Did DBMAS ever make recommendati@ansund those types of
practical solutions to providers?

ASSOC PROF MACFARLANE: We do, and occasionally mcommendations
include things that may not necessarily be in tfignary remit of an aged care
provider, so we do have access to a limited pobrokerage funding with which we
can purchase items that the aged care providerallyrmouldn’t provide, and that
may include aids to wayfinding or other activityskd aids that cater to a person’s
particular interests to modify their specific beiwans.

MS HUTCHINS: And back in — back to the scenariHich we were just
discussing which involved wandering at night, hért also, you know, numerous
instances where physical restraint was used. mi&weia Support Australia had been
called around the time when the man had now begsigdily restrained for a period
of time, what would the likely triage be in thatusition?
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ASSOC PROF MACFARLANE: Depending on how long la& lbeen physically
restrained and the reason for it, certainly if hd been called — if we had been called
later in his stay and there was evidence that debkan restrained on a daily basis
for three weeks, we would see that as a pressiad treget out there with some
urgency. If the restraint had been applied ondmeand they called us on that day
because of wandering we probably wouldn’t assigih tlecessarily high priority.

We would simply advise the facility not to use rastt for that purpose. When we
do see restraint, we see it as our responsibdigdvise the facility manager of what
we see. There is a tension between what we manyhedsdo, and you could argue
that we might have a role in notifying aged carmgossion or quality agencies. But
the tension there is that if we're seen to be thealed restraint police, facilities
then won't ask us then to provide behaviour managernecause they fear the
scrutiny. We've taken the view that our resporiybis to inform the facility
manager of what is going on within the facility andhe hope that the facility itself
will take appropriate action.

MS HUTCHINS: Another scenario, number 3, it inved a resident who was
described as displaying intrusive wandering. dbahvolved the issue of resident
aggression. What observations could you make aheasures that could have been
put into place in relation to that scenario?

ASSOC PROF MACFARLANE: Okay. | would certaintyag by having a look at
what'’s in the scenario in relation to the care pldryou look at the behavioural
problem, which is described as restless, angryagitdted, the suggested
management strategy is diversional activities agctoll therapy. Doll therapy is
not a therapy that you can universally implemensfamebody who is restless. It's
implementation has specific circumstances whemeay be of use, and in the
majority of cases of behavioural disturbance ifs®@ use at all because it's not
tailored. So to have doll therapy down there atqfaa generic care plan for
managing a particular behaviour is a bit of a noasgeso the care plan merits
review.

There was a graphic put up earlier in relatiorhlayout of the dementia specific
unit within which this lady was housed. Lookingla graphic it would appear that
both this lady’s room and the rooms of two otheaidents who had showed
aggressive behaviours were located down the batloftine unit out of direct line

of sight of the nurses’ station. Again, if you kaesidents who are known to have
displayed difficulties with aggression it might neakense to relocate them to a room
that has direct line of sight to a staff outpdstee from the scenario that it's a 14
bed unit within which 12 of the beds were occupi&tly assumption is that the two
beds shown within the two twin bed units were mudiiyfoccupied. So, essentially,
everybody had a single room. So, certainly, wigd$up your sleeve there is scope
to relocate people within the unit.

All that depends, of course — and the scenariodeswn the behavioural histories of
the two other residents in particular, but a Igtefeds on what the behavioural
profile of the other residents may have been ab Widlat much is unstated. But if
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those were the two with aggression risk on the, tinére are environmental moves
or strategies that don’t cost anything to implemehich would have been prudent
risk management measures in that circumstance.

MS HUTCHINS: Are you aware of any reliable dataieth shows how prevalent
the use of physical restraints are in residengaldecare?

ASSOC PROF MACFARLANE: I'm not aware of any rdlie data. I'm assuming
the aged care standards bodies have records wfdidents of restraint that are
provided to that body through mandatory reportiBgit as | understand it, facilities
have a large degree of discretion as to what tleeypdort. And there’s a large
degree of lack of clarity about what the facilitygim consider to be restraint. For
example, if a lap band is applied with the intenstiop a person from having falls,
the facility might argue that that is part of aatiraent package rather than a measure
of physical restraint where, in fact, the resul iestriction in somebody’s mobility.
Similarly, the putting of tables in front of resids, the use of deep chairs from
which it's difficult to arise without assistancégtfacilities may well argue that those
don’t constitute physical restraint. But if theda®sult of what they have put in
place is a restriction in mobility, | think the #shold for restraint is met, thus my
assumption is that restraint is massively undemntego

MS HUTCHINS: And do you have a sense of how comnhe use of physical
restraints might be?

ASSOC PROF MACFARLANE: I|don't. We see a biasathple within Dementia
Support Australia, of course. We see people whve sggnificant behavioural
disturbances who it could reasonably be arguetharefore more likely to be
restrained. We don’t know what's happening with tesidents. We don’t have the
opportunity to visit and assess. But certainlg,atcommon weekly occurrence for
our consultants to report back to me that they hatreessed physical restraint.

MS HUTCHINS: And do your consultants make recomdaions to providers to
stop restrictive practices?

ASSOC PROF MACFARLANE: We do indeed. We hightigieir indication as a
last resort. We bring that to the attention offdmslity manager. And in cases that
have been referred to us where restraint is besed,uve will try and make
suggestions that are reasonable alternativestiairds Unfortunately, a lot of the
cases that our consultants witness are in resisdrmashaven’t been referred to us but
who arguably would benefit from such a referrabider to minimise the ongoing

use of restraint. The facility may feel that tlehaviour is effectively managed with
the use of a restraint. It may be effective, batriot necessarily appropriate or safe
or empowering in any way for the person living wiliamentia.

MS HUTCHINS: Yes. And are you aware or do youéha sense of whether
recommendations made in relation to removing regrare followed — are then
followed by the providers?
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ASSOC PROF MACFARLANE: Inthose cases where veersstraint occurring in
clients for whole we have a referral, we can gat tfata, certainly, because we have
ongoing contact with the client. Where we havenestsed it in our consultant’s
passage through a facility whilst assessing anathse because we’re not
necessarily going back to that facility and becams&e not involved with those
particular clients, we have no way of determiningatvmpact our feedback has on
the facilities or the practices.

MS HUTCHINS: And for the referred people, areytheing followed?

ASSOC PROF MACFARLANE: Yes, anyone who is takeres a case is followed
until the point of their discharge. | don’t have ffigures to hand, I'm afraid.

MS HUTCHINS: Do you find though generally in rietan to the recommendations
that your services might make that they are folld\eg the providers?

ASSOC PROF MACFARLANE: Yes and no, to varying aeggs. We audit these
things occasionally, and our computer dataset cepteasons for discharge or
reasons for case closure. And a recent snapslaosigfmonth period of activity
showed that 87 per cent of our cases were closslibe the facilities had followed
the advice that was provided, either to a compiete partial extent. So there was a
high degree of compliance, at least partially, viaéihavioural interventions. We
have a slightly different picture with medicatioased recommendations.

MS HUTCHINS: [ will turn to those shortly. Inlegion to behavioural based or
physical recommendations, in instances where theyt being followed, why do
you think that might be occurring?

ASSOC PROF MACFARLANE: I think a lot of times whéacilities refer to us,
their hope is that we will come along and provide magic pill to address the
behaviours. A lot of them are expressing disappaemt when we don’t come in and
prescribe. In fact, our philosophy involves desgrétion rather than prescribing
psychotropic medications. So if our service doesm@et the expectations of the
referral, there’s an expectation performance mismttere and they're not
necessarily motivated in that circumstance to irmglet a suite of behavioural
recommendations.

Human nature is such that if there’s an apparesntiyple solution to a problem
versus a more complex one that requires that bHigtdo some work, the easy
option will be selected. | also think that at tsnéhe skill set of the majority of the
aged care workforce is not necessarily sophisticat®ugh to enable faithful
implementation of these behavioural interventioAsd that's one of the reasons
why we have a capacity building service within Detree Support Australia as well,
so that we can actually get into facilities andvile some quite intensive and
protracted case based mentoring around the belravaba particular client over and
above what our individual consultant might be dbldo, to try and upskill the
providers and their staff in order to do that.
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MS HUTCHINS: Certainly. And in relation to medign, do you think that it can
be effective to treat BPSD?

ASSOC PROF MACFARLANE: Depends how you defindéefive”.
Effectiveness, | suppose, relates to whether sangettorks or not and whether it
works in relation to BPSD. You could argue iftbgs the behaviour, it works.
There’s plenty of things that are effective in thatessities can stop the behaviour
but then not necessarily, by extension, either saBgpropriate or indicative of
quality care. For example, the use of medicatfondehaviours such as wandering,
so-called, or inappropriate disrobing or inappragivoiding. | don’t have an anti-
wandering pill. You can effectively manage thatdéour with a psychotropic
medication, but you can effectively manage it lyndy by sedating the person to the
point where they can no longer engage in that bebav So it’s effective, but it's by
no means appropriate, and it's frankly dangerous.

MS HUTCHINS: Yes.

ASSOC PROF MACFARLANE: Having said that, therefsarly a role for
psychotropic medications, as we heard from Dr WegtbIf somebody has
psychotic symptoms, psychosis is tailor-made fasponses to an antipsychotic.
There’s limited efficacy for agitation and aggressibut not really for the other
behaviours. And overall, | think they’re massivelyerused.

MS HUTCHINS: Yes. And | will turn to scenario ®hich involved the

prescription of an antidepressant to a residemdiwith dementia who was known
to wander and was experienced an increase in enabtioin emotion and crying.

Do you think that the prescription of an antidepead was appropriate course in this
scenario?

ASSOC PROF MACFARLANE: The scenario doesn’'t awglivhat | would
consider to be an appropriate attempt at assessmdatermine the cause for the
lady’s tearfulness. That would have justified ginescription of an antidepressant.
Not all tearfulness means you are depressed. #oue tearful for a variety of
reasons. Only one, the existence of a depressweder, would be an indication for
an antidepressant to be prescribed. So from mwlauge of this scenario, a very
limited assessment as to the appropriateness afitadepressant was conducted in
this case.

Having said that, again, it's very difficult to malk diagnosis of depression in
somebody with a significant degree of dementikndw we've heard repeated
reference in these hearings to the use of the Gscade for depression in dementia.
It's referred to frequently, but the reality is, @hyou look at the research that
validated that Cornell — to my knowledge there Iesn 17 validation studies of the
Cornell, only four of which were done in a residehtare environment and none of
which involved validating it in residents with anMMBE score of less than 15. So to
apply a scale that has not been validated in &péat population to that population
in itself is fraught and tends to overestimategrevalence of depression when you
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apply it to that group, particularly if that grobpve behavioural disturbances
associated with dementia because the symptomsapverl

MS HUTCHINS: Yes.

ASSOC PROF MACFARLANE: So the diagnostic criter depression that
doctors are taught in medical school don’t applge¢ople with significant degrees of
dementia because they’re reliant on the patiemgoable to report symptoms to you.
If you can’t report a symptom, you can’'t make tlegdosis. My own practice,
when diagnosing depression in the setting of sedengentia would be to look at
biological indicators, such as a recent changese bf appetite, change in sleep
patterns, loss of interest in usual activities aid;ourse, any attempts at self-harm
or self-injury. But it's a difficult diagnosis tmake.

MS HUTCHINS: Yes. And do you think there are alger measures that could
have been put into place before the prescribing@fntidepressant in this situation?

ASSOC PROF MACFARLANE: Absolutely. | mean, iflytook at dementia
behaviour management guidelines regardless of /wbom those guidelines
originate, they’re all unanimous in recommending+pbharmacological approaches
towards behavioural disturbance prior to the pipson of any psychotropic, and
the use of any psychotropic should be seen ag eek®t. So I'm not clear from the
scenario that non-pharma measures were attempédidrathis case.

MS HUTCHINS: What are some practical examplesaf-pharma measures that
could have been tried?

ASSOC PROF MACFARLANE: For example, if this ladycrying because of
negative thoughts from her childhood or perhap&skeu know — well, if she’s
crying because she has negative thoughts fromHilelhood she could be supported
in dealing with those thoughts better, either tigfoaupportive counselling, one-on-
one contact, frequent reassurance and reorientatitire present so that her attention
is diverted away from the unpleasant past which owmgstitute a large part of what
she’s able to remember at the moment, all of thegeire staff time, staff
commitment and a degree of staff training as wekmpathy and compassion. An
antidepressant is quicker and easier.

MS HUTCHINS: You mentioned earlier that thoseanses where DBMAS might
recommend to a provider de-prescribing of medicatiand you find those
recommendations aren’t being followed: how comnsathat and why do you think
that’s occurring?

ASSOC PROF MACFARLANE: Okay. We did a limitedd#iuof prescribing
practices in our SBRT clients. This was about s ago now. It was a small
sample size but we had access to the medicatiatsafaesidents at the point of
referral to our service and at the point of disgedrom our service and we audited
those medication chart changes against the recodatiens that had been provided
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to general practitioners by our clinical associabes medical specialists. And at
that stage we found that the de-prescribing adwae only fully implemented by
GPs in about 10 per cent of cases, partly impleetkimt another 40, and not
implemented at all in another 50. That finding @@med us obviously so we tried to
put measures in place to try to improve those ca@anpé outcomes on the part of
GPS, and I've just seen some data over lunchtimehaduggests that one approach
that we’ve taken is actually improving compliangeatout 40 per cent for full
implementation.

To turn to the question why our recommendations’arecessarily accepted by
GPs, there’s a number of possible explanatioris.alltconjecture but those which
occur to me, given that most of our referrals araotually coming to us from the GP
but from the care providers, maybe when a GP reseawn unsolicited letter from a
medical specialist whose only contact with thegydthas been via electronic or
phone communication with our consultant, the GPhinliig inclined to discount that
as something that he didn’t solicit. We've heaaht Dr Westbury, that GPs
experience pressure to prescribe from residergied @are staff. If that's the case,
they might be reluctant to decrease a medicaticause they feel that pressure. But
at the end of the day GPs have to be held accderf@ttheir own prescribing.

You wouldn’t expect a doctor to hand over a predimn for morphine to anybody
who entered their surgery just because their cleranded it. | don’t see why
doctors are in any way let off the hook by saying tesidential aged care staff told
me to do this. That doesn't sit well with good noadlpractice.

MS HUTCHINS: And do you think that providers havelear understanding of
what constitutes a chemical restraint?

ASSOC PROF MACFARLANE: I|don't. | don't beliethat that's the case. |
think that the current standards around behaviamagement muddy the waters. |
think that the proposed new standards around kefta\bour management and the
principles that relate to chemical restraint arepdigflawed. For example, with the
new proposed standards it's my understanding tinatleug that’s prescribed for any
reason other than the treatment of a diagnosedddis to be considered chemical
restraint. To me that's a nonsense because it gisegscompletely innocuous
medications. | see plenty of residents who arsguiiged vitamin C on a daily basis,
and fish oil; I'm sure they're not fish oil defesit so arguably they're being
prescribed it for no diagnosed condition. But ltidicrous to consider fish oil as a
chemical restraint.

Also — and | think Dr Westbury alluded to this ptotit provides a lot of looseness
around the continuing approval for the use of aytthotics because behavioural and
the psychological symptoms of dementia by definitive symptoms of a diagnosed
condition, that condition being the dementia, s@atipsychotic can be prescribed
for those symptoms according to the principleshey’te not helpful on a number of
levels.
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MS HUTCHINS: Do you have a view as to what a mappropriate definition
should address?

ASSOC PROF MACFARLANE: I think any definition ohemical restraint needs
to take into account the intent for which the matan is prescribed. If the intent,
similar to physical restraint, is to restrict agmr’'s freedom of movement or
mobility or indeed to sedate a person, then theninthere is to chemically restrain.
A lot of psychotropic medications, as we've heand, prescribed for behaviours that
could not reasonably be expected to be medicaigponsive. We’ve mentioned
wandering a number of times. | don’t know whettiner intent necessarily in those
cases is to sedate, or whether the medicatiorescpbed in ignorance of what could
reasonably be expected from a medication in thtihgebut | fear the former.

MS HUTCHINS: Certainly. Turning now to some &sic matters, there appears
to be some debate about the actual number of pé&wgtlare living with dementia in
residential aged care facilities. Are you ablen@ke any observations based on
information that you receive in your role as to hoany people there might actually
be in residential aged care facilities living witementia?

ASSOC PROF MACFARLANE: I think the official preleace data is based on
ACFI entries, so the number that I'm aware of i8R cent of aged care residents
have a diagnosed dementia. | suspect the numlieos¢ who actually have
dementia is considerably higher, possibly as hgyliGaper cent. Authorities such as
Dementia Australia will tell you that about a thotipeople who have dementia
haven't actually been diagnosed yet, and I'm skhieesame is true of a number of
people in residential care who clearly have cogaitmpairment that would most
likely be best explained by dementia but they dbaite the formal diagnosis.

MS HUTCHINS: And so DSA commenced in 20067
ASSOC PROF MACFARLANE: 2016.
MS HUTCHINS: Sorry, 2016.

ASSOC PROF MACFARLANE: SBRT was 2015, DBMAS 2046d that’s the
point at which DSA was formed.

MS HUTCHINS: Yes. And has there been an incréasiemand for DSA services
since it commenced?

ASSOC PROF MACFARLANE: Significantly. Ithink itme last 12 months the
demand for both arms of the service — SBRT and DBMAhas gone up by about 40
per cent in 12 months.

MS HUTCHINS: Why do you think that is?
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ASSOC PROF MACFARLANE: There’s a number of polsiteasons, none of
which | can swear to but again it's speculatiorert@nly | think that there has been
an increased awareness of scrutiny of inappropmiagication practices arising from
the Royal Commission. That’'s one possible readdhink it's taken some time for
DSA to penetrate. | mentioned earlier that DBMA®v&es were operated under
different providers as far back as 2007. And sewithat may have had negative
experiences with the previous providers may s$tiaziate us with the old provider
and not have been referring. That's potentiallgrding as people become more
familiar with our service. People may be refernngre because they have referred
once and had a positive outcome and thereforenalieed to refer again.

We know anecdotally that some providers are refgrbecause they’'ve been told to
by the aged care accreditations bodies when ttsty 0 some of it might be
compliance driven. Some of it unfortunately migbtslavish adherence to a tick
box formula or tick box approach on the part of pheviders. I've seen some policy
documents from providers which state that any biel@al disturbance should
trigger a referral to DBMAS, for example. To migat's unnecessary because it
covers the whole spectrum, some of which behaviatggjuite trivial and to me that
also abrogates the provider from upskilling theuncstaff in the ability to manage
those lower tiers of behavioural disturbance whitthink should be within their
reasonable capacity. There are other possibleibatdrs which | think I've

outlined in my statement.

MS HUTCHINS: And | would like to touch on, | gugswvhat you perceive to be the
causes of some of these instances of substandarthed we’re seeing. Why do you
think that these — why do you think these instamdessibstandard care are
happening?

ASSOC PROF MACFARLANE: | accept that many provalteel that they're
under-staffed and the staff feel under incredibésgpure. I'm also very conscious of
the fact that the training that many aged card stative, both in general medical
issues and specifically in relation to dementia dachentia behaviour management
in particular, is really inadequate. If the majpf your workforce are personal care
attendants and the requirement is for them to cetag six week course in aged
care, it doesn’t really give you much opportundgygain any understanding about
what dementia is, let alone to understand the cexitps of how to assess
somebody with problem behaviours to determine ttesiise.

So if we're not equipping our aged care staff duheir training institutions with the
necessary skills to at least have an understaradidgmentia, you're almost setting
providers up to fail. 1 don’t think necessarilyathncreased staff numbers on that
basis is the answer because whether you have déwpel@ who have little idea what
they’re doing or 10 people who have little idea with@y’re doing on the floor, the
end result is still that regardless of number affghe behaviours are going to be
poorly managed.

MS HUTCHINS: Yes.
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ASSOC PROF MACFARLANE: So I would like to seeianreased emphasis on
basic training for all levels of aged care stafl axcommitment from providers
where they're finding that the graduates from thinaming courses are ill-equipped
to do the job to actually provide that trainingnouit to doing that themselves, to
upskill their own workforce.

MS HUTCHINS: Do you think it's necessary thatréhée a mandated minimum
training requirement for staff in carer roles?

ASSOC PROF MACFARLANE: Ido, yes.

MS HUTCHINS: In — for both personal care workansl further training for
nurses?

ASSOC PROF MACFARLANE: | think further trainingif nurses is highly
desirable and should be mandatory as well. | kti@se’s a lot of talk about
mandated nursing staffing ratios in particular, knbwing about the training
curriculum of nurses, I’'m not convinced that havawgnpleted a nursing degree,
necessarily gives you any particular expertiseeimentia, simply by virtue of being
a nurse. | suppose in defence of that populatiamould draw your attention to
perhaps the one environment where problem behavioutementia are managed
less well than in residential aged care and thiattee acute hospital setting which is
full of nurses and doctors.

Now simply having the qualification doesn’t meaattiiou have the necessary skills
to manage behaviours in dementia. | think if yeugoing to work in that
environment you need to be specifically trainetbtik after the cohort of people
with their particular problems that you’re goindfited in residential care and a
generic nursing background doesn’t give you that.

MS HUTCHINS: And training aside, do you think thiaere’s a general issue with
attracting appropriate staff into the aged car¢esy®

ASSOC PROF MACFARLANE: Ido. |was reading lasgtek that the vacancy
rate for registered nurse positions in aged cacarnently 41 per cent. You know, if
you mandate higher nursing ratios, you're goingdge a higher vacancy rate on that
basis. | think to work in aged care and be efiecitn that role you need to have a
passion for it. You need to have a love and aipader older people and an
empathy for their needs. There are disincentiovdgetoming a nurse in aged care.
It's not as well paid as some of the roles in atutepital settings, so accordingly
you tend to get two groups of people who might epdioing the jobs. They're the
people who have a real passion for it and who shbeldoing it, and there’s the
people who perhaps can’t get employment in a highat position, which again
comes back to quality and safety.

With people with passion, you get both quality aatety. With people who are just
taking the job because it’s all they can get, yeuiot getting either, really, despite
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them both having the same qualification, and tameeproviders who do best in this
space, particularly in relation to managing thedseaf people with complex
behaviours are those who recruit on the basis sdipa rather than qualifications.
They actively seek those people out and spendrtieeand effort to train them up to
perform the role, rather than assuming that sirhplying a qualification or having
completed a six week course means that you're proppate person to work in that
milieu.

MS HUTCHINS: When DBMAS or SBRT team membersradtthe facilities, what
are some common problems that you see that wostdgiattributable to staffing
issues?

ASSOC PROF MACFARLANE: To staffing issues; tlmmsultants that we
employ maintain a database of what they feel axretmtributing factors to
behaviour. And chief amongst those by a long shohder-recognised or
undertreated pain in between 60 and 70 per ceait otir referrals. Close behind are
carer approach to the person living with demeuatiack of recognition of the
person’s particular needs in view of their backghuikes, dislikes, personal history
and so forth, and deficits in the both built ane slocial environment, under or
overstimulation, and an inappropriate built enviremt that doesn’t facilitate
wayfinding, for example, or doesn’t maximise orl@leahe person with dementia to
an appropriate degree. In fact, we find that mamyironments compound and
amplify the deficits of people living with dementiaher than enable them to do the
best they can within a particular setting.

MS HUTCHINS: And you mentioned earlier issued @ see in relation to the
admission process; why do you think that thabisbeing done as fulsomely as it
could be in some instances?

ASSOC PROF MACFARLANE: The admission proceshjnk, is done

reasonably well because the provider’s funding ddpen accurate and
comprehensive completion of the ACFI documentatiBn.|l don’t see the problem
as being a deficit in the admission process frdacgity’s point of view, but in
continued reference to the ACFI document as adidacument that should inform
care beyond the initial month of admission. | khiihere are deficits around medical
admission processes, to take a different anglé@@®naestion, and in particular newly
admitted residents who are transferred from théeamusubacute hospital setting, the
discharge summary is not providing sufficient im@tion in particular on why
certain medications are being prescribed, how tbeg've been prescribed for,
advice or guidance about when they should be readesw ceased.

And when GPs receive the discharge summary ifach they’re lucky enough to
receive one, they might be inclined to continuealitation simply because of fear
out of what might happen if they stop it becauss tthon’t know why it was
commenced in the first place.
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MS HUTCHINS: And you mentioned earlier the importe of a holistic approach
to someone’s care. Who do you think is responddyléhat process?

ASSOC PROF MACFARLANE: Who is responsible anditio should be
responsible?

MS HUTCHINS: Who should be responsible in an acge facility?

ASSOC PROF MACFARLANE: | think the staff withihé aged care facility
regardless of their grade or their level need ke t@sponsibility for that. And if you
talk to providers and staff within providers abthgir model of care, they will say
that it's person-centric and holistic, but when ybg down there seems to be very
little understanding of what that means and it's@msomething that’s paid lip-
service to, rather than implemented, and to be $tphim not sure that the staff have
the time necessarily, nor certainly the skillsrtgpiement it fully, by virtue of their
poor training.

MS HUTCHINS: Yes. And do you think there shobklgreater involvement by
general practitioners in that process?

ASSOC PROF MACFARLANE: Around the process of hetiar management in
particular?

MS HUTCHINS: Yes, and feed into the, | guessjdtial approach of someone’s
case management if you want to use that term.

ASSOC PROF MACFARLANE: Ideally, yes, it should &enultidisciplinary team
approach with regular case conferences betweera@Pstaff and other specialists
who are involved. We’ve heard for various reasehg that doesn’t occur, the
various disincentives around it. | don’t think Gite the answer to adequate
behaviour management in residential care eithemertioned the deficits in the aged
care training curriculum and alluded to those mtlarse training curriculum. The
same deficits apply to the medical training cudaoo. Most doctors, by the point of
graduation from medical school might have had tlrefeur lectures on dementia, if
they're lucky. Those lectures are often focusediad medication management.

Those people who complete the Royal Australianggellof General Practitioners
specialist training program do very little over atwbve what is taught in medical
school so consequently if GPs are only provideth wie prescription pad as a tool to
use in managing behavioural disturbance in demethiey tend to use the tool that
they have. So if all they have is a hammer evargtlooks like a nail because a
hammer is all you know how to use. | don’t thirdctbrs do behavioural
assessments well at all, and I'm not criticisinggal practitioners here, | don'’t
think specialist doctors do it well at all as wellly own experience in having to do
these assessments when | was going into agedazalige’s, | don’t have the time
nor has my training provided me with the expertisdo as good as job as the DSA
consultants who are a multidisciplinary team.etjuires specific training, a lot of
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time to do a proper assessment. That’s time thetbds don’t have typically and it's
expensive time and a lot of expertise.

MS HUTCHINS: So what do you think is the most ormant thing to concentrate
on to raise the standard of care in aged caraties?

ASSOC PROF MACFARLANE: In relation to behaviouanagement in

particular, | would refer you back to the Brodatgngle. If you look at the shape of
the Brodaty triangle by far the majority of behawi® that might occur, occur at
those lower behavioural tiers. The very extrent savere behaviours are
significantly more rare. Therefore, you're goilmgdo more people more good if you
focus on upskilling residential aged care stathieir basic qualification to enable
them to manage the lower tiers of behavioural distnce. You will probably
prevent for inappropriate psychotropic prescripiioyou target your interventions at
that level than if you set the bar too high andezxgverybody to be an expert in the
management of severe to extreme behaviours. Thewsr going to happen, but | do
think that upskilling staff to manage lower tiethlagiours is a desirable and an
attainable goal if the necessary changes are noddaining requirements for staff.

MS HUTCHINS: Thank you.

COMMISSIONER BRIGGS: Can Il intervene and ask whate necessary changes
to training requirements might be? | listened #8ws got a deficit at GP level,

we’ve got a deficit at nursing level, we’'ve gotefidit at personal care, because the
existing training really doesn’t cover this areaa@uhately at all. What is needed?

ASSOC PROF MACFARLANE: Well, if the majority ofedf in a facility are

PCAs who have completed a six week course andmiitiat course they have to
learn about a variety of medical conditions, aetgrcare approaches, and in addition
to that learn all about dementia, that's doomef@itqust in terms of the quantum of
education and training that can be provided in pleaitod of time. | think there
should be specific modules with an educative faousow to manage problem
behaviours from a psychological, environmental smclal perspective rather than
perhaps education that reinforces behavioural problas being something that it's
the doctor’s responsibility to sort out, becauseiawmctors will then only have the
tool of a prescription pad available to them. ihkhbehavioural modification
modules as a mandatory part of aged care trainmgdigo a long way,
Commissioner.

MS HUTCHINS: Moving on, do you think that the oemt accreditation system
promotes quality aged care services?

ASSOC PROF MACFARLANE: No, I don't. The curreadcreditation system, as
| understand it, tends to focus much more on tleeichentation of care, or a review
of documentation regarding care that may or mayhage actually been provided,
but it has been documented, and staff are verycomuns of this and the staff that |
talk to tell me that a large proportion of themé is spent documenting what they
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should have done or have done rather than actdaihg it. And that satisfies the
requirements of the accreditation standards ageuatisn’t indicative of the
provision of quality or safe care to residentshink if accreditors were to focus
more on observing the care that was actually pealigy staff to residents, that
would force providers to focus on upskilling thsiaff in the actual provision of care
rather than devoting resources to the documentaficare. And that to me would
drive quality care as well as safety as well, beeaas a result of that staff would
have more time to provide this hands-on care.t 8ould be nice if the accreditors
were to change emphasis perhaps.

| also perhaps raise the issue at this point difatys does not necessarily reflect
guality. Somebody made the point to me a couplgerfks ago that you can have a
perfectly safe flight from Melbourne to Sydney aartcular airlines but that could
not be a quality experience at all, and | do thihd the current accreditation
standards overemphasise safety at the expensealitiyqand don't allow for that
dignity of risk. The acceptance of reasonable wgk the trade-off that acceptance
of such risks maximises quality of life and has eaneaning for the person and
gives them pleasure. An example might be around &tandards in facilities which
emphasise safety to the extent that, for example cpuldn’t eat a soft cheese in an
aged care facility because theoretically thereiskaof listeriosis.

We accept those risks every day in our own homeeahdoft cheeses. We accept
the risk is there, it's low, we don’t aim to elinaite it completely in our daily lives.
We accept that some things that we do that giyelessure might have a degree of
risk, and that’s dignity of risk, and the curretarglards currently emphasise safety, |
think, at the expense of the quality aged care expee, allowing residents to take
reasonable controlled risks that are managealtleeiname of maximising their
quality of life.

MS HUTCHINS: Yes. And do you think that providare reluctant to afford
residents opportunities which might give them thiitg to exercise that dignity of
risk because they're concerned about potentialesprences if, you know, a resident
falls or something else goes wrong?

ASSOC PROF MACFARLANE: Yes, that's a good examplelot of facilities

will have beautiful outdoor areas in courtyardg tir@ surrounded by glass doors
which are kept locked because if the residentsuj@od ambulate in these areas
they might fall, with the result that residents f#sese beautiful outdoor areas and
continually try the handles to try to get out ardess these beautiful outdoor areas,
at which point they get labelled as behaviouralbtutbed and potentially medicated.
So you can exercise appropriate risk managemenaliowd residents access to
outdoor areas as long as those outdoor areas fglb@a dementia design principles
and are tailored to the needs of people with delme@urrently we don’t see that.

MS HUTCHINS: If you could encourage reform to queet in particular of the
current system what would be the area that you dvadommend focus is put on.
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ASSOC PROF MACFARLANE: Staff training. If youdos on that, | think you
get the most bang for your buck in terms of apgeterbehaviour management and
decreasing inappropriate psychotropic polypharmadigink that the new
accreditation standards around behaviour that@reng in in July will to some
extent help influence that change. The curremidsted around behaviour is simply
quote, unquote, that behaviours are effectivelyagad with no comment about
quality or safety. The new standards will requivat providers’ behaviour
management practices follow best practice, andpestice is clearly not
psychotropic medication prescription. It's holistailored suite of individualised
psychological, environmental, social interventiansed at determining the cause of
the behaviour and addressing that, rather tharsfogyust on symptom
management. So it’s really going to come dowrheortgor with which the
accreditation standards body interprets that bestipe clause within the behaviour
standard.

MS HUTCHINS: Yes. Because in your opinion, daybink providers are
currently capable of implementing best practice?

ASSOC PROF MACFARLANE: | think some providers aezy well prepared to
do that. DSA has only been into 60 per cent afites in Australia. I'm assuming
that at least, in some of the remaining 40 per,déBl’re managing things really
well and don’t need us. And | would love to see $ituation where a need for our
service is eliminated. So | think there’s certalands of excellence in behaviour
management, but | don’t think the majority of pietis are well positioned to meet
that standard at all.

MS HUTCHINS: | have no further questions, Comnaissrs.

COMMISSIONER TRACEY: Thank you. Professor, ishl@en put to us that one
way of attracting empathetic and skilled nursethéosystem might be a placement
arrangement in the course of their training, sirhyléo the way doctors do periods of
residential placement in hospitals in the courstheir degree training. | wonder if
you have a view as to whether that might work, mtes that the facility where the
training was provided is at the top of the benclmaot the bottom.

ASSOC PROF MACFARLANE: I do think that would bgaod idea, and | can
speak to my own personal experience in that regbaecdrtainly didn’t enter medical
school with a burning ambition to become a geggtgychiatrist. | had no idea what
the speciality involved for — and no interest iaritil | did a rotation in aged
psychiatry during my training as a psychiatrist tiat point | fell in love with it.

And I'm sure that unless nurses get exposed tpalssibility of working within aged
care, unless they get that exposure they're notggm consider it as being on the
radar for their career. It's something that yolyatetermine a love for or find a love
for, in many cases, once you've actually doneimd if you can provide more
opportunities for that exposure, then | suspedtiliahave flow-on effects for
recruiting passionate, qualified nurses into thetse
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COMMISSIONER TRACEY: And my second question iBra not sure that

you've expressed a concluded view — you may not lnae — as to whether there is
merit in having standalone facilities for elderkygple with dementia separate from
aged care facilities where the frail and otherwisge perhaps not put this as clearly
as | may, but what I'm getting at is there a casealfscrete aged care facilities for
patients with dementia?

ASSOC PROF MACFARLANE: I guess arguably, Comnusst, you have that
situation already because you have dementia spexifis, so called, within larger
generic facilities. | would go back to the poimhade earlier though about not all
residents with dementia being created equal, bedaysu simply segregate people
on the basis of diagnosis that doesn’t cater tw théividual needs. | think that
somebody who has a mild degree of dementia is gapeble of living a fulfilling

life within a generic facility.

COMMISSIONER TRACEY: It may be a good thing there in a generic facility.

ASSOC PROF MACFARLANE: That's right. | would leatio see, though, a
diagnosis-based segregation where you have peadjplewldly divergent needs and
wildly divergent patterns of behaviour — the exaenpl the young physically
aggressive robust male with frontotemporal beingsed in a unit with a frail 95

year old lady living with dementia who just sitsarchair all day. That's nonsense to
me. | think that standalone facilities for peopi¢h particular types of behavioural
disturbance and particular degrees of behavious@lnthance is good, and we are
seeing that with the Commonwealth’s move towardsdémenting specialist
dementia care programs for those, you know, tieel@aviours that we see. That
move, | think, will create expertise within the s@ovhich hopefully will flow on to
the broader sector, because all of these speaiaiakga care programs are going to
be housed within generic residential aged carditiasias they currently exist. So |
think that way of proceeding is a lot better thagregation on the basis of diagnosis.
Diagnosis doesn’t predict individual needs.

COMMISSIONER BRIGGS: When you get — when we geidr 7, what do you
see as the appropriate facilities, if you likehousing arrangements and care
arrangements for that group?

ASSOC PROF MACFARLANE: Currently, I don’t feelp@missioner, that there

IS an appropriate setting for that group of peojilgen the specialist dementia care
programs are targeting tiers 5 and mainly 6 ofBhedaty Triangle. People with
those very extreme behaviours — which, fortunatelg,very rare, are really
exhibiting degrees of disturbance that are tootgoeeeasonably expect any provider
to adequately care for them. They might often megdor example, constant one-to-
one supervision or the availability of securityfst&such individuals do exist in the
system currently, but they’re housed, really, adicgy to the availability of long

stay, often psychiatric services within State hiadmietwork facilities rather than the
aged care environment.
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COMMISSIONER BRIGGS: And is that where you thihie appropriate
arrangement is?

ASSOC PROF MACFARLANE: Sorry?

COMMISSIONER BRIGGS: So do you think long staygsatric facilities is the
best place for those people to be?

ASSOC PROF MACFARLANE: Not at all, because agairthat environment,
you have a mixed group. You have people with lterga psychiatric iliness, which
is the appropriate group. But people with extrdrakaviours in the setting of
dementia will often be shoehorned into such settlmgrause there’s really no
alternative within the State system. So it’s fani ideal. | mentioned that the skill
set that’s required to care for one group of pewaplk behaviours arising from
psychiatric illness is quite different to that winimight be required for somebody
with severe behaviours in dementia. And | guésghat colocation of resident mix
that led to such disasters as Oakden, for exampteyest practice care.

COMMISSIONER TRACEY: Anything arising from that?

MS HUTCHINS: No, Commissioners.

COMMISSIONER TRACEY: Professor, thank you veryahdor sharing your
considerable expertise with us. And we will cerhatake on board your
recommendations when we come to deciding what vggineg to recommend to
government in relation to this very vexed areaaniyou very much for your
assistance.

ASSOC PROF MACFARLANE: Thank you, Commissionarsyour time.

<THE WITNESSWITHDREW [4.05 pm]

COMMISSIONER TRACEY: The Commission will adjouantil 10 am tomorrow
morning.

MATTER ADJOURNED at 4.05 pm UNTIL THURSDAY, 16 MAY 2019
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