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

MR BOLSTER: Good morning, Commissioners. Yesgrgou will recall that Dr
Westbury showed us a document which was part aédiaeational material of her
RedUSe project, and we’ve been provided with a adgiat. Could the operator
please call up RCD.9999.0060.0001, and that’s tloeimhent in question,
Commissioners, which | now tender.

COMMISSIONER TRACEY: Yes, the University of Tasni@document entitled
Reducing Use of Sedatives will be exhibit 3-69.

EXHIBIT #3-69 UNIVERSITY OF TASMANIA DOCUMENT ENTIT LED
REDUCING USE OF SEDATIVES (RCD.9999.0060.0001)

MR BOLSTER: Thank you, Commissioner. The nexness is Professor Joseph
Elias Ibrahim, whom I now call.

<JOSEPH ELIAS IBRAHIM, AFFIRMED [10.03 am]

<EXAMINATION BY MR BOLSTER

MR BOLSTER: If Professor Ibrahim’s statement, @vhis WIT.0115.0001.0001
could be brought up. Thank you. Professor Ibralyimu will see on the screen to
your right a copy of your statement.

PROF IBRAHIM: Yes, | see you redacted my birthedaThank you.

MR BOLSTER: That is your statement?

PROF IBRAHIM: ltis.

MR BOLSTER: And are the contents of that statemmie and correct to the best
of your knowledge, information and belief?

PROF IBRAHIM: They are.

MR BOLSTER: Professor Ibrahim, | just wanted tarsout with your expertise,
and it is extensive. You have been a medical pi@uoer since 1985.

PROF IBRAHIM: That's correct.

.ROYAL COMMISSION 16.5.19 P-1777 J.E. IBRAHIM XN
MR BOLSTER



10

15

20

25

30

35

40

45

MR BOLSTER: And you're a fellow of the Royal Aumslian College of Physicians.
PROF IBRAHIM: Yes.

MR BOLSTER: Since 1994.

PROF IBRAHIM: Yes.

MR BOLSTER: You obtained a PhD in epidemiology &ealth services from
Monash University in 1999.

PROF IBRAHIM: That's correct.

MR BOLSTER: The topic of that research was inigasing the relationship
between quality of care and performance indicators.

PROF IBRAHIM: That's correct.

MR BOLSTER: We will come back to that later. Yieua fellow of the Australian
Faculty of Public Health Medicine.

PROF IBRAHIM: Yes.

MR BOLSTER: You're a consultant specialist inigagfc medicine.
PROF IBRAHIM: That'’s correct.

MR BOLSTER: In the public system in Victoria.

PROF IBRAHIM: That'’s correct.

MR BOLSTER: You are regularly called on to praiopinions to coronial courts
around the country.

PROF IBRAHIM: Occasionally, in three States, yes.

MR BOLSTER: And you are associated with the Miigto Institute of Forensic
Medicine.

PROF IBRAHIM: Yes.

MR BOLSTER: What's the role in relation to peopieaged care with the forensic
medicine in connection with the Institute of Foreridedicine?

PROF IBRAHIM: So the Department of Forensic Ma&ukg which is part of
Monash, has a relationship with the Victorian lngé of Forensic Medicine. It's the
academic arm, really, of the Institute of Foremdaxdicine, and there is where |
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perform the education, training and research d@gvinto patient safety and aged
care.

MR BOLSTER: Now, you have written extensivelydame won’t go through all of
the publications but | want to focus on a coupl®e first of those is a document — if
that can be brought up RCD.9999.0063.0145. Bédftunen to that, could | formally
tender Professor Ibrahim’s statement, Commissioner.

COMMISSIONER TRACEY: Yes. The statement of Pssfar Ibrahim — you will
have to give me the date, it has gone off the scree

PROF IBRAHIM: 23 April.

COMMISSIONER TRACEY: Of 23 April 2019 will be exit 3-70.

EXHIBIT #3-70 STATEMENT OF PROFESSOR IBRAHIM DATED
23/04/2019 (WIT.0115.0001.0001)

MR BOLSTER: Thank you, Commissioner.

That document is a large collection of recommemaatiabout how to assist in
relation to residential aged care, isn't it?

PROF IBRAHIM: That’s correct. We thought it waatively modest given we
had only covered seven topics, not the entire rangguries that cause death.

MR BOLSTER: Now, that report followed a studyttlgau carried out, a previous
study about nursing home residents which dealt datia on premature deaths of
nursing home residents in the Commonwealth.

PROF IBRAHIM: That's correct.

MR BOLSTER: All right. If we could bring up thdbcument, please. That's
RCD.9999.0063.0131. And if we could go to thetfiedle on that — in that
document, please, table 1, and if that could bled¢alut. Could you please assist the
Commission with summarising the nature of thisipalar paper by reference to that
chart.

PROF IBRAHIM: The basis of the data is lookingalitdeaths reported to the
Coroner since 2000 to 2014. So our team had tbrgoigh all of the deaths reported
because there is no marker for a person dyingsideatial care to be able to identify
them. So our team went through 230,000 deathdetatify those that were
potentially in residential care. And we confirm22l000 deaths, as you can see in
the middle, were — occurred of a resident. Anahthvben we looked at that we were
focusing predominantly on what we call externalssadeaths which are injury
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deaths. The reason we did that was we knew wed\midebated or contested on
preventability or prematurity if we did anythingse| and so we identified 3289
deaths due to injury which we looked at in detail.

The 18,000 natural cause deaths would have takéadanuch resource for us to
investigate to find out why so many had been requbtd the Coroner. As most
people would know deaths reported to the Corongallyshave some unusual aspect
to them, and we remain curious to this day as tp ¥8)000 natural cause deaths
have been reported.

MR BOLSTER: If we could go to the next table,gde, which is a summary of
your conclusions, could you please talk us thrathgheffect of that table.

PROF IBRAHIM: So this goes through the causedeaith by injury category and
we’ve essentially broken them down into three caieg. Intentional cause deaths
which is down the bottom which is suicide, residentesident assault, and there was
one homicide as you can see. The other groupsa#lesl unintentional deaths so
they're typically falls, choking, asphyxia, burnsch as thermal injury, and
complications of clinical care. So they’re the maategories, and in terms of injury
prevention that's sort of standard nomenclaturel tiseoughout the world to try and
identify approaches for prevention. What | wanhighlight in that table is the
incredibly small number of deaths from complicatiari clinical care which we
might come back to later. There were only 39 deatported to the Coroner as
complications of clinical care over 14 years whitgggars belief.

MR BOLSTER: What do you characterise as compbaatof clinical care?

PROF IBRAHIM: Well, this is according to the cdafecation used by the Coroners,
or the National Coroners Information System, anthsg’re usually errors of
omission related to clinical care, either by a doorr a nurse. We think that number
is incredibly small and due to underreporting aaitlife to recognise misdiagnosis,
mistreatment, inappropriate treatment, and we tthak a lot of the complications of
care, clinical care are either tied up in thoseedisas falls, or potentially in the
natural cause deaths which we didn’'t have the ressuo investigate.

MR BOLSTER: Yes. Right. If we could go to thedl table in that paper. The
table 3, you will see the rate per 100,000 residentissions. Could you talk us
through the effect of that table? It would seeat the rate of natural cause death is
decreasing over time, that is on the left-handmoolu The external cause falls rate is
increasing over time, and the external cause ahefatively static compared to the
other two. What's going on there, Professor Ibréhi

PROF IBRAHIM: So our, when we looked at this, tiagural cause deaths we
believe were reduced because in South Australia apout 2005 they were

reporting all deaths occurring in residential agace under the belief that these were
in care deaths. The — and so that’s part of theam there has been a drop-off in
natural cause. The other reason there’s a droprofftural cause is the New South

.ROYAL COMMISSION 16.5.19 P-1780 J.E. IBRAHIM XN
MR BOLSTER



10

15

20

25

30

35

40

45

Wales court changed their legislation to reducentapg of deaths for people over
the age of, | think, 72 or 73 so that would haxdued some of the natural cause
deaths being reported. The external cause deathsthere was a significant
increase because of the requirement in Victoreraund 2007 to improve reporting
of falls deaths, which we believe should have He#bawed nationally because falls
are — are a cause of injury and if we don’t lookhatse we’re never going to
understand how to reduce them.

And so that rate has been increased and that light the eye, | think,
predominantly of the media and is a headline itdine thing that we were most
interested in and wanted to try and convey is #tereal cause other, and there has
really been no change in that over 13 years, arthgmg removed the natural cause,
having removed the falls and so any controversyraddow you would interpret

that, we're left with the conclusion that nothirgsihchanged in 14 years in Australia
in reducing harm from injury that is clear and ams to all, as a cause of premature
death.

MR BOLSTER: Pausing there, your PhD topic, whighmentioned previously
was about quality, measuring quality in care gdhera

PROF IBRAHIM: That's correct.

MR BOLSTER: Why do we choose — why have you chase/our research to
focus on the coronial side, the death side?

PROF IBRAHIM: So really there’s — for aged canere’s no choice. So for my
PhD we had access to hospital level data acrossotingry. That work was funded
by the Federal Government to look at performancasmes as to whether we could
determine or rank the quality of care in hospitdlsing those same principles the
only data available to our team or to any teamustéalia is that through the courts
and through the National Coroners Information Systé&o in terms of being able to
collect data, it already exists; it wasn't beingdis Death is a non-contested
outcome. No one can argue that death did or di@caur. Whereas if you enter the
debate about whether someone was harmed and aligalfrom quality of care you
get into debates around the degree and whetheinjbat was severe or not severe,
and the metrics for that don’t — exist but arewing used for us to be able to
research.

We use the death data because no one could stegingsit. So we, of course, had
to go through ethics, but no one can really stap getting access to court level data
except the court. Getting access to data frontHiedth Department is incredibly
difficult. Getting access to data from AIHW whiate did for ACFI cost us in the
order of $25,000 to get a cube of data, and an@&b@000 in trying to clean that
data to use it. So in terms of why the coroniahds— the deaths that are reported
usually have a cause that is preventable. Theislataailable. The investigation
information is available for us to learn somethiram, and most clinicians will

listen to — though you might not — will listen teetoutcome of a court finding or the
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Coroner’s. So in terms of potential influence ranging practice, that's why we
were using that data. We weren’t doing this pueslya research exercise. Our intent
was always to come out with something that the tguwould use to help older
people.

MR BOLSTER: You refer in your statement to théad@om the Coroners Courts
as being a proxy for data that you might othenaisieieve from the Department of
Health.

PROF IBRAHIM: Yes.
MR BOLSTER: Is that what you’re talking about?

PROF IBRAHIM: So if | had my hat on as a purederaic, we would want
prospectively collected data that was the contrdhe researchers as to how that’s
gathered and reported so we know the informationengming to collect and we

have a standard way of collecting it. The useagde administrative or secondary
datasets is now common practice and has beenddash20 or so years in Australia.
We would need to get the ACFI data to link thath® hospital data in each state and
jurisdiction to start to have a dataset that cia@danalysed in terms of the nature of —
that would give us the numbers. That still woutdjive us a sense of the quality of
care that was being delivered and we’re then lé@ft proxy judgments at any rate.
So, you know, the — the linkage of data would lmeadibly helpful.

There are substantial costs associated with itlaatimes in accessing that data
requires going through usually different departrakathics committees before you
can get your own institutional ethics committeetobk us 18 months to go through
the ethics requirements for AIHW. If | was a caraeademic and not a clinician —
and my livelihood is made from clinical practicé would not be at the university if
| was non-productive for 18 months waiting for data

MR BOLSTER: If we can go back to table 2, please&l you have listed there
seven categories of death: choking, there’s sejgmkident to resident aggression,
homicide, etcetera. To what extent were they ctamed in your second paper that
dealt with recommendations?

PROF IBRAHIM: So for the recommendations we hadbke a pragmatic
decision about how much data we could analysesamnde could not analyse the
natural cause deaths because of sheer volume.idvetanalyse the falls deaths
because — for two reasons: the volume of dat& tteguired an enormous amount of
resources, and in terms of research there’s & letsearch on live people that look at
interventions. We chose the topics that no one#@jly looks at, and that people

find very difficult to confront. The team | hadtwime are also young, highly
motivated, social justice-minded people who | hamermous respect for, and they
led me to looking at suicide, resident to resigaggression, complications of clinical
care, particularly medication use. We then lookiechoking deaths, deaths from
unexplained absences, and particularly respitewaseanother topic that we thought
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was very important to look at, and that generatemraous debate and trolling with
people believing that we were against respite ¢atber than we were wishing to
improve respite care.

MR BOLSTER: We will come back to each of thostegaries a little bit later but
in tandem with this you also publish a regular infation sheet called Communique;
correct?

PROF IBRAHIM: That's correct.

MR BOLSTER: If we could bring up, please, the Goumique document,
RCD.9999.0063.0137. When did Communique start?

PROF IBRAHIM: So the first Communique looked ashital-related deaths back
in 2003 when we were working in partnership wita Yictorian Coroner’s Office
and the Victorian Institute of Forensic MedicinEhis communique specifically for
residential aged care was part of an initiativediohby the Victorian State Health
Department and they have been steadfast supptotdhe last 12 years. It has been
going now for 12, 13 years where ouf"§6sue will come out this month, and that
was designed to — one of the issues we discovaregrking with the legal system

is information from the courts was not getting tmitlinical staff in a manner that
they’re familiar with. So legal judgments usualky anywhere from 20 to 50 pages
and they're not sequenced correctly for a clinician

So what we do is take the cases, sequence thdra pattern that’s familiar for
clinicians, keep them as brief as possible antdéqbint, highlight the key learnings,
highlight additional resources they might use, aipé&nd make sure that we frame
the case as such that it could happen to you,tanaot the individual involved that
led to the set of circumstances, and to then eagaupeople to use that for learning
and to argue their case with their executive ordhod management to generate
change.

MR BOLSTER: All right. We have in front of useii@" anniversary edition.
That's from, | believe, last year, and | just wahte have a look at one of the case
studies that you refer to there. It's on page thefdocument, if that could be
brought up, please. Is this the typical formadt you have articles by clinicians but
you also critically have various clinical summariaken from cases from the
Coroner’s Court?

PROF IBRAHIM: That's correct, yes.

MR BOLSTER: And in this edition you refer backaaase study from the very
first edition in 2011. It's about a person calldds H.

PROF IBRAHIM: Yes.
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MR BOLSTER: And you make some comments about fed@vant it remains,
even to this day. Could you walk us through treatipular clinical summary, and
tell us how — if you could just for now walk us dkugh that summary, and then | will
ask you another question after that.

PROF IBRAHIM: So the resident, Mrs H, was 78 weald and was a heavy
smoker and lacked the dexterity and mobility taogbto have the cigarettes that she
wanted or enjoyed for her life — quality of lifé&nd I think that in this case, the
resident had taken the cigarette, been left akbeegigarette had fallen and she had
immolated, gone up — so | think that — so haviregldrom burns related from
cigarette smoking, was really a highly contentimssie for myself and our team in
that clinically we would never condone cigaretteoking. It's bad for everyone
universally and should not exist. So if anyone kaspthey should stop. But | was
then faced with the dilemma here of if | respeet plerson’s rights and their right to
choose and live how they want to, then sadly, §jgeto come out in support of
someone smoking a cigarette, not for its healtrefiesnbut only in terms of
respecting that person’s right to choose.

And that really creates, | think, the dilemma werently still face about the balance
of paternalism and a person’s right to autonomlge @ther frustration, really, is that
having looked at cases from when | started at tlwetén 2002, reviewing cases, and
every year we continue to review cases and the saenees come through. It might
be a different aged person, they might have aréifiteset of diseases. It might be in
a different state or a different sized home, batsame themes repeat and it is
incredibly frustrating and disillusioning in termagour ability as a country to learn
from them.

MR BOLSTER: So have you done any research owarsabf the take-up rate of
the material that's in Communique?

PROF IBRAHIM: So we've evaluated this Communigureat least four, possibly
five, occasions. Again, it's in terms of we livea world where you’ve got to justify
your existence, and so we’ve completed those sarved them peer reviewed,
published in academic journals to prove that watsemaking anything up and open
to scrutiny. And universally we find about halétheaders say that they change their
practice based on it. You've got to be a littlevisary when people say they change
when you’re asking them, have you changed to bd;gnost people will agree that
they’ve changed to be better people. Substargistiat takes a lot more effort and
would cost us more than the production of the netted! itself.

We also know that we’ve got a secondary distrilbutist that's probably — for every
one subscriber, there’s probably another 10 read®gsin issues to do with spam
laws, privacy, confidentiality, mean | can’t — Irdbhave anything definitive beyond
our subscriber list. And the anecdotal evidendbas | know that senior clinicians
will take the Communique in their hand to their @xtéve or to their board and say,
“I've been telling you this same thing for two ysamow. This has led to someone
going to court. If we don’t change this could ls’uAnd in terms of ammunition to
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support the clinicians to improve practice | ththlat’'s probably where its biggest
impact has been.

MR BOLSTER: | want to change direction now ané tbout, in general terms,
your perspective about the purpose of residengediaare. You go into that at some
detail at paragraph 22 of your statement.

PROF IBRAHIM: Yes. So | have my own opinion. ®#h would really ask the
Commission is for internal consistency which we’tlbave in the country. So if we
say it's one thing, then it should deliver on thhhelieve that residential aged care is
a place where older people should be able to geenajoy their life. If you have to
go to residential care, it usually means you'verisad to 80. You've usually got
three to five diseases. You've lost your home,y@left your family behind.

You're coping with having dementia or severe atighriYou're coping with having
people support you with your day-to-day living doieting. | would have thought
at that point in life you deserve to have somethlilagent happen to you, and so |
think that residential aged care should have tla that it's a place where people
can at least enjoy their last few months or yeafere they die. They know they're
going to die. We know they're going to die.

And what currently happens is most of us sit arowading for them to die, and if
they die quickly then it's a good job done. Evergaort of thinks that's a good
thing, and it's clearly not, and it wouldn’t be aptable in a paediatric palliative
care-type service and it's not acceptable anywbkls® We're very clear on the
purpose of a school. We’'re clear on the purposehadspital. We’re clear on the
purpose of a prison. We're clear on the role efA©C for the Olympic Committee.
We've got no illusions about what they're supposedo. So we know what they're
supposed to do. We can see their outcomes aheyifré not producing we get
angry and we change it.

In residential care, it seems to me no one has &egry for a long time. And no one
— because the product of residential aged carel-Agnapologies to the residents
there — the product of residential aged care ithd@ad deaths occur one third every
year and so it seems that residential aged caverlang well because every year
50,000 people die and that's what we expect s@shéme happening smoothly. And
the way the legislation is written tells you what\sces are to be provided. The
mission statements for residential aged care varyhey're typical of any human
service or any hospital and depending on who has tlee wordsmithing is we will
respect people, we will work in partnership, wel wrbvide world standard care and
we are caring folk are the general themes for amgdn service. And | don’t see
this as a lived experience. | am not a residéfeel awkward — so I'm not
representing residents, they will have their onewabout it.

But in terms of measurement, you can’t measure gongeif you can’t define it, and
the beauty for the Parliament and for the Goverrirard for the Health Department
is if it's not defined, you can’t ever do anythimgong because you can switch your
definition or what you think the role is. And yaiuill have seen from residential
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aged care is on one hand it's a palliative carewhen you want it to be, and then
the next minute it's a brokerage or concierge serfor people to go skydiving.
And in between the hospital — the acute hospitaistdvant any of the residents to
come to them. What is it? And no one knows andglmose the one that's most
convenient for your argument. And so if we doravé a clear definition that we all
understand, we can’t measure it, and if we candsuee it we can’t call people to
task about the nature of their work, and that's netvee’re currently stuck.

And that’s, again, one of the reasons we've usaoi&rs’ data to look at injury
because | would dare anyone to argue with me giydvat | dare anyone to argue
with me about death from an injury is a prematweatd which means someone has
died before their time. If they’'re 90 or 95, | docare. What | care about is they've
died before they were supposed to. So if you'mgssed to get to 95 and one
month, and we’ve taken a month off you, that’smgiit. And every time | speak
publicly and | ask — and again | ask anyone intb@n, would you give me a week
of your life? Now, for nothing? Would you give apveek of your life for me?

And universally, no one would give up a week oiirthitke. They wouldn’t even give
up a day. Yet, we accept people dying prematurebause we believe they're old
and have no benefit to society, and that’s justngro

MR BOLSTER: |want to read to you a piece of senipt from last week from a
resident, and she said this:

So people come in and they’re told this is your @omw. Well, it's not. It's
an institution and it's where you live, but it'streohome and no matter how
many times they tell you, it’s still not your hon®&o my answer always, to
anyone who tells me that is, this is where | liueitis not a home.

What do you — what's your response to that?

PROF IBRAHIM: I'm going to go, “I told you so”It’s pretty clear that it's not —
it's not a home. We sell it as a home and we doeftave as if it is a home because
we restrict what people are able to do. Peoplemdly do not go to residential care
as a choice; they go there out of necessity. #ntisaid before, | think if you have
to go somewhere that’s not your home, you desarreething better than you're
currently getting.

MR BOLSTER: Should it be an aim of the systermtake it more like a home?

PROF IBRAHIM: | think this is where you get intiee tension about trying to — |
don’t think we sufficiently understand the poputatiof older people, and | think
from one of the discussion papers, the Commissiaundvhave seen that there are at
least three populations that access residentialaiathe moment: those that enter
and die quickly within a month to six months; tbdkat are there for more than
three years and some more than six years; andhbkesis a middle group. The
needs of the residents are different and so sosigergs need a home-like
atmosphere with — activities is the wrong word, thaty need somewhere to live
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because they need help with their personal card¢heydneed to be able to have a
purpose to their lives.

Other people are frail, needing palliation andipaille care with high-end nursing
care and pain management. And then there’s a tarmge of people who have
multiple chronic diseases that need fine-tuningul&r clinical assessment to make
sure that they’re in optimal health to enjoy tHé&. So there’s a large difference in
grouping. The other issue with what is a homeisimpossible to define. You
know, if you go back to that old adage, home isnalibe heart is it's — | don’t
know. A home for me is very different to what iight be for you and to anyone
else here. So to say it should be your home, tdoink is true. To say it should be
a place where you're happy to, or accepting toilivesure. And it's the same thing
in terms of hotels. When | go to a hotel I'm ngpecting it to be home but I'm
expecting a certain level of function, cleanliness] | guess, use.

So I don’'t — I don’t know and | think the — we hatteactually asked older people
what they want and if we have asked them, we havlisténed, and we’re designing
things based on, at the moment, my understandingrees are being, or residential
aged care facilities are being designed based warsdootage because the square
footage of your room determines your ingoing fee ahat you can charge people.
So if I'm being charged extra for a window and deuior two windows, then the
decision about the build is not from the resideptsht of view; the drive for the
build is really for profit.

MR BOLSTER: You also talk in your statement abiha word “safety” and the
various levels at which it is used in the contextesidential aged care. Could you
please elaborate on that.

PROF IBRAHIM: | think this is, and this is whatitates people about the precision
of language that’s needed. And so | don’t havefandion for residential aged care,
the only definition we’ve got is based on the appibprovider status and those that
are accredited which is how we looked at it. Winenlook at the word “safety” you
can't talk about that unless you actually definelihe common use of the word
“safety” as a doctor is the one we would use framInstitute of Medicine which is
about safe clinical care, that you provide car¢ fildés within the bounds of what's
known that doesn’t harm the patient. The issuearatdeeling safe and so often
people talk about safety as “does the residentsffel’. And some residents feel
safe in a group. Some people don'’t feel safe byn8elves. Some people feel safe if
their door is locked. Others don’t mind. Thatqmeral sense of safety is the second.

The third one is what | call the defence we all wben we tell an older person they
should go to care and we tell them, “You shouldlgre because you will be safe.”
And what we mean is that the things that might bgtau in the community won't
befall you in residential care, which is not tru&nd that places a huge and unfair
burden on the staff and the aged care providgrsawide safety for the person. So if
| am advising someone to have their loved one gesmliential aged care and they
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say “They will be safe there now”, | say, “Wellgfire not going to be any safer
there. If they're likely to fall now, they're likg to fall there.”

The only difference is they might be found a littie sooner if they're in residential
aged care. If they have trouble choking or eatagls, they will have the same
issue there. You do not go to residential casutidenly become safe. There’s no
magic wand when you enter those doors that chdrgglaws of — change your
biology or the laws of nature. You're in a diffatglace and there’s some extra
people around. If you think that’s safe, well tthaafe, but that does not mean no
harm will befall you.

MR BOLSTER: How should safety be prescribed y@ommonwealth in a policy
sense when you come to regulating residential agesf?

PROF IBRAHIM: Well, | think there needs to belaar differentiation about the
types or meanings of the word “safe” and what dbegean for residents, and for it
to be clear that being safe, or, as some havetsait],you know, the idea is you
don’t go to residential care to be cocooned inarotool or bubble wrap so nothing
ever happens to you. The legislation has got tsophisticated enough to match the
complexity of the society we live in. We keep loukfor simplistic solutions for
complicated problems, and all we do is make thimgsse by denying the

complexity behind it.

And we're far more mature — we should be far moatumre than that, but we really
want — we want an easy answer. We want to folgetitaageing, we want to forget
about being old, we want to forget about the difies of disability and death. And
so we rush to a really simple answer or we choosanswer that we like from what
already exists. So, in terms of how the Commonthestiould address it, | think
they've got to at least look at those three difféidomains and explore what — what
can be impacted, what can you change. And thewyite the legislation according
to what's possible to change.

You can change a person’s sense of safety by wlabund them and the people
around them and if you respect them and they’re &btlo things. So | feel very
unsafe when people do not allow me to choose farethy | — it's not a situation |
tolerate well. Other people feel safer if othews @oosing for them. That personal
sense is more a sense of security or goes morg smriety or wellbeing. It has
nothing to do with how a doctor or nurse is prorglan injection of a blood thinning
agent or an antibiotic. Combining the two as autfyehappens means if you talk —
whoever you talk to will choose the definition b&tr preference to prove that
they’re correct.

And so we end up with this situation that no onews what the other person is
talking about and everyone is convinced that tlesight and so nothing changes, as
nothing has changed for the last 15 years. Deafiteall of the inquiries, and all of
the promises and — | don’t know if I've missedbitit I'm not aware of any of the
political parties having made any statement abesitiential aged care or what
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they’re going to do with the findings of the Comsi®1. And the election is on
Saturday and there has not been a word spoken.

MR BOLSTER: Dignity of risk is a related concegtnd you have quite a bit to
say about that in your statement. Could you endafes for the purpose of the
Commission, what you mean by that, and how impoitas in residential aged care.

PROF IBRAHIM: Well, I will start with — it's no mre than important in residential
aged care than anywhere else. It's really impoitaresidential aged care, because
hardly anyone respects it, which means hardly amyespects the human rights of
the residents in aged care. So dignity of risk c®@ncept from the 70s, came from
the disability sector, which said that one of thedamental ideas of being a person
is you have autonomy: “I get to choose what | wardo with my life.” And that’s
fine as long as | don’t hurt anyone else. And soawcepted the idea of autonomy.

And when people look at autonomy, autonomy is beinlg to choose, and being
able to choose not what the outcome of your chisideut purely the act of choosing.
And so dignity of risk is really about, “I get t@d- or | get to at least try something
that | want to do.” Whether | succeed or fail &t the issue. Whether it's safe or
unsafe is not the issue. Whether you think it'ayo@r not is not the issue. It has
nothing to do with you. It's all to do with thengen who is making their choice. So
dignity of risk is, “I get to take risks with myfdi, because, by taking risks with my
life | feel alive, | have my autonomy, and | learAnd sometimes things go
brilliantly and I'm very pleased with my choice asaometimes they go horribly
wrong and I’'m not so happy with my choice, but left always knowing | chose
that and | screwed that up, and so | can live with

What we currently have is what we call is a clasbuttures. We’ve got
paternalism, which has been longstanding, and mesmaknd even though I've been
advocating for dignity of risk for some time, I'tilsbeing accused of being
paternalistic and even — and | start to see thedume | have been promoting people
being proactive in providing choice and I've beeogztive in asking people to look
to help people to do things.

MR BOLSTER: How does that play out for the resi®e When are they entitled to
make a choice that might be contrary to a saferpalistic approach to their care?

PROF IBRAHIM: So now every time. It's not comgadied. We have autonomy.
We can choose to stand up and leave here andd tEaue now. | would
understand the repercussions of leaving now, batld leave now, | think, couldn’t
I? | might break the law, but that's a choice ineke. So it's not about — we’re not
giving — we’re not giving residents dignity of riskt’s not something that we offer
and give them. They have that because you havaldave all have that as citizens
of Australia. We have that and we have that asnaam right.

MR BOLSTER: How do we honour it, though?

.ROYAL COMMISSION 16.5.19 P-1789 J.E. IBRAHIM XN
MR BOLSTER



10

15

20

25

30

35

40

45

PROF IBRAHIM: So we honour it very badly at themment. We honour it in the
absence of it. We honour it by saying, “Here &eagtivities, from bingo to
completing a jigsaw puzzle to a book reading tochviaig the midday news”, which

is a suite of things that is on offer, but nevedragses the question of, “What do you
actually want?” and, “Can we help you achieve tha&®d we get away with it
because the generation that’s in residential dateeanoment are eighty — again, we
go 85 year old women who had a hard life, madedmpromised, self-sacrificed
and don’t complain.

And so we think we’re doing a good job becausenoothers or grandmothers or
great grandmothers have the personality type #uatfices for everyone else. And
we’re doing them a huge disservice. We don’t honioand we get away without
honouring it, because we say people have dememti# they have dementia, they
can’'t decide anything for themselves, which, agajast wrong. We get away with

it because we say, “It's going to be dangerouydar or that it’s difficult for us to do
or the doctor has not recommended it.” You doo’t@your doctor for advice about
how to enjoy your life. You go to your doctor iby've got a medical illness that has
a treatment that they can provide treatment farw8're not honouring it.

We need to do far more about saying this is actuadtrenched in the Act. And it
has been in the Act since 1997. What I find repllgzling is now that the new
standards have come out, people are focusing arityliof risk. But respecting your
rights and choices was legislated — was legisleté@i7 and facilities have been
measured against that since there, but it hase®t honoured. And so we can help
people to take — so the onus is on us to be rebkonden people ask for something.
We don’t have to do everything we're asked, butwed to be reasonable in how we
support the choices of others, the same as evesleadere would have been
supported in decisions they’'ve made.

MR BOLSTER: | wanted to turn then to the broatkgary of the recommendations
that flow from your 2017 publication. And if theduld be brought up, please. And
we might start with the issue of suicide. Andaluycould, please, bring up page 197
of the document itself. Can you see that in fiafntou, Professor Ibrahim?

PROF IBRAHIM: | can, thank you.

MR BOLSTER: And since this is the first time we'looked at the
recommendations themselves, if we could just perigap you to focus on the key
issues that arise in your recommendations thatwligalthe suicide risk in residential
aged care.

PROF IBRAHIM: So the work in suicide that BrioMurphy led was highlighting
that aged suicides occur in residential care. h@breally wasn’'t well established or
known. And the question we had was why would sigigioccur in a highly
supervised environment where people are meant ol lg back to people are
meant to be safe. Suicides occurred mainly — well,know, so the risk factors
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were male, recent admission or entry to resideatiad care, being younger aged
and cognitively intact.

So people often need to be cognitively intact foida, because you need to be able
to plan, sequence and organise to end your lifee dther work that involved was
suicide was not part of the general suicide prewarglans for the country or the
state, that residential aged care was not considerat risk population, so there
were no interventions there. We were unaware pfpaograms to assist family,
other residents or staff to cope or manage follgwire death of a resident by
suicide. We — again, this comes — it would havenbgood to have been able to
research that, but getting access to the famifiésved one that is had suicide, as
you would understand, is really quite difficult ikdo do.

So the expert panel, along with the research yréahlighted that when people
enter residential aged care they often feel tlifeiig over. They’ve left home and
everyone has had them prepped for its — in a géasiene to die. You've given up
everything of yourself, you've lost your home, yeelrlost your belongings.
Whatever you can stuff into a suitcase and intorooen with a piece of furniture is
now your home. So that if residential aged careisa place where you would like
to live, you're going to get, | guess, more disiexb It also raised the question of
why isn’t residential aged care a nice place te imyway? It shouldn’t just be done
because it might reduce suicide.

MR BOLSTER: What about mental health screenirgjassessment on entry?
Does that happen and should it happen and whatt effeuld that have?

PROF IBRAHIM: So the screening is part of the ACBo — part of the ACFI. It
you're able to screen and identify someone whonmastal health issues, you will
get a bump in the amount of money you get. So sufrtteat screening is done for
that reason. The screening, as | understandtigam® for clinical reasons. If all
residents are screened, the — there’s no requiteimewt on the indications of the
screening. If people do look — or diagnose depoass anxiety, the level of follow-
up around that is not sufficient.

The Federal Government recently — or just a yeariagroved access to mental
health services. And it’s a fallacy to say thepioved access. What they did was
to re-equate access to mental health servicesvidratalready available to those in
the community. And so that had been a longstanglapy So if we want to prevent
suicide, then we want to reduce the burden of nhéewth, which means

identifying, treating depression and anxiety. Awvelhave those treatments available
and they're readily available in the community, they don’t seem to have really
penetrated into residential aged care, where trer@reconditions for you to be sad,
upset and have mental health issues, because yewphgsical health issues, you
have had substantial losses.

And in terms of the life stress chart that peogedito produce about predicting
whether you're going to have ill health, which mdé — | don’t know if anyone
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recalls — divorce, changing home, death of a lavegl you have a high level of
stress moving into residential aged care. And s@ensidered that more work
needed to be done there. We needed to includielsuicthe national strategies. We
needed better access to mental health. We netst betess to psychologists,
psychiatrists. And some of the fundamentals remiéystarting with screening.

MR BOLSTER: Your earlier research for the 13 gefaom 2000 to 2013 identified
146 cases.

PROF IBRAHIM: Yes.

MR BOLSTER: Is that an underreporting, do younkhiconsistently with your
earlier evidence?

PROF IBRAHIM: So we have argued that’'s underrgpgr The reason we say it's
underreporting is that we only identified or cléiesl cases where it was non-
contested that it could be suicide. Again, | wgseeting, having been around in
1990s when the health care was identified to blapamg poorly and causing
significant harm to patients, was aware of the tztkin producing data that said
there was underperformance or harm caused by care.

So the suicides — suicides were clearly identifiedon’t want to go into the means,
but the suicides were not people that stoppedgatinvithdrew from care. It really
had to be a clear act that was identifiable, vesdohd defined by the coroner. So
those have been underreported. Our worry withyxiog) this data was not the —
was that people would underplay it, saying 140idagkover 14 years is 10 per year.
There are 200,000 residents, so 10 deaths out0p®@0 is not so bad, if you're
counting numbers. It's a ridiculous way to looktatBut | was aware that these
were strategies that had been used before in hebith reason we looked at suicide
was we couldn’t look at depression. And so if yaant to use suicide as the tip of
the iceberg, then the volume of people that areedsed is at least one in four in
residential care.

MR BOLSTER: Why couldn’t you look at depressioW#hy can't - - -
PROF IBRAHIM: Well - - -
MR BOLSTER: - - - the health department give ytats about that?

PROF IBRAHIM: Well, I don’t know that the Deparémt has the stats on it and
they certainly wouldn’t give me the money to dottleecause it was like — so - - -

MR BOLSTER: Would antidepressant prescribing giga a window on that?
PROF IBRAHIM: So getting the medication data wbgive you a window on how

much antidepressants were prescribed. The quebkdryou would end up asking
is, “Are the antidepressants being used for defme®% Are they actually — so — and
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are they being appropriately used or inappropsraised? And the classic then
would be the use of antipsychotics. If you gotibkime of use of antipsychotics,
you're left with the question of, “Are they beingegcribed or used appropriately or
not?” It gives you high level data the same wat the coroners’ data gives you
high level death data. So there are gaps in it.

And the way to address those gaps is to reviewlthieal records of the residents to
determine whether the diagnosis is correct, whetieetreatment has been initiated
and titrated to the correct dose. And so once etéengo measurement of quality of
care, the ability to argue or contest findingseillly quite profound if it's not done to
a very high standard. And that type of study wauld into the millions. The
amount of money we got for our work from the healkpartment was on the record
as around $800,000 for two and a-half years.

MR BOLSTER: | want to turn to choking now and gigagia. If we could please
go to paragraph — to page 53 of the document. Notie case of choking, it's a
significantly larger number of deaths.

PROF IBRAHIM: Yes.

MR BOLSTER: Over the 13 year period we're talkaigput 261 people. How does
a choking death in a nursing home occur typically?

PROF IBRAHIM: So the choking deaths we looketexte were the ones that had
choked on food or medicines. And so these arellysuaus, not the aspiration. So,
you know, if you're going to — the examples thatnes to mind is a resident choked
on a decorative glass grape, so mistook that. eraesident choked on chocolate
cake. And others might have choked on a piecauwdage. So it's really — usually
people with swallowing disorders which is commanirstroke, Parkinson’s
disease. Swallowing problems occur as we get pbsgrause the muscles in the
gullet don’t work so well. And you then have eitlige food is not cut up finely
enough, the person wants to have something thatethey or they’'ve taken food
that’s not theirs. And so that, you know, theyrtlget an obstruction to the airway
and die.

MR BOLSTER: If we look at, in broad, we don’t leatime to run through them
one by one.

PROF IBRAHIM: No.

MR BOLSTER: The themes of your recommendationslire attention to care
planning.

PROF IBRAHIM: Yes.

MR BOLSTER: So identifying risk in a particulagngon, preferably with reference
to some sort of dysphagia screening tool.
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PROF IBRAHIM: Yes.

MR BOLSTER: What is your understanding of thevatence of adequate planning
and screening in this field?

PROF IBRAHIM: So I'm aware, from speaking witheggh pathologists, that the
level is incredibly low and so access to speechgdagy in residential aged care is
far lower. | — I would be guessing, but | wouldhththat less than 10 per cent of
people with a swallowing disorder get the assessthahthey need.

MR BOLSTER: Is the choking data increasing orrdasing over time?
PROF IBRAHIM: |- - -
MR BOLSTER: Let me have a look at that.

PROF IBRAHIM: One of the issues with the — sa tha choking data we’ve
excluded aspiration, which is another form reldteswallowing.

MR BOLSTER: So that’'s a form of pneumonia thdeets the lungs. Correct?

PROF IBRAHIM: That's right. And so we’ve not lked at that. And that’'s
described far more commonly. And that's somewhatendlifficult to prevent.

MR BOLSTER: And when you referred to bolus - - -
PROF IBRAHIM: Yes.
MR BOLSTER: - - - a few moments ago, that's nrattethe throat, isn’t it?

PROF IBRAHIM: That's right. So if you want toittk of a Brussel spout or — that
would be a bolus of food that would obstruct.

MR BOLSTER: Right. Okay. We might then turnthe next area. And, in that
respect, can | ask you to look at the questioresident to resident aggression. If we
go back to pages 172 to 195 of the report. Yougome emphasis on the way
resident to resident aggression is defined. Whiyat?

PROF IBRAHIM: The — when we started the workjdeat to resident aggression
was considered homicide. So in terms of the coulktégal system, the death of a
person at the hands of the other would be homicitiea very difficult area to
research, if we're going to call it homicide. Sopemple want to downplay it and so
don’t give it any regard at all, saying that onespa with dementia who has no
intent or is unable to form intent knocks anotherspn with dementia, who didn’t
know to get out of the way, is not homicide andas an incident requiring
substantive investigation or consideration. Andresearch looking at what people
in the workplace consider is it's either normalised accepted, or it is at the other —
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other end of the spectrum. In terms of needindefine resident to resident
aggression, people have a different tolerance albat they consider to be
aggression, and the — and | think you've only gdbbk at the changes to corporal
punishment for children as to how society has cédié and changed its view about
what is abuse or aggression. And so if one ressleputs at another, is that
aggression or do you need to physically lay hamako/ou need to physically lay
hands and cause damage?

You start to open up a whole lot of interpretat&n so you can’t compare one site
to another, you can’t compare one year to anothksa you've got a clear defined —
and we come back to this measurement — metricusedhe world doesn’t — the
world does make decisions based on opinion butydiree I've ever been involved,
it's always well, where is the evidence to do thisd so to get sufficient evidence
about the nature of resident to resident aggresgeoneed far better definitions. It
was in a sense easy for us because the outcoreatis @hd, again, we come back to
| again challenge anyone to come and contesthisaiasn’t a serious outcome. If |
had looked at resident to resident aggression tmaadly and had come up with the
statistics that have occurred in the States whengght be as much as one in five
residents are subject to some form of residergsaent aggression, people would
have howled me down saying that’s not the case.

MR BOLSTER: Just pausing there, there’s legigéateporting requirements in the
Commonwealth system for both physical assaultssemdal assaults. What happens
with that data?

PROF IBRAHIM: |don’t know. I've asked for thadt two years and I've not
heard an answer that would satisfy me as a citieéaJone as a researcher. | —1—
all I know is what is in the annual reporting raganents the Department has to do
according to legislation, and they provide a onagaph summary saying the
number of incidents that have occurred. There’state breakdown. There’s no
breakdown of nature. There’s no breakdown, whettseresident or staff
perpetrated. There’s no explanation as to wheliesfve used that data or fed it
back. There’s — | don’t know. | would happily &se that data for free if it was
provided to our team.

MR BOLSTER: There are also carve-outs for repgrtn the case of people who
have a cognitive impairment. How useful is thaewlt comes to identifying the
extent of this problem?

PROF IBRAHIM: Well, | think carve-out is the wrgrierm. So it's not — it would
be better to say carved in. The only thing thedisred in, is if you've got someone
that’s cognitively intact and given that two-thirofsthe residents have some form of
cognitive impairment, that eliminates two-thirdstioé population already. Then the
onus is on the provider because the responsisilisywith the provider to report so
there’s not an obligation there. You then haverretation of the staff about your
willingness to report and if you report an incideare you going to be rewarded for
reporting it, or are you going to be faced with terahree days of work, and then
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complaints about what you're doing which meansgtsg to be underreported. So
the system does not work. The exclusion for peujitle dementia makes no sense
because the people with dementia are the ones grdatest risk, and so we set up a
system which is not accountable to anyone.

So there has been no accounting by the Departnievitad they've done with that
data for 10 years now, and no one seems interesthdt fact. And so we’re not
using that data. We’ve carved in only for peopighwognitive — who are
cognitively intact. For staff that have the guiséport is what comes through. And
so |, you know, it doesn’t work for me.

MR BOLSTER: Leaving aside the reporting, youromenendations seem to focus
on staffing-related issues and adequacy of staffdnage people with a
predisposition towards aggression.

PROF IBRAHIM: Yes.
MR BOLSTER: Could you elaborate on that, please.

PROF IBRAHIM: So again | come back to the — weklat resident to resident
aggression leading to death because we actualliedan understand what was the
care being provided to people with dementia. &@glour window into it. What we
know from the experts and what we know from otlesearch is that staff that are
unable to recognise, unable to manage residentsdeinentia, potentially will often
escalate situations. Telling someone with dememiia is lost, confused, and unable
to process information to settle down, go somewhareehave does not work. It's
not how you approach someone who is cognitivelyaimgal. Staff are usually time
pressured. The ability to manage someone with deéaeequires a certain level of
education and training which | don’t believe existshe personal care workforce,
and probably doesn't exist even with the nursirdf stnd doesn’t exist within the
medical staff.

It's not — you don’t qualify in medicine and nurgiand suddenly you know how to
manage someone with dementia. Your degree dogsvide you that level of skill.
And so it's not unusual for a difficult situatioo have emotion met with emotion
which escalates the situation, and gets a helllof aworse.

MR BOLSTER: The related topic of sexual assawa$wot the subject of your
coronial research.

PROF IBRAHIM: No.
MR BOLSTER: But in your statement you've dealtiwihat.

PROF IBRAHIM: Yes.
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MR BOLSTER: Could you indicate to the Commissigmat the particular issues
are in that area, and how they could potentiallpddressed?

PROF IBRAHIM: So the issues — so sexual assaadt particularly challenging
work and we were fortunate that Daisy Smith reainted to look into that and she
led that work for us. Sexual assault is hiddenggally, in the community. It's
hidden in institutions and it is invisible in resittial aged care. No one wants to
believe it occurs because no one actually wanbelieve that anyone over 30 has
sex, let alone anyone over the age of 80 wouldhdb tSo people don’t even
comprehend that sexual assault could occur bet¢hagalon’t even complicate that
you could be — sexuality occurs in older age. Wanthave confusion about who do
you report — what is it, who do you report to, wisadlone with it, and when the
reports are made, the police rarely proceed witedause you end up possibly with
two people with dementia, or the person with dememho’s concerned about a
staff member asked is this behaviour normal or uau®r them, and they will say
well, when they're particularly distressed theylwihave that way but they usually
settle, trying to identify the incident.

So it's rare that anything is reported, unlessatiseyewitness account which is again
undeniable, and we think the level of sexual asshat was reported in Victoria to
the clinical forensic medicine team over essentidll years was less than 30 cases,
and it's really difficult to comprehend that theveuld only be 30 instances over that
period of time.

MR BOLSTER: Is there international research aga%h

PROF IBRAHIM: The international research mosibyrmes out of the States and
again it’s all very, very thin because it's notudct area that (a) people want to
fund because, as | said, | haven’'t met an orgaarsget that will stand behind us
and say we are proud to sponsor or support researchexual assault in residential
aged care. The nature of the work is highly diffi¢co proceed through ethics to get
consent to do any of that research, and the trawfi@red by the people involved is
horrific. So itis —itis largely — it remainsdden.

MR BOLSTER: | wanted to turn then to the topigobiysical restraint which you
deal with at paragraph 180 of your report, andatesdetail, commencing at page
116 of the 2017 recommendations. You have a petispeon what constitutes
physical restraint that suggests that it shouldie&ed as a broader concept than it is
traditionally viewed by, for example, the qualityneiples. Could you expand on
what you mean by physical restraint?

PROF IBRAHIM: So physical restraint has got a bemof definitions
internationally and | think that the Europeans wiochnsider restraint as denying
people free access or ability to move out of a rodmAustralia, we've tended to
look at physical restraint as where it's clear y@i’'ve been shackled or tied down.
We would be tending more towards the view thata@st is restraint of movement
which you don’t have to be shackled. It's justttiiim locked into a facility |
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would consider that a form of restraint personadlyd | think that if we're going to
respect choice, respect people, then we needaddressing that whole idea about
locked doors and why are they locked. So the @isestraints generally is sadly still
widely accepted, though people will all react abéotly when they hear it but it's
still used.

And this is where you say, well, we're not walkitng talk about eliminating
restraints and lap restraint belts is still resiraiThere is no evidence I'm aware of —
and I'm happy to be proven wrong — that physicatreents improve your life or
protect you from anything. The problem with talixiabout physical restraint is that
the information that the public, the courts, thaiclans are most exposed to are the
ice-addicted people that turn up to emergency dey@sat and hurt staff and others.
A 90-year-old grandma that'’s five foot three that’bit upset is not likely to come at
you and hurt you substantially, and justification festraining that person, which
usually makes their condition worse, makes no sehsedisrespectful and really
ought not be allowed.

When we say, and as I've said, the only possitd#fication is if there’s an
imminent threat to life that you might restrain smne. The protections around
restraint are so dismal that it allows people todstrained for prolonged periods of
time and they get forgotten. The person givesltip.not — it's not — they don’t
accept the restraint. You give up. And what can fight? And it just — it beggars
belief that it still goes on in aged care.

MR BOLSTER: Is there any data available aboutpitevalence of it?

PROF IBRAHIM: So the Victorian State Departmeas ibeen collecting data
around physical restraint use, | think, since 20661 when we worked with them on
developing quality indicators. | understand ttmat Federal Government has
mandated the collection of restraint data as ofitee— 1 July. The Department
must have access to two — well, the Departmenstasd publicly that 210 facilities
provide data on their pilot set of indicators, whincludes physical restraint. |
would, therefore, ask you to ask the Departmentt Wiearates are being reported.

MR BOLSTER: That’s not published?
PROF IBRAHIM: Not published that | can access, no

MR BOLSTER: Are there other jurisdictions wheestraint data, both chemical
and physical, is regularly published, and is treepolicy imperative that that occur?

PROF IBRAHIM: For aged care I'm not aware othihk that internationally I've
not looked at the area. Chemical restraints i®ttdbecause of the nature of those
assessments. Physical restraint | think is faee&s count and observe. When we
did our evaluation of physical restraint, what warid in Victoria was the — how
people interpreted the definition was quite braad] so people didn’t consider it
restraint if you put a seatbelt on someone to gtem falling because you were
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doing something safe. What they considered resgtveas when you were stopping
them from hurting themselves. And so you haveratias whole issue of
interpretation.

The need for restraint is — is not — is a desperaasure. So good people end up
using restraint in care and there are — and asiarjdoctor, | would have prescribed
restraints as part of my training. It would haeeb the norm in the eighties and
nineties.

MR BOLSTER: What's the position now? What aredinal students told about it
now-?

PROF IBRAHIM: In general, so any medical studehtgould say it’s just not
allowed.

MR BOLSTER: Is there a clinical standard abo®t it

PROF IBRAHIM: | — there are position statemensgto I'm not aware of what the
medical schools teach. They rarely teach muchtaduged care and | doubt they
would go into physical restraint. The use of pbgbkrestraint means that you've not
sufficiently examined, worked up the resident vatifficient help from other health
professionals to work out why that person is agdair distressed for you to initiate
restraint.

MR BOLSTER: What'’s your response to the recerdluof Care Amendment
Principles?

PROF IBRAHIM: So | — like all things, | conditially support the idea that there is
a public statement that says physical restraintlshioot be used. The requirements
don’t go anywhere near far enough, and I've usedetample here of making a law
does not change people’s behaviour. So | have spgcareer saying people should
stop smoking and exercise and eat well. And l'gefallowed that advice for

myself. People know the road rules about drinkidg, wearing a seatbelt. Laws
only change behaviour if you enforce them, and giafiorce them with sanctions or
rewards that sufficiently motivate behaviour changkaving a statement saying
physical restraint is banned and not providingiirag, resources, a way of enforcing
and sanctions for it, means it's going to be nexigeless and they might as well
never have said it.

MR BOLSTER: Can we turnthento - - -
PROF IBRAHIM: Butit's a good thing that it's dhe public record.
MR BOLSTER: Thank you. Could we turn to the ssifi respite care, which you

mentioned in passing earlier. It would appear ftbmstatistics and from your
report that respite care can be a dangerous ofatigreople, but at the same time
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there’s a tension with providing the respite tiat tarers who live with the person
require. How do you reconcile the two issues?

PROF IBRAHIM: This one caught us by surprise @rths been our hardest
subject area to get published. Every time thavegent our research people have —
so these are academic reviewers will come baclcaticise us for saying that

respite is dangerous, how dare we, it's not posghmt it could be dangerous. If you
stop and think about it, even for a little bit,peée care is for the carer, not for the
person who is in respite. So respite care is o the carer, and it’s really important
we have strategies to help the carer because Oveerscent of carers have either
physical or mental health issues related to thddyof caring. So very important
that they’re looked after.

But if | take a person from their home, from tHewed one who knows them
intimately, knows their habits, their likes andlifiss, they know the layout of the
house, they know where the step is, they know wtherdights are, they know where
the toilet is, they know when to take their medésnand | take them to a strange
new place where there is noise and people | do@ikwho say things in ways |
don’t know, with a layout | don’t understand, witb indication where the toilet is,
who aren’t giving me my medicines on time or theywaat | normally like it, it
should be no surprise that | will slip or fall adome incontinent or become
distressed or want to leave.

And while it's perfectly okay to talk about transits of care in health and how
dangerous they are, and the need for handoverettet kommunication, for some
reason talking about transitions of care in aged have brought out almost the
worst aspects or criticisms of our work, when wivatwere trying to say, because
we knew anecdotally that the sector treated respsielents differently to the
permanent ones, and so the workup for respiteestsdvas nowhere near the level
of detail or comprehensiveness of the regular ezdg] that harm is likely to occur.
And so, no surprise, we found the people that gegpite care fall more than ones in
permanent care. And it makes perfect sense.

MR BOLSTER: Isn’tit just a subset of the trarms in care that you refer to that
are always dangerous? Going to hospital is damgerG@oming back from hospital
can be dangerous.

PROF IBRAHIM: Yes. The difference is is thatiealth care people are aware of
and are trying to do something to reduce the rigkat has not been occurring in
aged care.

MR BOLSTER: If we could go to page 144 of theamenendations, in broad
terms, your recommendations deal with, effectivphgparing for respite in some
form of pre-respite admission process. That'ssssent.

PROF IBRAHIM: Yes.
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MR BOLSTER: Could you expand on that.

PROF IBRAHIM: So I think, knowing that there arsks, there are ways to pre-
plan. So, “Do we know — how well do we know theidents or person coming in?
Have we actually listened to the family?” And walone case report where the
loved one — the staff at the facility did not list® the information that was

conveyed by the carer about how to care for tloeied one, which then led to
catastrophic consequences. People that go imfpdeesmre have left, because no one
has known that they weren't supposed to leave sabdequently died. Pre — so
planning means that you've identified the risks) ymderstand the person and you
set up to receive them. It's not very complicat&dlit we’re not doing that set of
work.

MR BOLSTER: A lot of times we hear that the rés@dmission can be a form of
test driving the facility with a view to going tleeon a permanent basis.

PROF IBRAHIM: Yes.

MR BOLSTER: Is that a useful way of approachingpee in transition — care
transition into a nursing home?

PROF IBRAHIM: In partitis. |Ithink that respits a try before you buy. So |
think it's important for some people to experiemdeat residential care is like. And
we ask — the patients | am involved with will askm sometimes to try residential
care, because sometimes it's not as — you knovalfftine bad things I've said today,
it's not as awful as some people think and it doegt the needs of a certain group.
And if you're going to give up your home, then lwg usually say, “Well, go to
respite for two weeks and see, is — will it deliwdrat it is that you want and need?”
And if it does and it's a better option, then talkat.

But it — so in terms of try before you buy, it deed does have some merit. In terms
of how we manage it, we should be able to manadgetiéer, because we’'ve spent
twenty — 20 years now talking about handoversansditions of care in health.
They're doing transitions in surgery. We know Hasic principles, which is pre-
planning, having the approach when the persorei®itand having the approach
when they leave. They're not complicated ided's.tthe execution where we're
falling down in.

MR BOLSTER: Yes. You point to the — a desirdpibf having some form of
central electronic system to manage patient recasdsmeans of ensuring that the
facility has the information they need, presumdldyn the GP. To what extent is
that sort of system in operation in this country?

PROF IBRAHIM: I'm really not that well equipped talk about it. The whole idea
of electronic medical records | find incredibly $teating, as they were advertised as
the panacea in the 1960s and they still haveniteadr There are substantial
problems with accessing electronic records, becaligeoprietary ownership, the
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ability to link the GPs with the hospitals, withetfacility, with the pharmacy. And
so you end up with this idea — and, again, themggendations are from the expert
panel, not my own. So I'm tied with it would bétdous to have one system. The
likelihood of achieving that | think is really vecpmplicated.

MR BOLSTER: All right.

PROF IBRAHIM: But there is no reason why you ¢drdve a passport or some
document that picks out the three or five high askas to do with medication,
behaviour or needs to be communicated consistently.

MR BOLSTER: In respite, what's the differencettiiau put forward as likely to
make a difference?

PROF IBRAHIM: Well, I think it's the approacht’d the orientation of the
residents and being able to take more time witmthe the same way that people
take time with a permanent residents. | think gues to human nature about — we
invest in the person that’s going to be living withfor a year and the person that’s
dropping in for the night, we roll out the couctdasay, “Here’s a blanket. Have a
sleep. And you're gone in the morning.” The dftbiat we put in is substantially
different.

MR BOLSTER: And your perspective is it shouldrmedifferent from the
permanent transition?

PROF IBRAHIM: Well, if the permanent — well, thest question is why should it
be different? And no one can give me a reasonitthbuld be different, because
you're looking after a — you've got to provide cémea person. | don’t know why it
should be different. The care going to hospitaldgdifferent in terms of the
procedures or the information you've got to gatldrether you're there for a day, a
week or a month.

MR BOLSTER: [|want to turn then to the last agp#o/our recommendations that
| wanted to cover today. And that is the term “yplained absences”. What's
wrong with the term “wandering”?

PROF IBRAHIM: Well, wandering is pejorative, a® &lopement, as are escaping,
or as are running away. Unexplained absence gaée tquestion is that, “We don’t
know why that person has left.” Wandering suggtsisit's purposeless activity.
And that may not be the case. And there’s a hetpate about whether people
actually wander or “I am lost and looking for a waayd, just because I'm not doing

it systematically, I'm now wandering.”

The people want to go outside for a whole lot aflsens and | think everyone here
will want to leave the building at some stage. itSono surprise that an older person
wants to leave the building to get some fresh &wme people want to go back
home. Some people want to go outside. Some péapkelost their way looking
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for something else. Unexplained absence is thieusesof term, and it took me a
year to get used to that, because we used to alsegythat they had left without
consent. Discharged at own risk. So unexplaitse@ce is simply a statement that
we do not know why this person is not here, antlwlganeed to understand how that
came about, and work backwards from there.

MR BOLSTER: And, the response, what should bad¢lsponse to the unexplained
absence?

PROF IBRAHIM: After it has occurred?
MR BOLSTER: Yes. Well, is it something that otigihbe stopped or controlled?

PROF IBRAHIM: So the reason we looked at unexm@diabsences was | was
arguing for an open door policy in residential agack. And so the debate about
having an open door policy is that there’s two gisin that everyone will suddenly
leave and die from exposure or all the criminairedats in our society are now going
to flock to residential aged care to make theianets living. Neither is true. 20
people over a decade died from an unexplained absen

So I still can't — so you can either use that tpth& existing system is wonderful
and that’s why so few people have died or we sagems to me very few people die
when they leave, because most of the community] dod’t know the crime rate in
Australia, but in Japan it's under three per ckgtiess our crime rate is not much
that higher. But 95 out of 100 people in our coyiare likely to help an old person
if they are lost and are seeking help. And | wadgt that's the reason most people,
when they leave a facility, make it back safel\ne®mall number that don't is
usually due to late notification, a failure in teyiwf a search strategy.

And one of our arguments here is a national datgatvasild have saved enormous
time and energy for the — you go back for the msiadvho left, their family, the staff
that were distressed, the police that were caligdtbe air search and rescue, if they
were involved, the coroner to investigate the dedthd it is not very difficult to
develop a policy and strategy that is universgtiglizable to every residential

facility about how to approach an unexplained absewhat the role of the police
should be and how we reduce the callouts, save yngee better care and actually
provide residents with the opportunity to go ouaiway that they don't feel the need
to escape or run away.

MR BOLSTER: Well, what would that strategy inve®

PROF IBRAHIM: Well, you go back to this whole ussof dignity of risk is, “Well,
if I don’t have to argue with you to go out,” andwysay “Fine, | trust you to go out”
and “maybe | just want to go out to the front doogybe | just want to go out to the
bounds of the — the boundary of the place. Ifl ji@u and you support me going
out, then we’ve got a plan and we know what’'s gang” Otherwise, I'm back to
the days of, you know, a 15, 16-year-old saying,veelre Dad, | will be home
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tonight, I'm just studying really hard and be quaed then nick out the window. It's
— it just makes no sense not to have a policydheivs people freedom of
movement.

MR BOLSTER: Does that apply to the entire colithe nursing home? What
about the dementia resident?

PROF IBRAHIM: So I'm aware of some facilities tlae able to manage that with
dementia, because most of the time we react téeaws, not to reality. So we think
that everyone with dementia suddenly is going toggside. Most people spend
their time indoors anyway. Not a whole lot of pkogush out. If you're able to
organise structured activities to take people matybe they don’t want to go out.
And maybe it’s just really about having the chaacel freedom that you could go out
if you wanted to. Because, again, | come backntw | can leave, so I'm not

fretting about ‘can | or can | not™.

And so people with dementia are still people. Amelquestion then is what do you
prefer is, “I am locked, secure in a 20 bed facikith 19 other people with dementia
who I'm struggling to communicate with because weill in — each in our own
world”, versus, “If the door is open and | can warikh others or share time with
others, that might help me, or the fact | see daylmeans I'm less agitated or | go
for a walk means I'm less agitated.” | don’t kndwat it's a quality of life issue.

And at the moment if you say to me, “What wouldther?” | would rather people
died going out for a walk than remain safe fordilkthey die. Because that's what
we’re doing, saying, “Stay here till you die nicely it doesn’t bother me. | open the
door and something goes wrong, then it's my fandt Bve got to be accountable to
someone and | find it really difficult to be acctainle and | don’t want to have to
defend my actions to anyone, so please do me aifaveryone just stay in this
room and I'm going to go off and enjoy my life, bti$ of no concern how you
spend the rest of your days, knowing that yourisfénite.”

MR BOLSTER: [I've heard you use this phrase alesidents as being stateless.
PROF IBRAHIM: Yes.
MR BOLSTER: What do you mean by that?

PROF IBRAHIM: Well, | sometimes like to be prowadive. Sometimes it’'s the

truth. And for me, at the end of the day, it's theh that residents are stateless. The
federal — I'm not going to go federal, becauseavglence government .....
Parliament does not care about people in resideaged care. If they truly care,

they would do something, or they would at leastsaypething. They don't say
anything, they don’t act. They've had God knowgod know how many reports
they've had. There have been 20 plus reports ®stdte of the sector and we now
have the Royal Commission, which | don’t think weeded, but we’ve got it and so
hopefully someone will listen, but the gallery pmsse so we’ve not got the same
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attraction as money in the banks. Stateless bedaeteral Parliament doesn't care.
They're citizens of the state but the state dogmwvide care because the Federal
Government is supposed to. The Federal Governdoasn't provide care because
the states are supposed to. Clinical care isdBpital run by the state, not by
federal. GPs, paid through the federal departnodinical care in the Act is the
responsibility of the provider. Provider has nspensibility over the clinicians. The
clinicians who provide the care have no obligatmthe provider.

| —where do | go if | have a complaint, and iteancentralised so | go to one place.
Where do | go if | want to appeal? | only havelaoeurts. If | go to civil courts in
Australia will | get a hearing? | won’t becausm Ihot working, | haven't suffered
enough and we don’t have any sort of penaltiesrthabr the US. So | am left with
my daughter, and sadly | don’t have a daughterpomant to have a daughter if
you're going to get old — really important becatlsey at least look after you. What
we end up with is a daughter making a complainttaidg typecast as vexatious, a
troublemaker who isn’t coping with the disabilityleer mum nearing end of life.
And so they are discounted, and there is no onédethe residents who, as | said
earlier, 80 to 90-year-old woman who had a hare tisacrificed her life for the
betterment of everyone else, and is still doirenid no one seems to give a toss.

MR BOLSTER: You wanted to raise with the Comnussa sketch. If we could
bring up RCD.9999.0059.0001. This is a still frarfilm that you have produced on
the concept of dignity of risk; correct?

PROF IBRAHIM: Yes, it's an extra sketch that Jeyehas mocked up for us in the,
| guess, last week when we’ve been talking abatbate between paternalism
and, really, autonomy. As | said, my conversatwith people not in medical
practice, and particularly legal, has framed it foa all of my efforts to be proactive
and helping to educate around providing choice)\aldone is really consolidate

the idea of paternalism because | didn’t approbehdsue that it doesn’t matter what
| think about what you want to do, if that's whatuwant to do and you're capable
of doing it and it doesn’t hurt me, | have no righstand in your way.

Whereas what I've been trying to encourage staiegaly to do is how do you
make older people happy in their last years oPlitdow do you balance the risk
with the potential benefits that we need to undaithe values of older people? |
still hold to those but that remains paternalibgcause I'm still, and this is where,
you know, for eight years I've been arguing it andidn’t click until probably a
month ago, I'm still paternalistic in my approaeind so if we’re going to get
anywhere we’ve got to confront the reality of adeslperson in residential care with
dementia and multiple disabilities who requiregpttel get through the day is still a
person who has rights and they have the right t@st what they want to do, and
they don’t need to justify it to anyone. Our resgibility is to be reasonable in
supporting them for their wish.

MR BOLSTER: Is there anything that you want tplein about the drawing, so
that it has the — has that meaning?
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PROF IBRAHIM: Well, I was hoping, actually nowathwe’ve seen it, I'm going to
need the complementary one which is the other waghwwould actually probably
be the resident with me in their lap telling mettlyau know, I’'m a grown-up and |
can make my own decisions. | think really thatahgument here is that — we don’t
talk about paternalism or autonomy, we end upnalldbout duty of care and choice.
Or duty of care and risk. And then we mash it #eh call it choice and it's a
balanced choice that we will discuss together. &uve change each layer we lose
the sight that the paternalistic approach throbghntedical, nursing and, really, the
whole aged care sector overwhelms any ability sihgle resident to be able to
exercise their wish as a person. And that weavgue, and | can argue any which
way around a duty of care to say | will protect thity of care and my duty of care is
protecting myself first, not the resident.

And then if I'm protecting the resident, then mytydaf care is both to their physical
wellbeing, but | also have a duty of care whichitistearly listed to respect their
autonomy. And every time we talk about duty ofecae talk about it as if it's one-
sided. It's the duty of care of the professiomabéhaviour professionally. Whereas
the duty of care of a professional is to fulfil therofessional responsibilities and
their duty of care to the human rights of the pemsat they're involved with, which
means we ought to be supporting residents to beirdutonomy.

MR BOLSTER: | have no further questions, Comnassts.

COMMISSIONER TRACEY: Professor, you, if | may ssy, with respect, have
enormous learning and empathy in relation to tiie o&the elderly. Given the
demographics that we’re confronting in this countve’'re going to need dozens if
not hundreds of people with your skills and knowledo care for them. Can you
give us some appreciation of what training prograntsin your specialty are
currently in operation and your view as to whetthery're going to be adequate to
produce a skilled group of geriatricians who casklafter the ageing generation in
the decades to come?

PROF IBRAHIM: Firstly, my wife would be horrifietb think there would be 100
people like me anywhere. The current — curren@§revnot prepared. Not just ill
prepared, we're not prepared. So the trainingparcialist in geriatric medicine
rarely involves any attachments or work in residémtged care. The volume of
people coming through medically are essentiallpgp@ibsorbed into the acute health
system in providing care, acute care of older pgaml into the community. There
are substantive, | think, barriers to practicingasidential aged care because it's a
foreign environment to what doctors normally wankin terms of medical practice |
think now is so specialised that you're lost if yaan’t have people around you.
And the supports that are provided in terms of jizadn a hospital make it difficult
in residential aged care. The structures of residieaged care are such that they'’re
not well prepared to receive doctors.

| also think that doctors are not the best — | titimhk doctors are necessarily the
best clinical specialty for residential aged cafelot of the issues that we currently
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face require non-pharmacological techniques, stcpéarly for dementia which
would be better applied through nurse practitionether than medical specialists.

If you look at some of the models in America, hgvinmedical director in terms of
supporting the standards, training and being aceooir expert knowledge for

difficult cases would be the model | prefer. What need is more cross-training in
aged care for the allied health side, speech pagisit, physiotherapist, occupational
therapist. The people that make a differenceferaon’s life are in allied health.

The people that speak best with the larger patiefvorkforce would be nurse
practitioners who understand the nature of a nsnserk and how to fit that in.
Doctors have a clear role that is currently, | doinink, being met or we’re not
servicing very well at all. And that’s really alidaking a stand around what
treatment is therapeutic and what's not, and abguing the case for what's
needed. And we have been poor advocates compmaceatologists, to mental
health, to almost any other specialty in termsegburcing for the population that
they look after. You know, the — my biggest disaipgment was when we had the
workforce shortages, | think 15 years ago, actossountry. We simply opened
more medical and nursing schools instead of explathe idea of new types of
clinicians that have the overlap skills to meetgbpulation needs.

| forgive — not that anyone is asking for my forgmess — the current situation to a
degree because it’s the first time in our histbat twe've had such an older
population with multiple diseases that are predamily chronic, and the move to
being patient-centred and having far more partmgssh decision-making is not

how our health system was set up or configured,camdhealth system is back in

still, I think, the 1970s, looking to treat youngce-cure young people of diseases that
we no longer have. And so we’ve not moved withtihmes.

And as | always say, that if we do nothing, thempleople that will pay the penalty

is everyone in this room. And so if no one wantdad anything, then the system that
we accept now is what awaits us, and if I'm arolamd) enough | will come around
and say “I told you so”.

COMMISSIONER TRACEY: You may be very consciouattive are concerned
about those issues, and there is always an elevheatf-interest involved.

PROF IBRAHIM: Yes. As one of the Coroners told,nm a race it's always the
horse called self-interest that wins. | think thdtthink one of the biggest issues is
there — and our work, so not sounding to boastwauk has got international
standing very quickly, and | like to say that’s @ese we did a good job, but the
reality is that it has international standing reajlickly because no one has been
doing any work in the area, and that if we doniténthat sense of inquiry in research
and that sense of inquiry in residential aged tao#ities, then nothing changes and
hospitals work because there are multiple disagsliwho challenge and question
each other.
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One RN in a facility looking after 30 residentsiwiive PCAs is not likely to be
challenged and that — that registered nurse hasayatere to look for — to calibrate,
test ideas or determine whether what they're d@ray is not contemporary. And so
residential aged care, despite there being 20(h80ple in care, are really highly
isolated small areas of practice, and very harcetfar that group to generate change
internally, especially if they’re not equipped esourced or have been empowered to
speak up. And | — and I think that having a presh@amtly female nursing workforce
who look to solve problems and make do means #&@plp — that they don’t get the
support they need or the support that they deserve.

If you go to a — if it was a group of doctors, thlA would be banging on about the
need for resources, more pay for doctors, more re mgsources for residents, and
the situation is not good enough. When the ANFteaysame thing, they're
predominantly met with silence. And if it wasndrf- if it wasn’t for the nurses in
the aged care system and the people there nowshble thing would just be just a
complete catastrophe. You know, as bad as I'vetgdiit, the people working in
there are good, well-meaning folk who aren’t ableld the job that should be done,
and aren’t doing the job that we’ve got the conterapy knowledge for. And so if
they walk away I'm not quite sure what we woulddie with. But things are not
good enough and it's not acceptable the way ibig.n

COMMISSIONER TRACEY: Thank you very much for singryour views with

us. They have been registered and we will taken timo account when we come to

make our recommendations, but you can be assuaéavéhare very conscious of the
concerns that you have expressed, and the neeéoslhmething done about them.
PROF IBRAHIM: Thank you.

COMMISSIONER TRACEY: Thank you for your attendanc

<THE WITNESS WITHDREW [11.55 am]

COMMISSIONER TRACEY: The Commission will adjounmtil 12.15.

ADJOURNED [11.55 am]

RESUMED [12.15 pm]

MR BOLSTER: Commissioners, if | could just atteéndhe tender of some of the

documents that were shown to Professor Ibrahim.

COMMISSIONER TRACEY: Yes.
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MR BOLSTER: The first of those is RCD.9999.0043l5. That is the Victorian
Institute of Forensic Medicine, RecommendationsFfavention of Injury-related
Deaths in Residential Aged Care Services, dated.20fender that.

COMMISSIONER TRACEY: The Victorian Institute obFensic Medicine’s
document entitled Recommendations for Preventidnjafy-related Deaths in
Residential Aged Care Services, dated 2017, wiéhtebit 3-71.

EXHIBIT #3-71 THE VICTORIAN INSTITUTE OF FORENSIC

MEDICINE’S DOCUMENT ENTITLED RECOMMENDATIONS FOR
PREVENTION OF INJURY-RELATED DEATHS IN RESIDENTIAL AGED
CARE SERVICES DATED 2017 (RCD.9999.0063.0145)

MR BOLSTER: Next, the article published in thedial Journal of Australia in
June 2017 by Professor Ibrahim and others, entitfedhature Deaths of Nursing
Home Residents, an Epidemiological Analysis. dtarthat.

COMMISSIONER TRACEY: Yes. The Medical JournalAufstralia article
entitled Premature Deaths of Nursing Home Residant&pidemiological Analysis
— what was the date?

MR BOLSTER: June —5 June 2017.

COMMISSIONER TRACEY: Dated 5 June 2017 will bendait 3-72.

EXHIBIT #3-72 THE MEDICAL JOURNAL OF AUSTRALIA ARTI CLE
ENTITLED PREMATURE DEATHS OF NURSING HOME RESIDENTS , AN
EPIDEMIOLOGICAL ANALYSIS DATED 03/06/2017

MR BOLSTER: Volume 11, issue 4 of the Journal Gamique, published in
January 2017. That's RCD.9999.0063.0137. | tetiohr

COMMISSIONER TRACEY: The Victorian Institute obFensic Medicine article
— or publication, rather, entitled Residential Ageate Communique, volume 11,
issue 4, dated January 2017, will be exhibit 3-73.

EXHIBIT #3-73 VICTORIAN INSTITUTE OF FORENSIC MEDIC INE
PUBLICATION ENTITLED RESIDENTIAL AGED CARE COMMUNIQ  UE,
VOLUME 11, ISSUE 4 DATED 01/2017 (RCD.9999.0063.0IB
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MR BOLSTER: And, finally, the undated sketch d&g, which is
RCD.9999.0059.0001. | tender that.

COMMISSIONER TRACEY: Yes. The cartoon bearingttidentifier will be
exhibit 3-74.

EXHIBIT #3-74 SKETCH DIAGRAM (RCD.9999.0059.0001)

MR BOLSTER: Thank you, Commissioners.
COMMISSIONER TRACEY: Yes, Mr Gray.
MR GRAY: Thank you, Commissioner. We now movéhe evidence of three

Commonwealth witnesses. Firstly, | call ChristMary Bolger, who | understand is
already in the witness box.

<CHRISTINA MARY BOLGER, SWORN [12.19 pm]

<EXAMINATION BY MR GRAY

MR GRAY: What is your full name?

MS BOLGER: Christina Mary Bolger.

MR GRAY: | will the ask operator to bring up W0IL06.0001.0001. Is that a
statement you've made for the Royal Commission?y@owish to track to the last
page to see your signature? Operator — thank you.

MS BOLGER: ltis.

MR GRAY: Thank you. And that's a statement yauimade for the Royal
Commission dated 18 April 2019?

MS BOLGER: That is correct.
MR GRAY: Do you wish to make any amendments todtatement?
MS BOLGER: 1do not.

MR GRAY: To the best of your knowledge and belat the contents of the
statement true and correct?
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MS BOLGER: That is right.

MR GRAY: They are?

MS BOLGER: Yes.

MR GRAY: | tender the statement.

COMMISSIONER TRACEY: Yes. The statement of Ctinia Bolger, dated 18
April 2019, will be exhibit 3-75.

EXHIBIT #3-75 STATEMENT OF CHRISTINA BOLGER DATED 1 8/04/2019
(WIT.0106.0001.0001)

MR GRAY: Thank you, Commissioner.

Ms Bolger, you are the executive director, regulapmlicy and performance at the
Aged Care Quality and Safety Commission; is thutt?

MS BOLGER: Yes.

MR GRAY: And previously, before the commencemantperation of the
Commission, you were at the Australian Aged Carali@uAgency; is that right?

MS BOLGER: Yes.

MR GRAY: And | want to ask you about a positidrttte Commission that you've
noted at paragraph 34 of your affidavit. Paragr@gls on page 0009 at the foot of
the page. You say there:

There has been a concern expressed by the Commaéssilby others
nationally regarding the inappropriate use and avs of restraint,
particularly chemical restraints.

And you refer there to other entities, including #ustralian Commission on Safety
And Quality in Health Care, in particular with redace to the third atlas of health
care variation and also the AIHW. Is that refleetof a concern held within the
Commission, that the Commission understands tlogoe &an inappropriate use and
overuse of restraint, particularly chemical resiis®

MS BOLGER: That is correct, yes.

MR GRAY: And do you personally share that indtdnal opinion of the
Commission?
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MS BOLGER: |do.
MR GRAY: And what do you base that on?

MS BOLGER: The evidence that’'s of — been avadldbl the Commission in
relation to, not only the atlas of health variatihich has highlighted this as an
issue for people over 65 generally in the poputatiBut it was also brought to the
attention of the Aged Care Quality Agency, the pas entity, through findings
following the Oakden inquiry and the Carnell Patter review of aged care
regulatory processes.

MR GRAY: Thank you. And where you refer thereet@mical restraints, are you
referring to the whole family of anxiolytics, beibgnzodiazepines, on the one hand;
antipsychotics, on the other; and a third famflytidepressants, or just the first
two?

MS BOLGER: Psychotropic medication.
MR GRAY: Generally.
MS BOLGER: The general category, yes.

MR GRAY: | want to ask you about a topic you'vemtioned in two places in your
statement, at paragraph 9 and paragraph 85, whitskiprofiling and the risk-based
approach to the Commission’s work. A little bitaaintext. The Commission — the
Commission, that is, the Aged Care Quality and t@@®@mmission, has a role of
assessing the compliance of residential aged caxeders against the accreditation
standards currently. That’s so, isn't it?

MS BOLGER: That's correct.

MR GRAY: And those accreditation standards, a% a&fly this year, are going to
be replaced with a single quality framework?

MS BOLGER: Yes.

MR GRAY: And, at the same time, is it the casat there will also be amendment
of the quality of care principles to include twmpisions related to the regulation of
the use of restrictive practices?

MS BOLGER: Yes.

MR GRAY: Now, it's currently, and will be for thest of the year, the
Commission, that is the Aged Care Quality and §al@mmission’s, task to
continue to assess approved providers of residegel care against the standards,
meaning the single quality framework; is that tigh
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MS BOLGER: The accreditation standards.

MR GRAY: Yes. And, after July, those standardl$ lve constituted by the single
guality framework?

MS BOLGER: Yes.

MR GRAY: And in that context, risk profiling i$i¢ approach that the Commission
is attempting to use when it undertakes its taskssessing compliance; is that
right?

MS BOLGER: The term there, “risk profiling” istmoader one which we apply
through understanding the performance of the sestarwhole, the performance and
compliance of individual services at the sectod also the profile of risk that might
be relevant to particular consumers within the iserv

MR GRAY: Butit's an approach that the Commissi®seeking to apply now and
in the second half of the year - - -

MS BOLGER: Yes.
MR GRAY: - - -when the single quality framewoskl be in place?
MS BOLGER: Yes.

MR GRAY: And is that risk-profiling approach apmoach that has been adopted
by the Commission as a result of the Carnell anidrBan report?

MS BOLGER: The Commission’s approach, yes, cartinthe work of the
previous agency in response to those reports.

MR GRAY: Right. What's the detail of how riskgdiling is done, with respect,
and that is currently and projected into the sedwaltiof the year once we have the
Single Quality Framework, what'’s the way in whicskrprofiling is done with
respect to the risk of overuse of psychotropics?

MS BOLGER: So the risk profiling that's undertakis primarily based on
performance of the service, intelligence that weaeeived through either
complaints, referrals from the Department or, injeeembers of the public and
consumers of services, and that information is esddrm a view of the relative risk
at that service, and the profiling of that riskrtheforms both the frequency and the
scope of our compliance monitoring of the service.

MR GRAY: When you say intelligence from the peblbotentially staff and others,
do you mean complaints?
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MS BOLGER: Complaints are included, yes, but theyamongst other sources of
information. We get direct calls from memberstad public, calls from staff, and, of
course, we're alert to other issues that ariseutfinadhe media and public discourse.

MR GRAY: So the risk profiling, to the extent therelies on the sources of
information you’ve just mentioned, is reactive ho$e sources of information being
received by the Aged Care Quality and Safety Corsians is that right?

MS BOLGER: Yes, reactive in terms of being respoa to those risks, yes.

MR GRAY: What about any proactive steps to gatl&a which is capable of
being used for risk profiling in the absence ofarep from third parties, such as the
public, media and so on?

MS BOLGER: Yes. Not currently to the extent that we are aspiring to. There
Is @ measure which is in development which is aensophisticated risk-profiling
instrument that pieces in development with Depantnoé Health and the
Commission.

MR GRAY: And what is the state of progress ofttinatrument? Do we have any
idea how long it will take before it is ready to tested, say?

MS BOLGER: There is a pilot test that has beetteutaken by the Department, and
we understand that there’s a prototype that wilhbailable for further testing before
the end of the financial year — sorry, before the ef the calendar year.

MR GRAY: When will it be possible to evaluate ti@strument to determine
whether it can be rolled out?

MS BOLGER: | think the testing for that will oacearly next year, 2020.

MR GRAY: Can you tell the Royal Commission thengeof that instrument? If
you can't —if it’s - - -

MS BOLGER: |don’t think we - - -

MR GRAY: - - - public interest immunity or sometil like that, say so, but if
you're able - - -

MS BOLGER: | think we’re just currently callingaurrently the risk profiling.
MR GRAY: Risk-profiling instrument?

MS BOLGER: Yes.
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MR GRAY: What's currently being done with specifeference to trying to
calibrate the degree of risk that a particular aped provider presents on the
particular topic of overuse or potential overus@®fchotropics?

MS BOLGER: | think the evidence that is collectedsite through our assessment
contacts and our compliance monitoring is givingausal line of sight to the nature
of the problem, particularly in areas of compliamgth behaviour management and
medication management. Those are two areas t&dmMmmission is aware that
there is increased findings of noncompliance. Tdueytwo of the top five areas of
noncompliance out of the accreditation standards\walole.

MR GRAY: Are there increased levels of noncompdiey did you say?
MS BOLGER: That is correct.

MR GRAY: Is that because the Commission, thathis,Aged Care Quality and
Safety Commission, is now taking a stricter appihdacwvhat amounts to compliance
in those areas than was previously the case usalgrthe agency’s watch?

MS BOLGER: No, I think we've become better ateiding noncompliance. There
are a few reasons for that. One being the shiftily 2018 to unannounced re-
accreditation audits. All re-accreditation audite now unannounced, which means
that the providers have no notice of the day thatjquality assessment team will
arrive, and | think that that has led to a stror@j®ervance of care in practice on any
given day, and that has led to increased findifiggoncompliance across a number
of areas.

MR GRAY: In its February hearing, the Royal Corasion heard evidence that, in
fact, findings of noncompliance and serious ris#t lmcreased before the
commencement of unannounced visits in the finarygal 2017/18 when compared
to the preceding two financial years. That suggtsit something else is affecting
the rates of those findings in 2017/18. Do youknmehat that something else might
be?

MS BOLGER: In 2017, we also introduced as paxwfcompliance monitoring a
focus on the areas of greatest risk of potentiahita consumers, and they included
areas such as medication management, behaviouigeraeat, pain management
and so on. And that has meant that the scoperaissessment contacts have
focused on areas of risk and as a consequenceofdtedings of noncompliance
have increased.

MR GRAY: |asked you about what'’s currently bedwne that informs risk
profiling with respect to psychotropics, and yotereed to information collected on
the site, particularly in the areas of behaviounagement and medication
management. Isn’t risk profiling a step that ceieet in order to determine who are
the targets of heightened scrutiny? But you'rargathe evidence that is currently
being used to assist that process is actually diperon already being at the
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premises, or being at the site of the target aftsty. Can you assist the
Commissioners on that?

MS BOLGER: Yes, | can.
MR GRAY: It seems a little circular.

MS BOLGER: So the frequency of our compliance iawimg, that is a form of
compliance surveillance, if you like. The asses#ngentact isn’t a full audit. Itis a
— an unannounced visit to the service, but it waldtermine the level of action that
the Commission takes where we have reasonable dgdarbelieve that the service
Is not meeting the standards which would then aseab a full audit. So it's a
proportionate regulatory oversight to help deteerarlevel of risk. And as the
Commission becomes more equipped with a broadgerahdata sources that are
available, both in the Department of Health anéwlere, that will help inform a
risk profiling that can, you know, supplement amth@ce our understanding of risk.

MR GRAY: | understand the latter part of what Yausaid which is aspirational,
but with respect to the former part, are you sayirag if the quality assessors, on
either the site audit, review audit, or assessmoemntact, find evidence of concern
with respect to behaviour management or medicatianagement, say, then that
results in a decision within the Commission, tisathhe Aged Care Quality and
Safety Commission, to up or increase the frequefeysits in the future to that site?
Is that what happens?

MS BOLGER: It's not the only decision. It may bee of the decisions, but a
decision to escalate to a review audit can haveamurences in terms of determining
the period of accreditation, varying that perioderoking it. And we also refer
information to the Department of Health, where weéerstand that there may be
non-compliance under the Aged Care Act and thexduather actions available to
the Department in terms of sanctions.

MR GRAY: Ifit’s just the case that if materidi -6 if information of concern about
compliance with those expected outcomes is foumshgu visit, then a review audit
might result. Isn’t that the way it has alwaysibaéthe agency? What's different
about — it doesn’t sound like a different risk piro§ approach in the period after
Carnell and Paterson, does it?

MS BOLGER: | would suggest that it is, becaus&evactually making better use
of that information. And part of that is the ude¢le complaints data. And having
integrated the complaints function into the Commis$rom 1 January this year has
meant that we have stronger line of sight to themaints information, which,

again, is a form of intel for the Commission. Roesly, the quality agency relied on
referrals to the quality agency. And, whilst thosterrals had been increasing,
having that information available in a single gnit# enhancing our risk — our
understanding of risk.
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MR GRAY: You referred to unannounced visits. they occur at night?

MS BOLGER: They can. The Commissioner has intoed one of the measures
since — the commencement of the new Commissiobhé&as expanded our
unannounced program. And there are now targetais vhat are happening at night
and over the weekends, as well.

MR GRAY: Are you able to say what the proporti@me of visits during business
hours compared with visits at night or over the kesel?

MS BOLGER: I'm not able to give you those figurakhough they can be made
available.

MR GRAY: Just focusing again on this idea ofsk tbase or a risk profiling
approach to determine the overuse of psychotropmssay in paragraph 85 that the
risk-based approach will be supported by mandatongpliance with the National
Aged Care Quality Indicator Program. And you reéeone of the indicators
currently in that program being physical restraiAnhd you say you understand this
program will expand to collect two further clinidgadicators, one of which is
medication management. Do you have any knowlefitfgeacontent of the proposed
indicator for medication management?

MS BOLGER: |don’t have the detail of that, no.

MR GRAY: Do you know whether it will be directéd the purpose of revealing
the overuse of psychotropics or will it be someghetse? Probably pharmacy, for
example, or the frequency of reviews?

MS BOLGER: | believe that chemical restraintrighe scope for the new quality
indicators.

MR GRAY: Has the Commission been — that is, hasAged Care Quality and
Safety Commission been consulted with a proposepesfor that — that proposed
new indicator?

MS BOLGER: We've not got the detail of that, no.

MR GRAY: Ms Bolger, the Aged Care Quality and @gfCommission has a
variety of steps that it takes during site audifisich include the CER, consumer
experience report, process, which involves askirgstions, including of residents,
as | understand it; is that right?

MS BOLGER: Yes.
MR GRAY: And the obvious point when one considées particular subject matter

of this hearing of the Royal Commission is thaeespn living with progressively
worse dementia might come to the point where tt@gnitive decline makes it very
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difficult for them to communicate with a qualitysessor from the Commission.
Now, in your statement, you've said that thereted that is used by quality
assessors called the Short Observational Framel@mrkspection, SOFI?

MS BOLGER: Yes.

MR GRAY: s that tool capable of revealing wheteemebody is under
psychotropic restraint or psychotropic prescription

MS BOLGER: No. It's not the design of that téoldetect that.

MR GRAY: So what is being done by quality assessarrently — quality assessors
of the Aged Care Quality and Safety Commissiorotanfa view as to whether a
particular approved provider is condoning excessse of restraint in — particularly
in chemical form?

MS BOLGER: The quality assessors are assessnsg tmatters under medication
management and behaviour management. And thgtedslines available for them
under the current accreditation standards of thitemsathat they are prompted to
consider for those assessments. The Commissioconasunicated with the quality
assessors about the importance of this issue éo€tdmmission and for the quality
and safety of care for older Australians, and thereformation that we've made
available through our quality assessor portal fipsut their understanding of the
issue. And there are a number of steps in proghassvill further support this for
quality assessors.

MR GRAY: And, after 1 July, the accreditationredards will be replaced by the
single quality framework, but will the process lmitar, in that quality assessors of
the Commission will be looking for evidence of awse of psychotropics, potentially
for restraint purposes, when they're consideriregdtandard 3, clinical care aspects;
standard 8, clinical governance aspects of thedatas? Is that right?

MS BOLGER: That is correct. | think it fundamelty goes to standard 1, as well,
around consumer dignity and choice.

MR GRAY: And this will involve, what, taking a sgle of the files of the
residents, trying to meet the 10 per cent benchrwaréonsideration of the
circumstances of 10 per cent of the residentseedhectly through questioning of
the resident, through paperwork or through contattt relatives? Is that the modus
operandi?

MS BOLGER: Yes. The current process is intergeabservations and document
review.

MR GRAY: And is 10 per cent going to remain thmus test or the benchmark for
the extent of scrutiny of those matters?
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MS BOLGER: 10 per cent is the — yes. That agplethe legislative requirement
for interviews with consumers. We can and do iaseethat sample based on risk.
And our current audit methodology, which is beimyeloped to support assessment
under the new standards, provides some guidantaimrea for quality assessors.
So they may choose, for example, to purposefullyeiase the sample where they —
where risk is evident in a particular area. Anaktls part of our risk-based approach
to compliance.

MR GRAY: It gets us back to the risk profilingyekn’t it, but I've already asked
you my questions about that. But, in the abseheesgn of risk that raises the bar,
there isn’t any other trigger to scrutinise morathwhat, a handful of residents’ care
plans and files; is that right?

MS BOLGER: Not entirely, no. So the assessolish&iprovided with the
information relating to the profile of the servic&he risk information has been
strengthened by the application form where we lesked specific questions about
the characteristics of the consumers at the sethatego to particular characteristics
like consumers being subject to guardianship orBoglish speaking or diversity
characteristics such as LBGTI or Aboriginality, ahdse characteristics are also
helping the quality assessors to determine an gpipte sample and to ensure that
they have sufficient line of sight to those constsiwveho may be at greatest risk.

MR GRAY: Are these the screening questions?

MS BOLGER: No, they’re not.

MR GRAY: These are different?

MS BOLGER: This is information that we seek oplagation for re-accreditation.

MR GRAY: Thank you. | wantto ask you about Hueeening questions because
you haven’t mentioned them in any of the answeentpof the questions I've asked
so far. But you do say in your statement thatetae screening questions that have
been introduced since about the end of Januaryhwhatude what'’s the percentage
of residents in the particular service who havenli@escribed psychotropics. Is that
used to inform how many files will be reviewed dhgria particular site audit, review
audit or even assessment contact?

MS BOLGER: It's used to inform it, yes.

MR GRAY: When are those screening questions &ked they asked at all three
kinds of visits?

MS BOLGER: No, they can be asked more broadtii@te-accreditation audit but
they’re specifically intended as part of that coiapte monitoring during an
assessment contact because they are part of afqgitestions that helps direct the
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focus of the assessment and which accreditationatds, in fact, may be subject to
scrutiny. Unlike an audit where all assessmerah standards are assessed.

MR GRAY: Now, | will come back to the informatidhat is received by the
Commission later in your evidence, but can | jis#t, @ there any compulsion on the
approved provider to provide an answer to a questighat kind, if it hasn't got the
information to hand, can it just say, well, we haivevorked that out?

MS BOLGER: There is a requirement for the serwicprovide information that is
requested by the Commission. If we're not gettatisfactory responses to the
answers to those risk-screening questions thenmasrder of steps that we can take.
We can formally request that under the qualitye-@ommission’s rules, and in any
case, the absence of an understanding of theiriskiand what the profile of
consumers at the service was would certainly @seerns with us about the level
of risk at the service.

MR GRAY: To the extent that the whole processhhigly on that information, |
suppose it's simply a self-report from the appropeavider; just say a particular
approved provider gives you inaccurately low infatimn about that, how likely is it
that the sample of files that are reviewed are gytanpick that up?

MS BOLGER: |think it's not solely relied on blged assessors. They are also
making observations as they enter the service aheuevel of restraint that may be
evident and | think that they are also able togthe documented evidence in the
care plans themselves to assure themselves tlyatetigetting an accurate picture of
the extent of chemical restraint at the service.

MR GRAY: Is there a guideline within the Commasifor the quality assessors to
have to review a certain percentage of the files particular service when they
perform, say, an assessment contact?

MS BOLGER: No, there’s not.

MR GRAY: What about a review audit?

MS BOLGER: No.

MR GRAY: What about a site audit?

MS BOLGER: No. There’s general guidance aboetstiifficiency and the quality
of evidence that’s required to make a decision thwait varies depending on the
nature of that evidence and the weight that thesasss can rely on that as being

reliable evidence.

MR GRAY: All right. Now, Ms Bolger, you didn’tanvene either the stakeholder
workshop or the Aged Care Clinical Advisory Comesttvhich both were consulted
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on the formulation of recent new amending prin@pe restrictive practices. That's
right, isn’t it, you didn’t convene those, eithdrtbose bodies?

MS BOLGER: No.

MR GRAY: You were consulted, though, it appearssome of the work product of
those bodies?

MS BOLGER: Yes, | was.

MR GRAY: And consulted also on proposals for @ineending principles on
restrictive practices and the explanatory statertieitwas going to accompany it?

MS BOLGER: Yes, | was.

MR GRAY: And could I just ask you about somelwd emails around that series of
events. And do you know — do you recall when yauexfirst involved in
consultations about those matters? Was it in Marahias it earlier in February?

MS BOLGER: My recollection is that it was in Matawith the convening of the
first working group teleconference when some papere distributed prior to that
meeting.

MR GRAY: Thank you. Well, operator, please dagplab 91. And with respect to
that working group, | think | might have calledhistakeholder group or committee,
but the working group was the reference to the shguepresentatives and other
stakeholder bodies, as opposed to the clinicalréxpés that right? The 18 March
workshop involved - - -

MS BOLGER: It was a stakeholder group; that'sect.

MR GRAY: The stakeholder group.

MS BOLGER: Yes.

MR GRAY: Industry representatives and the like.

MS BOLGER: Yes, subject matter experts.

MR GRAY: Thank you. And you have sent this emlasiuggest, to an officer of
the Department, Ingrid Leonard, on 21 March andweattached to that email a
marked-up version of the summary of discussiong®Narch in respect of the
working group’s meeting, or the stakeholder groupé&etings; is that right?

MS BOLGER: Yes.
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MR GRAY: Thank you. And in the covering emaibwysay to Ms Leonard that — |
beg your pardon, this is to Ms Laffan, Ms Amy LaffaYou say that:

The document is a fair record of the discussiothirlk that that there were
dissenting views on the adequacy of the asses$arettysical restraint which
are not captured here.

Whose dissenting views were they; do you recall?

MS BOLGER: It was difficult to know whose commentere being made because
it was a teleconference, and not all the speakénsduced themselves. So no, |
wasn't able to identify who they were.

MR GRAY: Did you or anybody else from the Agedr€Quality and Safety
Commission have dissenting views on the adequatyecfissessment before
physical restraint could be used?

MS BOLGER: | think it was about, yes, there weoene concerns expressed
around the assessment processes, yes.

MR GRAY: And in the covering email, you seem wdlluding, in the next
paragraph beginning “The drafting will be trickylitoyou seem to be alluding to
possible ways in which the process for assessnoemhd ©e strengthened; is that
right? Is that the purpose of that sentence darthegraph?

MS BOLGER: Yes. |think | was intending theratlhere may be ways where the
approach to physical and chemical restraint coelgbimed up.

MR GRAY: And are you familiar with the regime ara elimination and reduction
of restrictive practices in the disability sectoider the NDIS?

MS BOLGER: | have some familiarity, yes.

MR GRAY: s that the sort of approach you werasidering, that there be an
integrated behaviour assessment plan and so forth?

MS BOLGER: Yes, that's correct.

MR GRAY: And then in the last paragraph you say:
From the Commission perspective it will give muicbrger authority for
findings of noncompliance but we will also needdasider what forms of

evidence are needed for each element.

Do you mean, by that sentence, that if those pimvisstrengthening the
prescriptions for assessment before either of tfaeses of restraint can be used are
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adopted, then that will give the Commission a batt@nce to be able to make
findings of non-compliance?

MS BOLGER: | think that last comment was in riglatto the principles as a
whole, as opposed to one specific piece, that tineiples would give stronger
authority for findings of non-compliance.

MR GRAY: Thank you. Just going to the attachm#émt’s tab 92, | ask that that
be brought up. The particular point about assessthat you made in the email
seems reflected in comment CB7 near the foot optigee, Ms Bolger. That seems
to link to reference to the care recipient haviegmassessed as requiring restraint
by a registered nurse or other health practitiovihr day-to-day knowledge of the
care recipient. And you're referring to the needd holistic behavioural
assessment, etcetera.

MS BOLGER: That's correct.

MR GRAY: And, can | just ask, that was your viewpressed to the meeting, was
it, that there really should be integration, ifalhcput it that way, with a holistic
behavioural assessment?

MS BOLGER: |don't think | expressed that at theeting. | think | observed that
to be some of the comments that had been made.| #hiedght it was worth further
consideration.

MR GRAY: Yes. And, sitting now where you aretle witness box, is it your
opinion that that would be a better approach, ielessessment by way of a holistic
behavioural assessment as a precondition of tloeses fof restraint being applied?

MS BOLGER: | think a holistic behavioural assessimyes, is needed. And the
extent of that and by whom was the issue that |nai$ng.

MR GRAY: Okay. And that's a very fair point, lstse you can give a name to a
particular plan and that doesn’t necessarily makeholistic behavioural assessment;
correct?

MS BOLGER: That's correct.

MR GRAY: What are the key features that you seergoortant in a holistic
behavioural assessment?

MS BOLGER: | think that that type of assessmes@ds to be collaborative with

the consumer and those that they choose to bevied@h their care, that it needs to
be comprehensive and cover aspects of the persmingdual needs. It needs to be

in the context of the care setting, so that ieisvant to the type of behaviours that
might be evident in the care setting. | think tihalso needs to, as is suggested here,
that day-to-day knowledge, so over a fairly conbnsi period, in order to be able to
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form a view. That it also needs to be updatedramitwed. And | think the care
context is a very important part of that.

MR GRAY: Have you, since the making in April dietnew amending principles
on restrictive practices, been able to look atéhminciples and form any view about
whether they meet, in your view, the requirementfo assessment of that kind
before either physical or chemical restraints camplied?

MS BOLGER: | think that the provision that relate the assessment can give
scope for that type of assessment, but there warikdrther guidance and further
education around what was required to do that well.

MR GRAY: Soitisn’t spelt out in as much detas you would have liked to see; is
that right?

MS BOLGER: | think it is dealt with at the leved the legislation sufficiently to
provide further advice and support for the sector.

MR GRAY: All right. Now, in that comment CB7, yalso refer to:
...and the conflicting demands on caregivers.

Are you referring there to the person who condtlesassessment, a matter you
alluded to a minute ago? This document referréeddamssessment being done by a
registered nurse or other health practitioner wéii-to-day knowledge of the care
recipient. And you’ve made this reference to thechfor holistic behavioural
assessment — you've already addressed that — amiflicting demands on
caregivers. Are you able to explain what you mégrthat aspect of the comment?

MS BOLGER: | think this comment was triggereddmyne of the conversation that
had been evident at the working group, from my ltecton, but | felt it was worth
noting, because there — the RN, obviously, hasl#lyeto-day knowledge and the
continuous observation of the care recipient. tBay — if there are not sufficient
staff, for example, to support an adequate assegsand the provision of care that
addresses the problems and provides alternativibe tase of restraints, then that can
be a bit of a conflict.

MR GRAY: And you hold a concern, do you, that thality of the day-to-day
demands in the services conducted by these apppreeilers is such that that risk
will quite often be realised?

MS BOLGER: | think it's a risk in some setting®s.

MR GRAY: Just finally before the Commission rigesthe luncheon adjournment,
can | ask you about a final aspect of the notescafnment CB9 on the next page,
please, operator, foot of the page, you refer teetke definition that has been
employed for chemical restraint. And you say here:
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| realise this is a recognised definition.

Just stopping there, did you understand it thendangou understand it now to be a
definition that had come from the NDIS rules ortnieBve practices?

MS BOLGER: That is correct.
MR GRAY:
| realise this is a recognised definition, but geeption seems very broad.

Is that the exception — just stopping there — cormomg with — well, it's what
you've shaded. “It does not include it”, etcetefassume that'’s right:

Will we see a reduction in prescribing rates ortjlegjitimatised use?
What did you mean by that?
MS BOLGER: | think the first reading of that ddfion is challenging, just in terms
of understanding its intent. And it seems a breeeinption in terms of enabling
treatment of the diagnosed mental disorder, phlysicass or physical condition.
And this was my first response to that definition.

MR GRAY: Is that a convenient time?

COMMISSIONER TRACEY: Yes. Are you proposing tontinue with this
witness after the luncheon adjournment?

MR GRAY: Yes. |think I've got at least 20 marenutes.
COMMISSIONER TRACEY: Yes. Very well.
MR GRAY: | will try to move a little more quicklybut - - -

COMMISSIONER TRACEY: The Commission will adjouantil 2 o’clock.

ADJOURNED [1.03 pm]

RESUMED [2.05 pm]

MR GRAY: Operator, please bring up tab 92. Md$g@a | was asking you
questions about this document before lunch. | waask you about CB1. You say
in that comment:
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| think the group recognised that accountabiliteded to be strengthened,
noting that best practice guidance had been avél&ir some time.

Was that a reference to the 2012 decision-makiolf to
MS BOLGER: That's correct, yes.

MR GRAY: And, indeed, that decision-making toaldhbeen around in a different
form from 2004; is that right?

MS BOLGER: Prior to that, yes.

MR GRAY: And was the point you're making therenply that without some sort
of threat of real regulatory action, guidelines@best practice are ineffective?

MS BOLGER: No, notin all cases, but I think lindicating that in this instance it
is warranted.

MR GRAY: Yes. Now, | just want to ask you abthe issue of informed consent.
Informed consent was raised in the context of takeholder work group as
something that would be required for not only pbgkbut also chemical restraint; is
that right?

MS BOLGER: | believe so, yes.

MR GRAY: Initially. And then some advice was eded from the Commonwealth
Medical Officer to the effect that that wouldn’t @rkable in respect of chemical
restraint; is that the way you recall the disocmssiproceeding?

MS BOLGER: |don’t have a clear recollection aihthat advice was provided.
My understanding was that it was through the cortemithat had been formed, and
led by the chief medical adviser.

MR GRAY: Right. In respect of accountability, \wh is something you've
mentioned in CB1, what did you mean? Did you m&anhan individual must be
held accountable and subjected to some sort ofifgahthere had been misuse?
There must be a real regulatory consequence okihad®

MS BOLGER: | was referring to the accountabifity the services that were
subject to our regulation, yes.

MR GRAY: Did you mean an individual or the corpta approved provider?

MS BOLGER: The approved provider.
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MR GRAY: And was this a reference to — well, thdraw that. Operator, please
put up the email at CTH.1007.1006.3871. Do yowgecse this email to be an
email from Amy Laffan, assistant secretary of trepBrtment of Health to yourself?

MS BOLGER: |do.
MR GRAY: On 29 March 20197
MS BOLGER: Yes.

MR GRAY: And operator, please go to the emaitlomnext page, do you see there
you've sent an email just prior to the one on th& page earlier on 29 March 2019,
and you've sent that to officers of the Departnaand also cc’d to the Commissioner
of the Aged Care Quality and Safety Commission.

MS BOLGER: Yes.

MR GRAY: Yes. And you've, in this email, saichtithere are points of concern
with the current draft legislation and the — yousad EM; is that a reference to the
explanatory statement to the amending principles?

MS BOLGER: Yes.

MR GRAY: And when you refer to the current drafgislation, are you referring to
the then current draft of the amending principe2ai9?

MS BOLGER: [|am, yes.

MR GRAY: And firstly, you ask for the title to #hanged to “minimising or
eliminating” with, | suggest, reference to the asfpon of eliminating the use of
restrictive practices; is that right?

MS BOLGER: That'’s right.

MR GRAY: And that suggestion of changing theetitb include the concept of
eliminating was not adopted; is that right?

MS BOLGER: That is correct, yes.

MR GRAY: And you included that because, | suggiést Commission’s view is
that it's not sufficient simply to try to minimisend regulate the use of physical and
chemical restraint, but the aspiration should belitninate it; is that right?

MS BOLGER: That is correct.

MR GRAY: Next, if we go down to the fourth bullebint, you've said there:
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Included concept of a period of restraint ratheanhuse. It's an important
word for changing behaviour.

And if we can go to the amending principles in ame, if you need to, but it's the
case, isn't it, that there hasn’'t been a fixedqueof restraint incorporated in the
amending principles; is that right?

MS BOLGER: Yes, that's correct.

MR GRAY: The Commission, | suggest, had the vibat it would be important to
include a requirement for a fixed period of resttdi restraint is to be used at all.

MS BOLGER: Yes.

MR GRAY: So in these two respects, the legistatid beg your pardon, the
delegated legislation, the amending principles adandon’t meet the views, or
don’t live up to what the Commission would regascha appropriate form of
regulation of restraint; is that right?

MS BOLGER: No, I think our role was to provideirt with respect to our
understanding of the regulation, and how it wowddolayed out in practice, and that
feedback reflected concerns that there were somgs imavhich it could be
strengthened.

MR GRAY: Yes. Allright. Just further to thabimt about including the concept of
a period, it was also the Commission’s view thdtary should there be a
prescribed period for the use of restraint, but ith@ad to be determined at the outset
when the need for a restraint was determined up®that the meaning of the next
bullet point?

MS BOLGER: ltis, yes.

MR GRAY: And that wasn't adopted either, was it?

MS BOLGER: No, it wasn't.

MR GRAY: And the next bullet point is that:

Each ongoing review should include the steps tat¢est alternative
measures, ie, offer alternative behaviour managemen

That wasn't adopted either, was it?

MS BOLGER: No, it was not.
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MR GRAY: With respect to the explanatory statemagain you've suggested on
behalf of the Commission a stronger statementniatgto the elimination of
restrictive practices, but that wasn’t adopted, ias

MS BOLGER: |don’t believe so. | would need tweck that.

MR GRAY: Right. And the concept of a determinmtiod wasn’t accepted either;
correct?

MS BOLGER: Yes.

MR GRAY: Did you get some change to the explanatsemorandum on the
language of before a physical restraint is usedill just ask you to go to the
explanatory statement. There is one place in wthahlanguage is used. The
explanatory statement is tab 105, and if we gaatpeb315, please, do you see that
heading about a quarter of the way down the page:

Before physical restraint is used. The four candi which must be satisfied
before using physical restraint are -

On the basis of that it seems that you may — thatstuggestion may not have been
accepted either. Is that your recollection, that suggestion you made in the last
bullet point wasn’t accepted either?

MS BOLGER: Yes.

MR GRAY: And, in terms of the language of elimtioa not being included, do
you wish to go to the description of the purposs,Bblger, on page 5311, about a
third of the way down the page. Is that what yanted to check in the document
before answering my question?

MS BOLGER: Do you mind asking the question again.
MR GRAY: Yes. Certainly. Your suggestion abstrengthening the language or
changing the language to start with a strong statef intent to reduce or eliminate
restrictive practice does not seem to have beeptadpbut | can’t be certain so I'm
asking you whether you recall.
MS BOLGER: Yes. It hasn’'t been adopted.
MR GRAY: Okay. Before finishing your email yoaid:

Further concern that may not be addressed in tertbe intersection with state

law on mental health, as well as prescribing preetisubstitute decision-
making laws.
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Did you have in mind here that the NDIS equivaleiés concerning restrictive
practices defer to state laws regarding prohib&iand authorisations for restrictive
practice?

MS BOLGER: No. It's really flagging some of themplexities of the intersection
with state laws.

MR GRAY: Which are simply not addressed in theeading principles at all; is
that right?

MS RICHARDSON: Well, | object to that questiolt’s specifically provided for
in section 15E of the principles.

MR GRAY: Yes. It's alegal question. | will iatiraw the question. Can | ask
you, Ms Bolger, about the proposal — or, if there proposal, the proposal for
enforcement of the amending principles for the @xtmonths from — that means
the six months after 1 July, | should say, and tee81 December 2019. You refer to
the fact that the Commission will be continuingegiew or assess approved
providers for compliance with the standards. Twélybe in the form of the single
quality framework by that time. But you don’t aglly in your statement appear to
say that the Commission will be assessing compdiavith new sections 15G and
15F of the amending principles per se. What i<@bmmission’s proposal for how
it is going to approach the enforcement of the atimanprinciples? Is there an
enforcement strategy?

MS BOLGER: The Department and the Commission hiis@ussed the approach
to oversight of these new provisions and the Corsimmswill, within its existing
regulatory functions, gather evidence against geslaare quality standards, but will
do so with regard to the new principles on restrafnd where it is evident that we
have information that indicates that those newqppies aren’t being met, we will
refer that to the Department of Health, who wilesise their compliance functions
and enforcement functions under the Aged Care Act.

MR GRAY: | will ask for tab 97 to now be displaie This is another email from
yourself. It's to Ms Leonard of the DepartmenH#alth and it's dated 28 March
2019. And this is an email, essentially, on th@dgou just mentioned. You make
the point in the email, probably about three-quarté the way down the text of the
email:

However, the Commission is not monitoring compkeawih the restraint
provisions, but with the aged care quality standard

Did you mean to make a point that the Commissioit going to be guided by any
particular compliance or enforcement strategy wefpect to the new provisions, but
it was just a matter of, if evidence was placest®the Commission going to the
guestion of compliance with those provisions, thatlence would be brought to the
attention of the Department, but that the Commissiasn’t going to go out of its
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way and try to monitor compliance with those prais? Is that the point you were
making?

MS BOLGER: No. | was seeking to provide claotythe authority that the
Commission had. And that was to monitor complianith the Aged Care Quality
Standards.

MR GRAY: It's a matter, isn't it, of the potentiautcome indirectly being that a
breach of new sections 15F and G might be brougtitet attention of the
Commission and then the Commission would bring the attention of the
Department, but the Commission isn’t setting ountinitor compliance with those
sections?

MS BOLGER: Technically no, but this is an arednigh priority for the
Commission, and it is supporting many of the outesmnder the aged care quality
standards, so it’s not an area that will go unchadck

MR GRAY: And the Commission will go about trying check it in the manner you
described before lunch; is that right?

MS BOLGER: That's correct, yes.

MR GRAY: Now, what about from 1 January 2020hkt simply an unknown at
present or are there — is there some certainty a$at precise functions that are
relevant to monitoring compliance and enforcing 888 G the Commission will get
on 1 January 20207?

MS BOLGER: This is a very new provision, obvigysind we do anticipate
getting within our regulatory remit the compliamoenitoring functions that relate to
guality and safety under the Aged Care Act. Buthaee a broader piece in
consultation with the Department as to how thosetions will transition to the
Commission.

MR GRAY: And what'’s the progress of that piece?

MS BOLGER: | think that's a question for the Detpzent.

MR GRAY: Right. Have they provided you with acdionent setting out precisely

what they have in mind by way of empowering prawisi in respect of enforcement
of these new sections, 15F and G?

MS BOLGER: No.

MR GRAY: So it follows, does it, that, in the &of that uncertainty, it's too early

for the Commission to start setting about formulgta — an enforcement plan or
policy for these provisions?
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MS BOLGER: In concrete terms, yes, but we argitigy our minds to it as part of
the broader compliance functions that we anticip@esitioning to the Commission.

MR GRAY: And when will that enforcement plan arfercement policy be ready
to be published? Do you know?

MS BOLGER: No, | don't.

MR GRAY: In terms of standard 8 of the new SinQleality Framework which

will commence 1 July and over which the Aged Cavaly and Safety

Commission will have direct responsibility for mtoring compliance, the closest
standard relating to the regulation of restraieinse to be standard 8 that refers to the
need to have a clinical governance framework whicist minimise the use of
restraints. Can | just ask you about that? Dbatdlinical governance framework
consist of documentary processes? Is that whaantby that expression?

MS BOLGER: Not solely documentary processes, Irthink the clinical

governance framework goes to aspects of leadeastuigulture and commitment as
well as the way that care is organised, how sysemsprocesses support that care,
the roles and responsibilities of people involvedare, how that's communicated.

It is quite a comprehensive piece, a clinical gogece framework. Includes also the
oversight and the monitoring and reporting of oates of care.

MR GRAY: So are you saying to the Commissionbad it won't be sufficient for
an approved provider to merely have fine-soundimgudhentary systems purporting
to restrict the use of restraints. It will havegmfurther than that?

MS BOLGER: That is correct.
MR GRAY: And how are you going to monitor that?

MS BOLGER: The clinical governance frameworkngiraft and has just been
developed for consultation, so aspects of thatyrgal to some of the elements that
the Commission is already picking up in differespects of the accreditation
standards, but it brings it together in a much nomtgerent piece that we are able to
both hold providers to account, but also influetie@r development of such systems.

MR GRAY: | want to ask you about the screeningsiions that | raised before
lunch. We — that is, the Office of the Royal Coresimn has received a letter from
instructing solicitors on behalf of the Commonwkalt will ask that be brought up.
I's RCD.9999.0062.0001. And in respect of the sgeeening questions you refer
to in paragraph 22 of your statement, the questias asked how many facilities are
being visited with unannounced assessment cordamds the time the Commission
added the two new screening questions on the mastraAnd at the time of this
letter, 13 May, the answer was 745 unannouncedgsis&st contacts were
conducted between 1 February and 30 April 2019d &rthat information that’s
within your direct knowledge?
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MS BOLGER: Yes, I'm aware of that.

MR GRAY: And the second question was in respéth®two screening questions,
in respect of the question on psychotropic restsawmhat levels of use of
psychotropics are being reported, either in terimsaffect, gross numbers or a
percentage, and the answer that’s provided ingtterlis that the Commission is in
effect unable to provide an answer to questioil2e reason seems to be — I'm
paraphrasing but it seems to be that the informasiamot captured in a readily
accessible form; is that right?

MS BOLGER: Partly. It wasn’tintended to be aapd in a way that was to be
used as a data source.

MR GRAY: Why not?

MS BOLGER: Because there would be very low vajiftor that data which is
currently asked as a question on entering a sebyi@quality assessor, and it is a
very difficult thing to arrive at data that canfieported in a way that is reliable in
relation to a measure such as particularly the lpstlyopic medication in terms of the
complexity of the definitions around that as well.

MR GRAY: So that the reliability of the answertt® screening question is so low
it's not even worth keeping the answers; is ttiat i

MS BOLGER: No, | don’t accept that. | think thhe reason why we’re not
confident that it — the information that is captlieess part of the side order report can
be relied on as data is that it's not asked in p that allows it to be relied on as
data. It is asked for a different purpose, wh&toi, amongst other screening
questions, seven or so screening questions relatiather areas of risk, to assist the
assessment team to focus on the areas of conceng thee audit — during the
assessment contact.

MR GRAY: At present, there’s no coherent monitgror enforcement strategy or
plan in respect of these new provisions in the ahmgnprinciples. Is that a fair
comment?

MS BOLGER: Yes, but I think it reflects the tingiof the new legislation and the
matters that still need to be worked through.

MR GRAY: Thank you. | need to tender two docuiserfFirstly, the email chain
of 29 March 2019, CTH.1007.1006.3871.

COMMISSIONER TRACEY: | will just wait for that toome up. Yes. The email
exchange from Amy Laffan to Christina Bolger da2&dMarch 2019 will be exhibit
3-76.
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EXHIBIT #3-76 EMAIL EXCHANGE FROM AMY LAFFAN TO
CHRISTINA BOLGER DATED 29/03/2019 (CTH.1007.1006.381)

MR GRAY: Thank you. And secondly, the letterrfr@ilbert + Tobin to - - -

COMMISSIONER TRACEY: |think before that you alpat up a different email.

MR GRAY: That was one of the documents that’sadly in the general tender
bundle.

COMMISSIONER TRACEY: That's already in the eviden
MR GRAY: Yes.

COMMISSIONER TRACEY: Before we leave this oneuydid ask questions
arising out of the attachment. Do you want thadhinent to be part of the exhibit?

MR GRAY: I|doindeed. Thank you, Commissioner.

COMMISSIONER TRACEY: Yes. So exhibit 3-76 willdlude attachment A to
the email.

MR GRAY: Thank you.
COMMISSIONER TRACEY: Yes. And then the solici®letter.

MR GRAY: Thank you. Commissioner, I'm not centaihat that email chain did
have an attachment. I think it was simply a —fthéher pages of it are simply more
emails in a chain. One of the other documentsk the witness to had an
attachment but | believe that’s already also anketxhCan | tender the letter of
Gilbert + Tobin to one of the co-solicitors assigtin the Royal Commission dated
13 May 20109.

COMMISSIONER TRACEY: Yes. The letter from Gillber Tobin to the
Commission’s solicitors dated 13 May 2019 will béibit 3-77.

EXHIBIT #3-77 LETTER FROM GILBERT + TOBIN TO THE
COMMISSION’S SOLICITORS DATED 13/05/2019 (RCD.99990062.0001)

MR GRAY: Thank you. Commissioner, | see thatdspect of 3-76 there are
references to attachments in that document butdrititaken the witness to those
documents and - - -
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COMMISSIONER TRACEY: I'm sorry, it has gone fraitme screen so | can’t
follow you at the moment.

MR GRAY: CTH.1007.1006.3871.

COMMISSIONER TRACEY: | was looking at the attactmts and B — you
referred to B as well.

MR GRAY: Well, Commissioner, | didn’t take thetwess to those.
COMMISSIONER TRACEY: But do you want that to be exhibit?
MR GRAY: No, I'm not seeking - - -

COMMISSIONER TRACEY: | was only referring to attement A which was the
one | thought you had taken the witness to.

MR GRAY: |didn’'t take the witness to either tietattachments.
COMMISSIONER TRACEY: Isn't attachment A the onélwthe highlighting?

MR GRAY: That was an attachment to another emhith is already in the tender
bundle. I’'m sorry about the confusion, Commissione

COMMISSIONER TRACEY: All right. Well, do you wahat other email in?

MR GRAY: It's already in. It has already beendered in the general tender
bundle.

COMMISSIONER TRACEY: All right. Well, we will gdack to 3-76 and it's
simply the email, not the attachment in the exhibit

MR GRAY: Thank you, Commissioner.

COMMISSIONER TRACEY: Yes.

MR GRAY: | have no further questions for this méss.

COMMISSIONER TRACEY: Ms Bolger, earlier this wettle ABC erred — aired, |
beg your pardon, an investigative report that lesdlted from a complaint to the
Commission by a lady about the treatment of hédreiiaat an institution. Are you
familiar with that program?

MS BOLGER: Yes, | am, Commissioner.

COMMISSIONER TRACEY: Yes. And you will be awatteat it involved the
placement of a hidden camera and the filming afageacts within the confines of
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the institution. And what | want to ask you is her that has led to an investigation
by the Commission.

MS BOLGER: There were a number of matters alraadier investigation by the
Commission in the complaints functions, Commissiorigut it has led to further site
— attention through our compliance visits.

COMMISSIONER TRACEY: All right. Well, I'm not ten going to ask you
guestions about an ongoing inquiry, but what | dminto know is this. One of the
allegations made in that program, as you will kn@ahat the institution itself, when
provided with what looked like prima facie eviderafenisconduct on the part of
some of its employees, simply refused to look atfilm that had been recorded.
Does the Commission have access to that film fptirposes of its inquiry?

MS BOLGER: I'm not certain of that, Commissionércan check that for you.
COMMISSIONER TRACEY: Yes. Well, | would be gréikif you would arrange
through your instructing solicitor for the Commuasis solicitors to be advised about
that.

MS BOLGER: | can say that the — it was availabléhe complaints functions, now
that | recall. It has been available to the Consiois.

COMMISSIONER TRACEY: Well, I assume that the Corssion regards itself as
free to examine the film and wouldn’t take thetatte that the employer did of
refusing to look at it?

MS BOLGER: That's correct.

COMMISSIONER TRACEY: Thank you. Yes. Thank yeery much for your
evidence, Ms Bolger. You're excused from furthtéer@dance.

<THE WITNESS WITHDREW [2.37 pm]
MR GRAY: Commissioners, our next witness is Anliz&beth Laffan.

<AMY ELIZABETH LAFFAN, AFFIRMED [2.38 pm]

<EXAMINATION BY MR GRAY

MR GRAY: What is your full name?
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MS LAFFAN: Amy Elizabeth Laffan.

MR GRAY: And you're an assistant secretary in Brepartment of Health.

MS LAFFAN: Correct.

MR GRAY: And you've made a statement for the R@yammission.

MS LAFFAN: | have.

MR GRAY: Please bring up WIT.0105.0001.0001. @p&, please track to the
end of the document. Do you recognise that, M$amato be a copy of the
statement you've made for the Royal Commissiondda8April 2019.

MS LAFFAN: Yes.

MR GRAY: Do you wish to make any amendments todtatement?

MS LAFFAN: No.

MR GRAY: To the best of your knowledge and belat the contents of the
statement true and correct?

MS LAFFAN: Yes.

MR GRAY: | tender the statement.

COMMISSIONER TRACEY: Yes. The statement of Amgflan, dated 18 April
2019, will be exhibit 3-78.

EXHIBIT #3-78 STATEMENT OF AMY LAFFAN DATED 18/04/2 019
(WIT.0105.0001.0001)

MR GRAY: Thank you, Commissioner.

| want to ask you, Ms Laffan, about work done ptmdanuary 2019 in respect of
the task of regulating the use of restrictive pcast of both a physical and chemical
nature in residential aged care services. Youwe¥erred to the decision-making tool
of 2012 which itself was an iteration of a documtiat preceded that time.

MS LAFFAN: That's correct.

MR GRAY: And that was a discretionary documetfitat’s correct, isn't it?

MS LAFFAN: That's correct.
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MR GRAY: In the sense that an approved providghtfind guidance from it, but
it wasn’t mandated.

MS LAFFAN: No.

MR GRAY: Now, can | just ask the operator to lrirp tab 22 of the general
tender bundle. In this document, there’s an eatdte head of the chain from
somebody called Kay Newman in the Department ofitHeand it's copied to you.

MS LAFFAN: Yes.
MR GRAY: And that document at the head of theitls26 June 2017.
MS LAFFAN: Yes.

MR GRAY: And it's a document that seems to be #'s an email chain that
seems to be concerning the preparation of respdasesemail — to a media inquiry;
is that right?

MS LAFFAN: That's correct.

MR GRAY: And the key points that are identifiedthe email immediately below
the one at the head of the chain on the first peglonday, 26 June 2017 at 10.18
am are these, in effect, as at that date, all@hhatters which the Department was —
all of the matters which the Department could b&cdbed as doing to take action to
address the claim of widespread use of psychosapitormal and informal aged
care settings, under point 2.

MS LAFFAN: No.

MR GRAY: | will let you just cast your eye over iWhat were the additional
actions that the Department was taken in that r#3pe

MS LAFFAN: The additional actions are with respicnon-regulatory measures,
so a number of programs that existed within thedbepent of Health, research
studies that have been funded by the Departmentattihe time, voluntary quality
indicator program.

MR GRAY: So the voluntary quality indicator pragn is referred to under point 2
in the last bullet point. And the third bullet porefers to resources that are
available to guide aged care providers, recipiehtare and their families to identify
the alternatives to use of restrictive practicBst you're saying there was additional
training in addition to those materials; is thght?

MS LAFFAN: Sorry. | was only looking at the firgage of that exhibit when you
asked the question.
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MR GRAY: Well, sorry, — have you had a chancétik at this email in
preparation for giving your evidence?

MS LAFFAN: | have.

MR GRAY: Yes. Is the entire list in the emat@mprehensive statement of what
the Department was doing at that time, June 2@laddtress the problem of over-
prescription or widespread use of psychotropics?

MS LAFFAN: No.
MR GRAY: And so what were the additional matters?

MS LAFFAN: For example, there are things fundeatigh the six pharmacy
agreement, so a quality use of medicines prograiraaesidential medication
management review program to specifically lookhatuse of drugs in aged care
facilities.

MR GRAY: Okay. And this was at June 2017?
MS LAFFAN: Yes.

MR GRAY: And with respect to the RMMR, at thah# it was available under the
MBS once in a 12 month period?

MS LAFFAN: That's my understanding, yes.
MR GRAY: And now, what, it's available once ir2d month period, is it?
MS LAFFAN: I'm not sure about any changes to fatgram.

MR GRAY: All right. Please bring up tab 36 amth 37 if you're able to bring
them up at the same time, please, operator. $kaes email — I'm referring to tab 36
— from somebody called Callum Campbell in the Depant of Health to yourself
and copied to others dated 31 August 2018; isrigat?

MS LAFFAN: That's correct.

MR GRAY: And there’s reference to an email belawd that email appears below
the dotted line and the request is:

Dear all, information is sought from areas that bavrole directly or
indirectly in the use of psychotropic medicatiorénm restraint. Request is
intended to identify the various areas within thepBrtment which have a
related policy interest and/or any relevant datamfiormation as it relates to
psychotropic medication and/or restraint.
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And then there’s reference to an attached tableaaedquest to update it as
appropriate. If we go to tab 37 is that a coptheftable that’s referred to in that
email as at 31 August 2018?

MS LAFFAN: ltis.

MR GRAY: And have you had a chance to familiansee-familiarise yourself
with that document in preparation for giving yourdence.

MS LAFFAN: Broadly, yes.

MR GRAY: As at 31 August 2018 was that a compnshee statement of all of the
matters within the responsibility of the DepartmehHealth that bore on the
question of trying to address the problem of patééwtveruse of psychotropics?

MS LAFFAN: No, it wasn't.

MR GRAY: What were the additional matters?

MS LAFFAN: So this was a draft put together by tagm and it was for the
purpose of seeking input in additional matters additional details in there, so |

can't talk to it being a comprehensive list.

MR GRAY: Right. Are there any missing matteratthccur to you now or have
occurred to you in preparation for giving your eande today?

MS LAFFAN: Not that I'm aware.

MR GRAY: Not that you're aware of?

MS LAFFAN: No.

MR GRAY: You can't think of anything that's onett?

MS LAFFAN: No.

MR GRAY: Can we please bring up tab 42. TabsA2n email from Maria Jolly in
the Department of Health to a group email calledRE&D, executive and also to
yourself dated 9 November 2018; correct?

MS LAFFAN: Correct.

MR GRAY: And it also takes the form of an emdibm and the email I've just
referred to is at — is last in the chain at thedhafathe document. And is the general
topic of this email chain, in effect, the effortsdaendeavours within the Department

to consider recommendations by the Australian Casion on Quality and Safety in
healthcare’s third Atlas of Healthcare Variation.
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MS LAFFAN: Not exactly. It was an email craftedprovide comment on the
draft recommendations at that point in time.

MR GRAY: The draft recommendations of that Consiug?
MS LAFFAN: Of the atlas. Yes.
MR GRAY: Yes. And there had been at least twitedknt areas within the
Department of Health that were engaged considéhieglraft recommendations at
that time; is that right?
MS LAFFAN: That's my understanding, yes.
MR GRAY: Have you had a chance to re-familiageerself - - -
MS LAFFAN: | have.
MR GRAY: - - - with this in preparation for yoewridence as well?
MS LAFFAN: Yes.
MR GRAY: So in the end Ms Jolly, who is your stpg is that right?
MS LAFFAN: She was at the time, yes.
MR GRAY: She said:
| would like a discussion with PSD.
Who's that?
MS LAFFAN: Portfolio strategies division.

MR GRAY: Thank you:

Rather than just providing this advice we may ligng one agency against
another and be sounding a bit defensive.

It seems that the draft response included in tmigilchain might not have actually
been the advice that was provided in responsestoetommendations in the third
atlas; is that right?

MS LAFFAN: That's quite possible, yes.

MR GRAY: Now, do you know from any other convdisas that you might have
had with Ms Jolly late last year what she’s refegrio when she says “pitting one
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agency against another”; is she talking abouCemission on the one hand and
the Department on the other?

MS LAFFAN: No, my understanding is she’s talkigout the two Commissions,
the Aged Care and the Health Commission.

MR GRAY: Right. The Aged Care Quality and Saf€gmmission - - -
MS LAFFAN: Yes.

MR GRAY: - --on the one hand.

MS LAFFAN: Yes.

MR GRAY: Which is not yet in existence - - -

MS LAFFAN: That's correct.

MR GRAY: - - - atthis time but is in the form tife agency at that time; is that
right?

MS LAFFAN: The —the recommendations refer to-the the Aged Care
Commission even though it was yet to be established

MR GRAY: Thank you. Right. And I just ask yaudo to page 5925. One of the
proposed recommendations in the third atlas undieit p near the bottom of the
page is:

Prescribers use antipsychotics for people 65 yeasover as a form of
restrictive practice only as a last resort and natil alternative strategies have
been considered to prevent serious physical harhe following conditions
must be met.

And then there’s quite a prescriptive set of preltiions including:

Informed consent or substitute consent from a pig@ithorised person to be
given in writing.

That’s — is that particular recommendation aboat frm of condition something
that the health department, the Department of Héwlt a view on at the time of this
email chain, 9 November 20187

MS LAFFAN: 1don’t believe we had a particulaew on it.
MR GRAY: Okay. Later on, fast-forwarding to theriod after 22 January 2019,

was it the case that the Minister did want to hawendition of that kind as part of
the regulation for restrictive practices in resiitraged care settings?
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MS LAFFAN: Not specifically. My understanding sv¢éhe Minister wanted
regulation to be strengthened. So a broader sgsiem

MR GRAY: Right. Did the Department post 22 Jagu2019 initially have a
position that informed consent had to be obtairefdre the use of either form of
restrictive practice, either physical or chemical?

MS LAFFAN: That was one proposal considered, yes.

MR GRAY: In the end, that wasn’t adopted withpest to chemical restraint; is
that right?

MS LAFFAN: That's correct.

MR GRAY: And in emergency circumstances, notgbysical restraint either; is
that right?

MS LAFFAN: That's correct.

MR GRAY: There were other conditions but | wor’dther conditions proposed
under that item in the atlas. | won’t go througbm all but there’s reference to a:

...Structured consent form being mandated for ngesidential aged care to
help ensure prescribers comply with clinical angderequirements.

Was that ever seriously considered by the Depatteidrer at the time of this email
in November 20187? | will ask you that questiostfir

MS LAFFAN: The — not by the Department, no.
MR GRAY: No. Allright. And what about post danuary 20197

MS LAFFAN: So the recommendations of the thirdstvere provided both to the
chief medical officers, clinical advisory committaed also to the working group
that helped develop the 2019 principles.

MR GRAY: And so you're saying they were providedhose bodies and the
department in effect just accepted the responst®eé bodies to those
recommendations?

MS LAFFAN: We provided them as context and baokigd in developing the
proposals that were discussed in those groups.

MR GRAY: And this particular proposal was rejettevas it? The proposal for a
structured consent form to be mandated for usesidential aged care to help ensure
prescribers comply with clinical and legal requiess?
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MS LAFFAN: | wouldn’t say it was actively rejectgbut it hasn’t been taken up, |
agree.

MR GRAY: We will come to the options paper thasaprepared by the aged care
clinical advisory committee in due course. Thara recommendation amongst the
options of that document relating to documentingaisent, isn’'t there?

MS LAFFAN: | believe so, yes.

MR GRAY: Why wasn’t that taken up in the prin@p? We can come to that in
detail later, and we open up the principles, btithe top of your head are you able
to answer that question?

MS LAFFAN: That's because - the need to get imfed consent is a responsibility
of the prescriber, and not the approved provider.

MR GRAY: But what about just documenting the fewt it has been done?

MS LAFFAN: For chemical restraint, again that wbbe the responsibility of the
provider, sorry, the prescriber.

MR GRAY: Documenting that consent has been obtin
MS LAFFAN: That's correct.

MR GRAY: Couldn’t an approved provider ask a noadlpractitioner whether
consent has been obtained and then document thve&@hs

MS LAFFAN: They could; that’s a possibility, yes
MR GRAY: But that wasn't taken up in the amendprnciples?
MS LAFFAN: No, it wasn't.
MR GRAY: | will skip (c) and I will ask about (d)

Approval of pro re nata PRN orders to be no moantthree times a month.
Was that a matter that was the subject of discngsigour knowledge in any of the
processes which led to the making of the principiegbe work done after 22 January

2019?

MS LAFFAN: Not through the working group procedthough the issue of PRN
medication was discussed but not that recommendagiecifically.

MR GRAY: Ms Laffan, when you refer to the workiggoup, are you referring to
the Aged Care Clinical Advisory Committee or thakstholders group?
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MS LAFFAN: Sorry, the stakeholders group thahaiced rather than the Chief
Medical Officer’'s Group.

MR GRAY: Point 2:
Aged care providers record the use —

This is another one of the third atlas proposediitmms:
Aged care providers record the use of antipsyckaia form of restrictive
practice on all applicable patients in their residial aged care facilities and
report on this to the Aged Care Quality and Sa&dynmission.

Was that considered in the work done after 22 Jgm2@197?

MS LAFFAN: It was considered prior to that.

MR GRAY: It was considered in the November perivds it?

MS LAFFAN: Yes.

MR GRAY: And was it rejected?

MS LAFFAN: Yes.

MR GRAY: Why was it rejected?

MS LAFFAN: Sorry, | thought you said protectedygon me. It wasn't rejected,
no.

MR GRAY: It wasn't rejected?
MS LAFFAN: No.

MR GRAY: It wasn'’t rejected in November. It do&dsappear to — perhaps the
recording of the use of antipsychotics has fousavely into some form of
requirement in at least the records principlessuane, but is that right?

MS LAFFAN: | would suggest that where that hasrbtaken up is part of the
Government’s decision to expand the mandatory tyualklicator program.

MR GRAY: | will ask you about that in just a mteu What about the reporting?
The same answer, is it? It's now taken up in tbggenment’s decision to expand
the mandatory quality indicator program, is it?

MS LAFFAN: That's correct.
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MR GRAY: So you say that under the expansiorhefquality indicator program,
combined with it being made mandatory, there welldm obligation, not only for the
providers to record the use of antipsychotics fsra of restrictive practice, but to
report on that to the Aged Care Quality and Safgnmission, do you?

MS LAFFAN: So there is still a question about Wier that — the new quality
indicator will be about antipsychotics or whetheeyt could be about medication,
mismanagement or overuse or something that — wiatkeat indicator is that's still

to be determined through consultation but it cdagcabout the use of antipsychotics.

MR GRAY: | see, so in effect you're speculatihgttit might be taken up by this
program?

MS LAFFAN: The Government's commitment is to oduce an indicator about
medication management, and what indicator that ssill to be determined.

MR GRAY: Right. There are various options foathOne would be that you have
to report on any use of antipsychotics.

MS LAFFAN: That’s correct.
MR GRAY: Or for that matter any use of benzodres or even antidepressants.
MS LAFFAN: That's correct, it could be that.

MR GRAY: Another would be how frequently is meation regime — is the
medication regime of the residents reviewed; a tight?

MS LAFFAN: Correct.

MR GRAY: Another option would be are there nimexmre — are there any
residents with nine or more medications prescribgtiem, and that might raise
polypharmacy concerns; is that right?

MS LAFFAN: Correct, that's another option.

MR GRAY: And are you saying there might be mopans?

MS LAFFAN: Potentially.

MR GRAY: And the Government hasn’'t made any deniss to what the form of
the medication management indicator will be?

MS LAFFAN: That's correct.

MR GRAY: Could be any of them.
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MS LAFFAN: Could be, yes.

MR GRAY: The only decision that has been mad&as there will be some form
of indicator based around medication management.

MS LAFFAN: Correct.

MR GRAY: So doesn’t that mean that there’s norgntee that the indicator on the
medication management will usefully give an indmatof whether psychotropics
are being used for the purposes of restraint?

MS LAFFAN: Correct.

MR GRAY: It might or might not?

MS LAFFAN: That's right.

MR GRAY: And when are they going to become maojét

MS LAFFAN: Sorry. The two additional indicatofspm 2021 — July 2021.

MR GRAY: Is there any decision, even in princjpe how they will be made
mandatory? Is that going to be through amendmigottiaciples?

MS LAFFAN: It will be, yes.
MR GRAY: And it's not until July 2021.
MS LAFFAN: For the two additional indicators.

MR GRAY: And when are the three existing indieatavhich include physical
restraint, being made mandatory?

MS LAFFAN: From 1 July this year.
MR GRAY: And is the legislation already draftext that?

MS LAFFAN: It's being drafted. It has been deaft yes, but government hasn'’t
signed off on it yet.

MR GRAY: Is there an exposure draft?

MS LAFFAN: No, there isn't.

.ROYAL COMMISSION 16.5.19 P-1847 A.E. LAFFAN XN

MR GRAY



10

15

20

25

30

35

40

45

MR GRAY: Are you allowed to tell us — if you'reohallowed to answer the
guestion, I'm sure your counsel will object. Areuyallowed to tell us what form
that legislation takes? Is it an amendment togyuies?

MS LAFFAN: It's an amendment to principles.

MR GRAY: Isn’t there a concern that if you makeypical restraint a mandatory
indicator metric, you might create an incentivedpproved providers to put more
pressure on prescribers to prescribe chemicabiasr

MS LAFFAN: That's a possible perverse incentiyes.

MR GRAY: Has that been considered in the coufgowernment making its
decision to make the three existing indicatorshefrational quality indication
program mandatory?

MS LAFFAN: | can't speak to what government hadts mind, but certainly that
was in my mind and my team’s mind.

MR GRAY: Did you give advice to government thadtt was a concern and risk?
MS LAFFAN: We provide lots of advice to governmeso yes.

MR GRAY: Please put up tab 52. This is the Mmi's media release of 22
January 2019. Itincludes — beg your pardon. iEhike commission’s media
release. | withdraw that. But on about the sama about the same date, is it the
case that the Minister issued a media release acmauthe strengthening of
regulation with respect to restrictive practices?

MS LAFFAN: On 17 January, yes.

MR GRAY: | beg your pardon. On 17 January. ihkh’'ve been referring to 22
January all along. | will ask you about 17 Janudpyt that media — we can take that
media release off the screen. Thanks, OperatarlQJanuary, the Minister
announced the strengthening of regulation in rdspierestrictive practices in
residential aged care; is that right?

MS LAFFAN: That's correct.

MR GRAY: Now, prior to that time, did the Depasgnt provide formal
recommendations as to how that strengthening aflaggn might be achieved?

MS LAFFAN: No.
MR GRAY: Please put up tab 64 and tab 65 at #meestime, Operator. On tab 64

Is an — just a bare — it looks like an email. Hot certain if it is actually an email or
some sort of filing record. Do you know, Ms Laffan
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MS LAFFAN: Looks like it's the — the main kind efmail is actually about the
attachment and it's attaching that attachmentth8ts — but that’s the file record,
yes.

MR GRAY: Thank you. Now, this email wasn’t séatyou, by the looks of it.
Nevertheless, have you been able to familiarisesguwith this email and the
attachment in preparation for giving your evidence?

MS LAFFAN: Yes.

MR GRAY: And it's — the gist of it, as you sag,the attachment. The attachment
is titled Draft For Discussion, but it's, esseritiah table setting out possible options;
is that right?

MS LAFFAN: That's correct.

MR GRAY: For preventing unlawful use of physicalchemical restraints in aged
care.

MS LAFFAN: Correct.

MR GRAY: And the left hand column says optionsypded to Minister January
2019. | assume that must be after 17 January 2&1that right?

MS LAFFAN: That's my understanding, yes.

MR GRAY: Given the answer to the question | asiked a minute ago.

MS LAFFAN: Yes.

MR GRAY: and option A is an additional regulation consent arrangements. And
the contacts for that include yourself. So is tia of the options that you worked
on?

MS LAFFAN: Yes.

MR GRAY: And there are a number of other optiansluding targeted letters,
expansion of residential medication managemeneveviYou've already said that's
not your area. You don’t know about that. Theparmacy society, proposal to
embed pharmacists. Again, | assume that’s not gmea.

MS LAFFAN: No.

MR GRAY: (e) additional funding for existing dentea programs. This is the area
of Josephine Mond and others; is that right?

MS LAFFAN: That's correct.
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MR GRAY: So ifit’s, essentially — and there’simal one on establishing an expert
group, which was going to be, and was, your regpoitg, is that right?

MS LAFFAN: Yes, to provide secretariat suppores.

MR GRAY: Right. And was this expert group, coimsprg medical profession,
pharmacists, providers and consumer advocate grou@s that the stakeholder
group that you convened?

MS LAFFAN: It's what then became the Chief MediGdficer’'s group.

MR GRAY: So, in effect, that proposal split irtteo, did it?

MS LAFFAN: Was kind of divided. That’s correct.

MR GRAY: And the one that you convened that hatlistry representatives on it,
that focussed did it, on physical restraint?

MS LAFFAN: Physical and chemical restraint.
MR GRAY: Both.
MS LAFFAN: Yes.

MR GRAY: Okay. The one convened by the CMO,athlhe Aged Care Clinical
Advisory Committee, that focussed just on chenmieatraint; is that right?

MS LAFFAN: That's correct.

MR GRAY: Thank you. Do you know when in Janudrgse options were put to
the Minister?

MS LAFFAN: I'm aware of a — the ministerial sul®sion, but | can’t think of the
date off the top of my head.

MR GRAY: Allright. Do you have any knowledge taswhy the Minister
announced the strengthening of regulation on tleeofisestraints in residential aged
care on 17 January?

MS LAFFAN: No, I don't.
MR GRAY: And is it the case that the Minister ioged tight timelines on the

implementation of the various options that weresgimoby government in that table?
Is that - - -
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MS LAFFAN: As part of the Minister's media releate talked about the changes
to regulation happening as soon as possible. &wis the timeframe put on by the
Minister.

MR GRAY: Yes. And that consultation that you wéasked with coordinating,
which split into the stakeholder group and theickhcommittee, did you have
directions that that had to be completed by a retiae in March?

MS LAFFAN: Not by a certain date, no.

MR GRAY: Okay. Just as soon as possible.

MS LAFFAN: Correct.

MR GRAY: In the event those consultations wermpleted in March; is that
right?

MS LAFFAN: That's correct.

MR GRAY: They started in February in both respeutith respect to both groups,
did they?

MS LAFFAN: | believe the first consultation wasviarch for the stakeholder
group that | led and was earlier for the Chief MatliOfficer's group. So in
February, yes.

MR GRAY: Thank you. And they both concluded imidh?

MS LAFFAN: Yes.

MR GRAY: Now, you’'ve mentioned, | think it's pageaph 51 of your statement, a
complaint from stakeholders in the group you comktinat the process was rushed
and there hadn’t been an exposure draft of the dm@principles; is that right?

MS LAFFAN: That's correct. That's a criticismahwe've received.

MR GRAY: Yes. You then refer to a consensus @pegached in a later meeting
that no further meeting was needed, but were tissenting views?

MS LAFFAN: Not on whether a further meeting waeded, no.

MR GRAY: Did the people who had made complaifitswa the process being
rushed and there being no exposure draft ever vaitihthose remarks?

MS LAFFAN: No.

MR GRAY: Was the process rushed?
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MS LAFFAN: No. It was in short timeframe, though

MR GRAY: In answering that it wasn’t rushed,tigour evidence that all of the
material options that deserved consideration diccgesideration?

MS LAFFAN: Yes.

MR GRAY: The options that were considered by kbthstakeholder group and
the clinical group, to your knowledge, did theylude any option for the imposition
of potential pecuniary penalties in the event @fdoh of the new proposed
provisions for regulation of the use of restrictpractices?

MS LAFFAN: No, they didn’t in either group.
MR GRAY: Justdidn’t- - -

MS LAFFAN: Wasn't - - -

MR GRAY: - - - occur to anybody?

MS LAFFAN: Wasn't mentioned.

MR GRAY: Was there reflection given to the rulkat apply in the NDIS scheme
around regulation of restrictive practices?

MS LAFFAN: Yes, there was.

MR GRAY: | will bring those up. They are RCD.#0063.0097. These are the
National Disability Insurance Scheme Restrictivadiices and Behaviour Support
Rules 2018, Ms Laffan. Are you familiar with thesées?

MS LAFFAN: | wouldn’t say familiar, no.

MR GRAY: Had you read them before embarking anwlork that was done to
formulate the amending principles in January arord=ary this year?

MS LAFFAN: 1didn't, but | understand that membeaf my team did.

MR GRAY: If we go to page 0103, we see theredefnition of a behaviour
support plan, meaning a comprehensive behavioyrastiplan or an interim
behaviour support plan. And there’s a definitidrao NDIS behaviour support
practitioner, which means a person the commissiocoesiders is suitable to
undertake behaviour support assessments, inclfaimgional behavioural
assessments, and to develop behaviour support ghiainsiay contain the use of
restrictive practices. And the Commissioner isNliES Quality and Safeguards
Commissioner, | should say.
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Did either of the working groups in question, ttekeholder group that you
convened or the clinical group, to your knowledgmsider adopting requirements
for an NDIS — beg your pardon — requirements ofkihd referred to in the

definition of NDIS behaviour support practitionefating to having a special person
approved by a regulator being recognised as theopeable to undertake behaviour
support assessments with the requirement thatatestrpractices only take place in
accordance with those assessments?

MS LAFFAN: No. It had previously been consideesal not supported by
government.

MR GRAY: When was that?
MS LAFFAN: Following the Carnell Paterson review.

MR GRAY: Can you give an approximate date? nkhhat might have been in

MS LAFFAN: |would say - - -
MR GRAY: July - - -
MS LAFFAN: - - - late - late to early — late 20frearly 2018.

MR GRAY: And it wasn’t raised in the papers ped to either of the groups that
were convened to assist in consultations for thveld@ment of these principles for
that reason. Is that what you're saying?

MS LAFFAN: That's correct, although | believedferred to it in the Chief Medical
Officer's meeting.

MR GRAY: Okay. And the conditions related to wéeegulated restrictive
practices, binding on NDIS providers, they in effae enforceable via a civil
penalty provision if conditions of registration dneached; is that right? That
appears from page 0105, note 1. Is that withirr koowledge or is that - - -

MS LAFFAN: It's not within my knowledge.

MR GRAY: Right. And just higher up that pagerifa), the simplified outline at
part 2, the thrust of that part of these rule®ié tequiring the use of restrictive
practices — | beg your pardon:

...the conditions that are imposed by that partjude requiring the use
restrictive practices to not occur where the relgv@tate or Territory prohibits
such use. The undertaking in accordance with Stafieerritory authorisation
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processes and a behaviour support plan can berdecbby the provider and
reported to the commissioner —

Again, that’s the commissioner - that's the NDISafjty and Safeguards
Commissioner -

...S0 that the commissioner can effectively mortiteruse of regulated
restrictive practices in the NDIS.

This idea of requiring any use of restrictive prees to be reported to a regulator,
that doesn’t seem to have been included in the dimgmprinciples but you're saying
it might be picked up in the mandated national ipaidicator program once that
becomes mandatory in 2021, depending on what tlikcateon management
indicator turns out to be in that program; is thgit?

MS LAFFAN: That's correct, noting there’s an indior on physical restraint
which comes into effect earlier, yes.

MR GRAY: Finally, the definition of “restrictivpractice” to which these rules
apply is regulated restrictive practice and it'spamge 0104, and it's — it's quite
broad. It's a lot broader than the definition bemical restraint and physical
restraint that’s used in the amending principles #re being added to the Quality of
Care Principles 2014. It includes, for examplejusson, and environmental
restraint. Was the consideration of the option-of

MS RICHARDSON: [ will just raise an objection.h@ question hasn’'t been put to
the witness as to whether she accepts it's braadsl respects. | think there’'s a
premise to that question that hasn’t been estaulish

MR GRAY: Do you accept that, that is it is a lteadefinition?

MS LAFFAN: No, | don't.

MR GRAY: And why is that?

MS LAFFAN: If you look at the definition that wee used in the 2019 principles
we’ve specifically defined chemical restraint, dhdn we define physical restraint as
all other types of restraint. So it's the broadéne broader definition which |
suggest covers those other forms of restrainterNiBIS definition.

MR GRAY: Thank you. So your evidence is that ibgl restraint in the amending
principles will be enforced on the basis that aggligsion of a resident in residential

aged care is a physical restraint?

MS LAFFAN: Where it satisfies the definition ihd principles, yes.

.ROYAL COMMISSION 16.5.19 P-1854 A.E. LAFFAN XN
MR GRAY



10

15

20

25

30

35

40

45

MR GRAY: And likewise, what, a keypad on a doaght be an environmental
restraint?

MS LAFFAN: Excuse me, I'm just referring to thargiples. Yes, where that
keypad is a device that interferes with the consigvability to make a decision or
restricts their free movement, so | suggest thattwould fit within that definition.

MR GRAY: Thank you. Do you have any knowledges Maffan, as to why a
regulatory approach, that is, an amendment to atiguk around use of restrictive
practices was announced in January 2019 giventttigin't appear to have been
part of the general approach of government toigisise prior to that date? Or is it —
Is the answer the same as the answer to my questgndid the Minister make the
announcement in January?

MS LAFFAN: That's correct. | can’t speak for thevernment.

MR GRAY: Within the department, was there, ptmid7 January 2019, a view that
the previous regulatory framework was ineffectiveatldress the problem of use of
psychotropics for the purposes of restraint?

MS LAFFAN: My view was the current — the curreatjuirements in the — for the
new standards satisfactorily dealt with restraint.

MR GRAY: So let’s get that straight. The newuggments in the new standards,
the Single Quality Framework that’'s about to comaogeas from 1 July, would
adequately deal with restraint. Is that what yewaying?

MS LAFFAN: That was my view, yes.

MR GRAY: Okay. But what about the accreditatgtandards in schedule 2 of the
quality of care standards 2014 now; did you havew that they were not effective
to regulate the use of psychotropics for the pupas restraint?

MS LAFFAN: | had a view that they could be strdrened and that strengthening
was done through the development of the new s&tbotards.

MR GRAY: Okay. And in respect of the new stamisathat are going to
commence on 1 July, was it standard 8 in partidhlatr you considered to be the step
that will strengthen regulation of inappropriate ws$ psychotropics for the purposes
of restraint.

MS LAFFAN: One component, standard 8, yes.

MR GRAY: s that the main change, because thasett be a clinical governance
program that has that amongst its purposes or - - -

MS LAFFAN: There are others.
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MR GRAY: Could we bring up tab 63, please. Do gee there at the bottom of —
this is an email chain, you appear to have beeredapto perhaps the penultimate
email in the chain, from Michael Murray to Cathyfta@r, Brendan Murphy, cc
Amy Laffan; do you see that?

MS LAFFAN: Yes.

MR GRAY: Dated 21 February 2019, and it's forwagda chain of emails which
include in effect a discussion between the CMO éasdr Murphy, and the clinical
adviser interim to the commission, Professor Murreythat right?

MS LAFFAN: Correct.
MR GRAY: And | think it's Professor Murphy whoidaat the bottom:

It is accepted that some care staff request chdmessraint because of
perceived or real workload issues in managing behaally disturbed
residents.

Do you see that?

MS LAFFAN: Yes.

MR GRAY: s that a sentiment that you agree witfiGu accept that as well?
MS LAFFAN: [I've certainly heard it before, so yeésccept that.

MR GRAY: And perceived or real workload issuegidt want to ask you about
that. Is the sentiment that you've heard andltigakess you agree with, a sentiment
to the effect that some approved providers aréf@ciesaving on staffing by using,
or | beg your pardon, by requesting chemical regtta manage behaviourally
disturbed residents, rather than providing thenh wibre intensive amounts of
personal care?

MS LAFFAN: That is a sentiment I've heard expeassyes.

MR GRAY: Yes. And so it follows, does it, thdtleast for those approved
providers who are succumbing to this, and assuthiagsome medical practitioners
might be prescribing to some degree influencednyysaich pressure, those approved
providers are actually saving on staffing costa ttegree by getting - in effect,
procuring chemical restraint for some of their desits; is that right?

MS LAFFAN: That would seem the effect of it butduldn’t speak to staffing
dollars or anything like that.

MR GRAY: No. Has there been any analysis dorthiwthe department of what
might be the cost implication for the cost baséhefbody of approved providers,
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886 approved providers, by reason of the remov#i®tise of psychotropics as a
chemical restraint?

MS LAFFAN: Not to my knowledge.

MR GRAY: Okay. Presumably if is there were toameeffective regulation, in
effect stopping approved providers from puttingsstee on medical practitioners to
prescribe psychotropics for the purposes of chdmestraint, there would be
additional workload implications of that outcomémean, it's very hard to say there
would be additional workload implications for thikat or the other approved
provider but across the board there would be sorreased workload implication if
that were to occur; is that right?

MS LAFFAN: | accept that that's probably corregs.
MR GRAY: But it hasn’t been costed?
MS LAFFAN: No.

MR GRAY: In your statement you make a few remasut what you expect as a
result of the new principles coming into force. &/do you expect the result of
those new principles will be?

MS LAFFAN: | would expect that services followdtgractice and as a result |
would expect that — that the use of physical areribal restraint is limited — is
reduced, pardon me.

MR GRAY: So do you say your expectation is theilkbe a material reduction in
the use of psychotropics?

MS LAFFAN: Perhaps less so for psychotropicsegithe role of the medical
profession and it's not limited to the approvedvier but for physical restraint, yes.

MR GRAY: Yes. And if we're talking in the broagnse about the use of keypads,
that could be quite a radical change to the mogesamdi of many approved
providers; is that right?

MS LAFFAN: Yes, depending on the intent of thhg use of those keypads. It's
the intent that defines whether something is usedl r@straint or not.

MR GRAY: Well, assuming that you’'ve got wingsrasidential aged care facilities
around the country where there’s a keypad lock sedan entry and exit from that
wing because of an intention to keep the residehtslive in that wing within that
wing, you're saying that is physical restraint,rérgou?

MS LAFFAN: Under this definition, it would appeso, yes.
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MR GRAY: And, if that’s right, then the effect tfe amending principles is going
to be that, absent all of the conditions that ateost in the principles being met,
including prior informed consent save in emerges\aieedical practitioner sign-off,
etcetera, then those people can’t be held in a Wahgnd a keypad — behind a
keypad locked door; is that right?

MS LAFFAN: Without the meeting of those conditgiyes.

MR GRAY: Well, that would have enormous workleathcreased workload
implications for many approved providers, wouldt?t

MS LAFFAN: | would suspect that currently a numbé&approved providers

would already be keeping record of those things-aadd making sure that those
conditions are met even without the — the reguiatio place.

MR GRAY: Soit's — okay. So are you saying it@t, in fact, going to change the
level of physical restraint so much as just, ireetf legitimatise that level of physical
restraint? Is that what you’re saying?

MS LAFFAN: No. Idon’t believe that's what I'maging at all.

MR GRAY: Right. But you expect there will beeduction in the use of
psychotropic restraint. Do you expect there walldoreduction in the use of physical
restraint, as well?

MS LAFFAN: Sorry. |think | said | expect themeuld be a reduction in physical
restraint, but | wasn’t necessarily sure with respe psychotropics.

MR GRAY: I'm sorry.

MS LAFFAN: Yes.

MR GRAY: Okay. Well, with respect to physicaktaint, you've said in answer
to my question about the locked — keypad-lockedslomu expect a lot of approved
providers are already keeping those consents aydvill be able to meet the
preconditions for physical restraint in that braasiense?

MS LAFFAN: That's correct, some would be.

MR GRAY: Some would be?

MS LAFFAN: Yes.

MR GRAY: But you expect there’s quite a lot wherit?

MS LAFFAN: | don’t know the numbers either waytlyes, | would expect that,
as well.
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MR GRAY: Well, | mean, we've got a number of uokvns here. But | suggest to
you that if your expectation is well founded, thkare will be huge workload
implications for a number of approved providerghably a significant number of
approved providers. They will have to put on mstedf to try to provide more
personalised care for the residents for whom tlasseh't met those conditions for
physical restraint; agreed?

MS LAFFAN: | would suggest that we are, essehti@lodifying what was already
out there as best practice requirements for thieisec

MR GRAY: Yes, but —well, | asked you about theltbefore. And that was
simply discretionary; correct?

MS LAFFAN: It's —sorry. It is discretionary, oect, but it's the way that it's
identified in the results and processes guide rfovigers as a way that they can
demonstrate that they meet the standards.

MR GRAY: Nevertheless, if that had been doingjtie there wouldn’t have been
a need for these new amending principles to impasieer prescriptions about the
use of — or impose regulatory prescriptions abloatuse of restraint in the first
place?

MS LAFFAN: Yes, | accept that.

MR GRAY: So there seems to have been a conséimauihe decision-making tool
and other education and guidance wasn’t doingdhend that there was a real level
of concern amongst experienced practitioners tleaetwas significant use of
restraint in residential aged care. Don’t you a8re

MS LAFFAN: Agree, yes.

MR GRAY: Well, my point is that if you're rightral the new principles are going
to have an effect, that’s going to have huge watlomplications on a material
number of approved providers who haven’t previolign adopting best practice?

MS LAFFAN: It could, yes.

MR GRAY: Has that been the subject of any consitilen as to whether additional
funding is going to be needed to keep those apgrpwaviders viable?

MS LAFFAN: Not additional funding, no.

MR GRAY: Can we please — | should have askedtgmubefore, but can we please
display tabs 68 and 62 at the same time. In effe@ctgoing back in time to the

work of the clinical committee. Ms Laffan, you hadole in providing information
and background material and data to that commitieéhat right?
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MS LAFFAN: Yes. Collating that data.
MR GRAY: Collating.
MS LAFFAN: Yes, that’s correct.

MR GRAY: Thank you. In agenda item 4, thereigference to — if we go over the
page. That's all right. We will just stick witlyanda item 4 and then we will come
to the next document in a minute. Pardon me. elige to page 6377 under the
heading Relevant Data, it says “attached to thiepare”, and then there are a
number of things, including the reference to theR&LReport on Elder Abuse, the
Atlas for Health Care Variation, Dr Westbury’s rejpon the RedUSe program and
then Pharmaceutical Benefits Scheme data. Do geutlsat? Now, is that — | will
just ask — just remembering that reference andefarred to as attachment 4D down
the bottom, is that document the document at talif @e operator would please
bring up tab 62. Short question is, assuming wehge in a moment - - -

MS LAFFAN: It's an Excel sheet that I've seendref so if that's what you're
referring to.

MR GRAY: Yes. Thank you. Yes.

MS LAFFAN: Yes.

MR GRAY: And that's broken down into age groupsi across certain years.
MS LAFFAN: And types of drugs is my understandiyegs.

MR GRAY: Thank you. And, with the exception d&td that’s in, for example, Dr
Westbury’s report of the outcome of the RedUSe i@nmgand the other items that

you had under the heading, was this the only,fecefhard numerical data that was
provided to the clinical committee?

MS LAFFAN: Yes, noting that the — that the aresponsible for creating this table
attended the — that part of the committee meetrapswer questions.

MR GRAY: Because it’s the case, isn't it — we tiefiom Professor Murphy on
this — that there isn’t direct data as to the dditerescription of any of these
pharmaceuticals of concern in a residential ageel @antext?

MS LAFFAN: | would have to defer to Professor Mhy on that.
MR GRAY: All right. The committee expressed anroon — well, | will withdraw

that. You defer generally to Professor Murphy loa topics covered by the clinical
committee; is that right?
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MS LAFFAN: With most respect to the PBS data givetn that other members of
the department provided that data and spoke tplthanh’t — | don't feel | could
answer questions about that.

MR GRAY: And in respect of rate of over-presaptof psychotropics, it's just
not an area within your knowledge; is that rigiRd you don’t have data on it?

MS LAFFAN: That's correct.

MR GRAY: There’s reference in agenda item 4 ®@Wictorian Public Sector
Residential Aged Care Services having to repod amandatory five indicators for
the quality indicator program that applies justitose services in Victoria. You're
familiar with that topic?

MS LAFFAN: That's correct, yes.

MR GRAY: The Victorian medication management gador is about
polypharmacy, isn’t it?

MS LAFFAN: That's correct.

MR GRAY: And you're saying that might be whatdopted?

MS LAFFAN: It's one of the options, yes.

MR GRAY: But you don’t know.

MS LAFFAN: That's correct.

MR GRAY: Could we go to tab 107, please. Theesentwo ministerial briefs
relating to the process that led to the makindhefamending principles on
minimising use of restraints; is that right?

MS LAFFAN: Correct.

MR GRAY: And this is the first of them, tab 1077

MS LAFFAN: That relates to Professor Murphy’s gpo yes.

MR GRAY: Yes. And you're the contact officer?

MS LAFFAN: |am.

MR GRAY: And if we go over the page, we see fogtions that are actually listed
out of the last page or so of the clinical comneigeoptions paper.

MS LAFFAN: That's correct.
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MR GRAY: And one of those, 2A, is a requiremantdocumentation of the
specific indication for prescribing, the behaviotode addressed, and
documentation that informed consent has been pedvidee that?

MS LAFFAN: Yes.

MR GRAY: That requirement — both limbs of thajueéement that | just read out
don’t appear to be reflected in the amending ppiesi. Would you agree with that?

MS LAFFAN: Agree. Yes.

MR GRAY: And do you know why that option — ordnit know if it's a
recommendation, but do you know why that optiorothlimbs of it don’t appear to
be reflected in the principles?

MS LAFFAN: My understanding is that option reféoschemical restraint and it
refers to the documentation being kept by andrf@med consent being sought by
the prescriber and not the approved provider.

MR GRAY: And what do you base that on?

MS LAFFAN: | base that on some very strong feettlfeom the group that — from
the chief medical officers’ group that is the pai who — sorry — it is the prescriber
who is required to seek informed consent from #s@n or their decision-maker.

MR GRAY: Yes. Butit— well, just to challengelya little on that, that may be so,
that it's the — it was the clear view of the contestthat it's the prescriber who has
to seek and obtain the informed consent. But isi@tmatter of documenting that
informed consent has been provided a separate?p@an’t an approved provider be
subjected to an obligation of documenting thatnmfed consent has been provided?
And isn't that, in fact, what happens in the difgbsphere?

MS LAFFAN: | can’t speak for the disability spleebut, as an option, that could be
an option, yes.

MR GRAY: All right. And what about the weekly damentation of the impact of
any behaviours, and the documentation of a forrBal/dek review or other agreed
point — other agreed time point? That doesn’'t appebe reflected in the principles;
is that right?

MS LAFFAN: No. Again, | believe that refers toegcribing habits and
responsibilities of prescribers.

MR GRAY: There are five matters all together taat proposed by the clinical
committee. And we’ve just referred to one limlook of those five matters;
correct? When the Minister made an indicatioresponse to this ministerial
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submission back on page 0374, he seems to hav€elsaiuld like both options to
be progressed, because they're equally importdstthat right?

MS LAFFAN: That's what his annotation appearsay, yes.

MR GRAY: And how did — did you have discussion®rder to understand that
indication and what was the meaning of that indoceét

MS LAFFAN: Not discussions with the office, butdn recall discussing it within
my team. And our understanding of that is that\ister is referring to both these
options that the clinical advisory committee carpemith and also the regulatory
options which were presented in another ministauaimission.

MR GRAY: Right. Let’s go to that submission. th&t the document which | will
now ask to be put up, tab 116?

MS LAFFAN: Yes, that's the document.

MR GRAY: So in effect, your view is that when ttimical committee’s options
paper was drawn to the attention of the Ministeaf tictually was a distinct piece of
work from the proposal for the particular form bétamending principles, which is
the subject of the ministerial submission at ta6; 1 that right?

MS LAFFAN: A separate piece of advice, yes, babte we referred to the work of
the clinical advisory group in that submission.

MR GRAY: And in effect, you've drawn on some asiseof that work in that
options paper in the ministerial submission, ta, Ithich is on the screen now, but
only some aspects of it. Is that right?

MS LAFFAN: That's correct.

MR GRAY: All right. Now, towards the end of thacument on page 4550, under
the heading Regulatory Burden Implications and/erdgulation Opportunities, in
the second paragraph it says:

The Office of Best Practice Regulation has assegserkegulatory impact of
this measure as having no more than minor impacts.

And then there’s a reference, and then it says:

The proposed amendments create in law specifianegents of what is
already expected of residential aged care providers

| just want to ask you about that. We’ve got thHehink it's what'’s called a pre-RIS
authorisation.
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MS LAFFAN: Regulatory impact statement, yes.

MR GRAY: Yes. And it does indeed say somethmthe effect of what you
paraphrased here.

MS LAFFAN: That's correct.

MR GRAY: What | want to ask you about is thigit was considered - or firstly |
should ask, is that a view that you agreed witat thhad no more than minor
impacts?

MS LAFFAN: ltis.
MR GRAY: Itis a view you agreed with?
MS LAFFAN: Yes.

MR GRAY: And you're again the contact officer fiis ministerial submission,
aren’t you?

MS LAFFAN: |am.

MR GRAY: If it has no more than minor impactsyhis that consistent with the
expectation you've expressed in your statementttiamending principles are
going to have an effect in reducing the prevalesfdbese restrictive practices that
are the subject of the amending principles?

MS LAFFAN: So this refers to amendments creaimigw requirements that are
already expected of aged care providers. So tlemgerements, | would include the
requirements of the new standards and the additiegairements, for example,
standard 8 that you talked about earlier and thab®se changes similarly had
regulatory costings done for those. So there wagalatory costings involved in
those changes.

MR GRAY: So do you say that even without new iseci5F and G, and without
that broad description of physical restraint, pickup the use of keypads and so
forth, that the cost of, in effect, having to allp&ople who are currently residing in
wings behind keypad locked doors to be free to naveend an entire facility unless
the conditions in the principle is met, that adiyhbs already been taken into
account in the costings for the new Single Qudtitgmework?

MS LAFFAN: That's my view, yes.
MR GRAY: And what is that cost?

MS LAFFAN: That was $30 million over 10 years.
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MR GRAY: And that's a cost that has been assessems of what, the cost of
care for additional attention to be provided foople who will no longer be able to
be restrained behind keypad locked doors?

MS LAFFAN: There are a number of factors thattaken into account as part of
regulatory impact statements and they includeistaind training, documentation,
all of those sorts of requirements.

MR GRAY: Does it also include cost of care?

MS LAFFAN: 1| believe it includes cost of staff tmplement the changes but cost
of care, particularly, I'm sorry, | don’'t know.

MR GRAY: Will the Department be able to provide tdocuments evidencing that
costing to the Royal Commission — to the staffhef Royal Commission after you've
completed giving your evidence?

MS LAFFAN: | believe we could, yes.

MR GRAY: | will ask my instructors to make thaguest in formal
correspondence. There’s no reason why that regae&tbe met that occurs to you
while you're in the witness box?

MS LAFFAN: The only thing that | would say is thais a draft regulatory impact
statement. We discovered upon drafting it thatiwéact, had an exemption and
didn’t need to finalise that regulatory impact staent, so it's not finalised.

MR GRAY: Right. Operator, please display tab.10%is is the explanatory
statement for the amending principles. You're faniwith this document, Ms
Laffan?

MS LAFFAN: |am.

MR GRAY: If we go to page 5320; at 5320 theeieference to the new
amending principles engaging — this is about tlopesters of the way down the

page:

The amending principles engage the right to pradectrom exploitation,
violence and abuse as contained in article 22 eflthernational Covenant on
Civil and Political Rights, and article 16 of theo@vention on the Rights of
Persons with Disabilities.

That’s the UN disabilities Convention that appliegpeople with disabilities
irrespective of age. Do you have any familiarityhawthe content of that international
law provision, article 16 of the Convention on Rights of Persons with
Disabilities?
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MS LAFFAN: No, not beyond the details - - -
MR GRAY: All right.
MS LAFFAN: - - - that you have up there.

MR GRAY: It seems that this was a matter that t@en into account in the
preparation of the amending principles. Do yoleagrith that?

MS LAFFAN: That's correct.

MR GRAY: The short point is that the disabilit€snvention applies to people
who are over 65 when they incur their disabilitynasl as people under 65 when
they incur their disability. However, the agede aiged care regime around
restrictive practices which is the subject of theeading principles is, in effect —
sorry, | withdraw that. The disability Conventiapplies equally to people whether
they incur their disability before they turn 65adter they turn 65; if you just accept
that for the moment.

MS LAFFAN: | accept that, yes.

MR GRAY: It has been suggested, for exampleyidence of Mr Rees, Mr Glenn
Rees, exhibit 3-40, that there should be stronggahasis on the human rights of
older Australians with dementia, and one of thenfsoMr Rees has made is that if an
Australian incurs a diagnosis of dementia befoey tinrn 65 they’re entitled to
benefits under the NDIS, whereas if they incurrtd@gnosis after they've turned 65
they’re not entitled to those benefits and thelyMathin, in effect, the aged care
system, but can’t access benefits under the NIH$his a topic | should be directing
to Ms Mond or is this an area within your - - -

MS LAFFAN: I'm not sure it's an area within eithef our expertise. It's a matter
of government policy.

MR GRAY: Right. Finally, I will just ask that waisplay exhibit 1-27 which is the
Australian Law Reform Commission report 131. TisgRCD — thank you. If we go
to page RCD.9999.0011.0316, these — the recommenadt4-10 and 4-11 were
referred to in your statement and there was thaaetxfrom the — from this report
provided to the committee as we saw a short tinseimghe agenda papers. Was
there serious consideration given to adopting renendation 4-10 and 4-11 in the
drafting of the principles?

MS LAFFAN: Yes, there was.

MR GRAY: Why were those recommendations not agldpt Take your time to
break down your answer in respect of each recomat&my if you choose.

MS LAFFAN: |don’t accept that we didn’t adopbte.

.ROYAL COMMISSION 16.5.19 P-1866 A.E. LAFFAN XN
MR GRAY



10

15

20

25

30

35

40

45

MR GRAY: So you say the amending principles domdhese recommendations?
MS LAFFAN: Largely, yes.

MR GRAY: What about the requirement for the riesiire practice to be — this is 4-
10(d):

As prescribed by a person’s behaviour support plan.
That doesn’t appear to be adopted, does it?

MS LAFFAN: To my mind that’'s covered in the amarglprinciples when we
make reference to the plan for care and services.

MR GRAY: Allright. And in respect of 4-11, theedoesn’t seem to be a provision
for a senior practitioner to provide expert lealgr®n an oversight of the use of
restrictive practices.

MS LAFFAN: Again, to my mind that’s one of theee of the chief clinical adviser
in the Aged Care Quality and Safety Commission.

MR GRAY: There’s no process for the submissiobethaviour plans to a regulator
for approval or oversight by the regulator, is dter

MS LAFFAN: No, there’s not.
MR GRAY: No further questions.

COMMISSIONER BRIGGS: Ms Laffan, thank you for ydestimony today. |
want to follow a little bit the issues about the ISCand the decision of the
government not to proceed with the NDIS rules atraénts at the end of 2007 or
beginning of 2008. Did the Department make a renendation that the
Government should pick up any or some of the NIDISs on restraints?

MS LAFFAN: |don’t believe so, no.

COMMISSIONER BRIGGS: So in effect, the Governmemals accepting your
recommendation not to do so?

MS LAFFAN: | would have to check back but | dotiitnk we explicitly said — we
explicitly said don’t adopt those things. We paedl information, advice as to what
the model was, where it had come from and our viemvthat model.

COMMISSIONER BRIGGS: Is there a practice withie department of learning
the lessons from other areas of human servicegengh

MS LAFFAN: Absolutely there is, yes.
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COMMISSIONER BRIGGS: What practice is there loukiat the lessons from the
NDIS experience and transferring it into the agae @xperience?

MS LAFFAN: So, for example, in the case of thigese principles, my team had
at least a couple of discussions with the DepartrokSocial Services to understand
not only the regulations and the structure and tiomgs worked but what the
potential benefits or drawbacks were for thoser-wioat was in place in terms of
NDIS, and we also had our colleagues from the Deyant of Social Services attend
our stakeholder group meetings.

COMMISSIONER BRIGGS: Thank you.

COMMISSIONER TRACEY: Nothing arising from that,rN&ray?

MR GRAY: No, thank you, Commissioners.

COMMISSIONER TRACEY: Thank you very much for yaattendance, Ms
Laffan, you're excused from further attendance.

MS LAFFAN: Thank you.

<THE WITNESS WITHDREW [3.59 pm]
COMMISSIONER TRACEY: Yes, Mr Gray.

MR GRAY: If | can proceed to our next withessur@ext witness is Josephine
Mond.

<JOSEPHINE MOND, AFFIRMED [4.00 pm]

<EXAMINATION BY MR GRAY

MR GRAY: What is your full name?
MS MOND: Josephine Mond.
MR GRAY: Have you made a statement for the R@@hmission?

MS MOND: | did.
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Please bring up WIT.0144.0001.0001. Operatorsgli¢aack through to the end of
the document. Pardon me. Go to page 0031. OP&IMond, is this a copy of the
statement you've made for the Royal Commissiondia8April 2019?

MS MOND: Yes,itis.
MR GRAY: Do you wish to make any amendments.
MS MOND: No.

MR GRAY: To the best of your knowledge and belat the contents of your
statement true and correct?

MS MOND: Yes, they are.
MR GRAY: |tender the statement.

COMMISSIONER TRACEY: Yes. The statement of Jdsep Monday, dated 18
April 2019, will be exhibit 3-79.

EXHIBIT #3-79 STATEMENT OF JOSEPHINE MOND DATED 18/ 04/2019
(WIT.0144.0001.0001)

MR GRAY: Thank you, Commissioner. Ms Mond, yaian Assistant Secretary in
the Department of Health.

MS MOND: | am.

MR GRAY: You have responsibilities in respectdeimentia policy in the
Department; is that correct?

MS MOND: That's correct.

MR GRAY: | will ask that an organisational diagran June 2018 be displayed at
tab 4. And although you appear here under Agee Sapport and Population
Health, it's just — your description — your positidescription at that point in time
seems to be Specialised Programs and Regulatioon &ter, dementia policy
seems to have been added to your descriptiorhatsatcorrect understanding?

MS MOND: | had responsibility for dementia poliagder this title from December
‘17. However, yes, shortly after this time, so abduly/August 2018, there was a
change in — and | — so | retained dementia pobay lost other components of my
responsibility.
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MR GRAY: So are you saying that it's just a matiktitle description, but you
always had responsibility?

MS MOND: In relation to dementia, yes, that'sreat.

MR GRAY: All right. You make a point in your séament — and this is in
paragraphs 14 and 15 — about dementia policy ngedibe holistic. And | just want
to ask you some questions about that, particularight of some remarks that have
been made by Mr Glenn Rees about the structutgedDéepartment - - -

MS MOND: Yes.

MR GRAY: - --and whether it's set up in a wémat really facilitates holistic
development of dementia policy. One of the poitdRees makes is that the
Department previously had access to an expert @gvigoup specifically about
dementia, but that that group was disbanded in 20dalv, | know 2014 might have
been before you took the responsibilities you mityehave, but do you have
knowledge — in effect, knowledge through your igtonal connection with the
Department of Social Services and - - -

MS MOND: Yes, | do.

MR GRAY: - - - Department of Health about thisfas there been in effect less
knowledge available to the Department about theldgvnent of dementia policy in
the years since the disbanding of that expert gamugementia, the group that was
disbanded in 20147

MS MOND: Whilst it's difficult for me to commerdn the extent to which that
engagement occurred at that time, what | can stinatd understand that when that
group was disbanded it — along with other minislexommittees that were
disbanded — it became the Aged Care Sector Conayittieich is an enduring
ministerial committee that | regularly attend amstdss dementia policies with.

Since then, I've also in parallel started a vergnan-centred design approach that
I’'m facilitating, both across the Department and slector, around the issue of
dementia, given it's both a health — well, not josalth and aging, but, as you point
out in that part of my statement, it's an issué tnasses a lot of sectors and lot of
levels of government and we need to have a vefgrdiit approach and actually
stand in the shoes of those living with dementiaefre going to solve some of the
more complex issues that pervade.

MR GRAY: And is that body, in effect, the onlyoyip that crosses between the
aged care division and the health division of tepadtment on issues of dementia?

MS MOND: No. It's one way we do. We also, otteg past, say, six months or so
have strengthened the aged care governance gtoatpsd have within where we
have people from both across the Department anddkd Care Safety and Quality
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Commission and other stakeholders come and disssisss of policy and dementia.
So we have some that we drive from within the azped group. And — but it is
probably one of the bigger changes we’ve done gagement is through the
dementia in the community project and how we dthag across the Department, so
that everybody is thinking from their perspectimat the role they play in, you

know, the issues that we face with dementia.

MR GRAY: Mr Rees pointed to the effect that thew surprising level of
outsourcing of policy development by the Departmenhbe area of dementia. And
he gave the example of the KPMG pathways documme?2®11 and the — and the
actual National Framework on Dementia itself in 20Would you prefer there was
a greater level of in-house policy developmentrery@u comfortable with the extent

of outsourcing of policy development on dementia?

MS MOND: | think we do a good job of harnessihg expertise we have in policy
development and experts in the clinical field wathiealth. But dementia is a very
complex issue and I think that the outsourcingherihvolvement of clinical experts
or other experts when we face policy and programues is very important. So I'm

fairly comfortable with the balance that we have.

MR GRAY: Mr Rees in his statement considers qregses the opinion that aged
care policy, in his view, has been dominated bidesgial care and funding to the
detriment of some of the measures that are indltiemal action plan and in the
HWO - beg your pardon — the WHO action plan on derme&round timely

diagnosis and support. What's your view on that?

MS MOND: And I think everybody who has heard thyge of evidence that we've
seen in the Royal Commission would agree thatadly important that we maintain
a strong focus on dementia in terms of residentied and aged care more broadly.
In terms of timely diagnosis, we do have a numligrrograms that — particularly the
National Dementia Support Program and the Demé&migandly Communities that
really go to that — you know, the point of diagrsesis well as important training
programs that are assisting GPs and others ty fealbetter at timely diagnosis. So
| think the Department is doing a lot in regardhat. | think there can always be
more that we can do. And we’re continually lookatgparticularly training

programs and other things to improve what's on atigtoffered.

MR GRAY: The real gravamen of the point he makéh specific reference to
outcomes that are referred to in the National Frvaonke for Action on Dementia is
there’s an absence of any measurable milestonaraatisence of evaluation and an
absence of data. | will just take you to an exampt we bring National Framework
for Action on Dementia, tab 9. If we please ge-tpardon me — please go to page
5669, just as an example on diagnosis — beg yadopa- that's accessing care post-
diagnosis. If we go to page 5666, that's OutcoaresActions, the Need for Timely
Diagnosis, heading 2.4. There are some laudaklerigéons of what should be
happening which are aspirational, but they're neaisurable. What do you say to

that?
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MS MOND: The comment | would make about thatat this is a very complex
thing to measure. We’ve heard quite a bit of encdearound the many pathways
that a person living with dementia can take to dasjs, and also that there can be a
reluctance by some to even seek a diagnosis.kBaw across the world and with
some of my interaction I've had with the World Dartia Council, many countries
grapple with how to improve measurement and evialnan this area. But do | —do
| think we need to see — you know, work on how ame strengthen evaluation and
measures? Absolutely. It's critical to supportpepple with dementia to get the
early access to supports that they need at the pbthagnosis.

MR GRAY: Well, the Commission has been told -{'the Royal Commission.
The Royal Commission has been told that thereisadlgtno direct national data on
what is the extent of diagnosis of dementia in Aal&t, which is a matter of concern,
isn't it, if that’s correct?

MS MOND: As a policy officer, | would definiteljke to see strengthened data in
that area. Absolutely.

MR GRAY: So at present, what — your area andt@partment works on inference

— sort of inferential measure of what the levetlementia in the community is, does
it?

MS MOND: To a large extent, yes. So | did amefee in my statement data that
we have from the Australian Institute of Health &Wdlfare. And, you know, there
are — there is data that we — that we obtain wtlads extrapolate based on ABS-
type data and then, you know, in relation to, fcaraple, prevalence, looking at
hospital data and around a reason for death amdntla&ing inferences around that.
And, yes, it's the best that we have in some apédementia.

MR GRAY: The National Framework for Action on Dentia is expiring this year.
MS MOND: ltis, yes.

MR GRAY: And you refer in your statement to tlaetfthat there are consultations
underway for the development of a replacement.

MS MOND: About to commence, yes.

MR GRAY: They're about to commence. So, goinm ithose consultations, which
will be at the COAG level, | assume - - -

MS MOND: They will.

MR GRAY: - --will it be the Commonwealth’s ptisin that there should be
measurable signposts, both in terms of timelineiartedrms of the amount of money
that’s going to be spent, in acquiring direct detaut the level of diagnosis of
dementia in the community?
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MS MOND: Certainly that will be my aim going intbe consultation | would say,
particularly in the areas where there is need ést cutting-type issues to be
resolved. So particularly where there’s a requaenior us to work across levels of
government or sectors, | think particularly thoseaa of focus need really strong
actions in a future action plan on dementia.

MR GRAY: So will you be going into the consultais for a new national
framework trying to achieve all of the directivést are in the WHO global action
plan 2017 to 2025, including the need to have datdiagnosis? Is that what you're
saying?

MS MOND: Yes.
MR GRAY: That document is already an exhibit,,t@@mmissioners, 3-41.
Mr Rees referred to the Korean national action plsan exemplar: do you agree?

MS MOND: I'm only broadly knowledgeable aroune tkorean action plan. From
Mr Rees’ statement, you know, | agree to some ®¥t@ws around measurable
outcomes being very important. | am also awaregbme of the issue that Korea
continues to grapple with are not dissimilar to sarhthe things that we grapple
with in Australia, particularly around health argkd care interface, early access to
post-diagnosis supports, and how we support pewittesevere behavioural and
psychological symptoms of dementia. And Koreadtated that they continue to be
challenges, you know, even with their comprehenplaa but | think we have a lot
to learn, not just from Korea but from countriesward the world who are tackling
dementia as we are.

MR GRAY: He says in paragraph 10 of his statentiesit

The third Dementia Plan for Korea contains an eadilon of the previous plan
and four clear objectives, actions, a budget andsKP

| take him to mean a budget for a specific actsmnthis is the amount of money that
will be spent on a particular action.

MS MOND: Yes.

MR GRAY: s that the shape of the NFAD that yoould be hoping to achieve
next time around?

MS MOND: Yes, itis. | mean, without knowing thkan in a lot of detail but as
you describe it, yes.

MR GRAY: Now, you refer in paragraph 89 to thasthcoming review of the
NFAD providing an opportunity to clarify the rolea@improve collaboration
between Dementia Support Australia and the StatelTamritory funded health
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services. What precisely do you have in mind ikimgathat remark? What are the
particular areas of collaboration, if you wanta@&e¢ New South Wales as an
example, what's — how would that collaboration aifuappear on the ground?

MS MOND: If I could refer you to the — the soanlte rolled out specialist
dementia care program which obviously is a very aaa very important program
which will be the third tier of servicing for thoséth the most severe forms of
BPSD. Part of that program being a success withbemportant role that Dementia
Support Australia will play via the Severe BehaviBesponse Team of conducting
the assessment for eligibility into that unit. Maof the people who will be moving
into that unit currently reside in the state hadsiystem, so often in older people’s
mental health facilities and so access for thosa@&ia Support Australia staff into
the hospitals or that environment to conduct tsessment but also to have a really
close and enduring relationship with the clinicalecproviders who have been
providing the care for these people is going te-13e that's an example of where
there will be a really strong need to have a coltabve relationship for DSA with
the state clinical providers and the hospital syste

MR GRAY: | want to ask about another potentiaéiface and it's one the Royal
Commission has heard a lot about, and that isulkstopn of whether access to
primary and allied health is impeded to some defgepeople who are in the
residential aged care system. Is that a viewythatshare, that there are obstacles to
access to primary and allied health and are thetyjcpkarly acute for people living
with dementia?

MS MOND: What we hear in our dementia communityj@ct is that particularly at
the point of transition into new environments, fsbnh moving from the home into a
hospital or home into a residential environmenrgrats often a change in the types of
access to a GP, or the allied health serviced thate. And that can, or the person
with dementia is facing and so that can be — wiehaar when we talk to people
living with dementia or their carers is that canvieey unsettling to be moving

around between care providers, but also that,thesg can sometimes be limitations
to access, to the specialists or primary care geysithat they have had prior to
moving into a residential facility.

MR GRAY: Are there initiatives underway in youea of the Department with
responsibility for dementia policy to try to addsekat problem?

MS MOND: Yes, so at the moment there’s varioumpams that we — we have
underway in partnership with the Primary Healthverk to address some of those.
But it's — it's definitely an area we need to dormolt’s come out in our more recent
kind of discovery work around dementia in the comityuand | see it as an area of
priority and particularly not just access but conatied care so that people have
spoken about that multi-disciplinary team approaict that's something that’'s come
up as a key policy concept area that we would seepiority moving forward.

MR GRAY: | want to ask you about the differerdrst in the - - -
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MS MOND: Yes.

MR GRAY: In the program, the programs that aredtected by your area of the
Department and | will move past the training progsaand | will ask you about the
interventions. So DBMAS, SBRT and now the spesialementia care centres.
With DBMAS and SBRT, off the top of your head ifyce able to answer, what'’s
the proportion of the target population within desitial aged care who are actually
getting access to these services? By that | meameeds some instigation from the
approved provider itself for these services todmeased at need. Do you have data
on what is the level of utilisation across the appd provider population?

MS MOND: No, we — well, what we do know is tha¢mentia Support Australia
have visited around 60 per cent of residential aged facilities. We also know that
annually they support upwards of - | think it's anal 16,000 people who need
assistance in relation to their behavioural managesupports.

MR GRAY: s that including in community care asli®

MS MOND: That's a — yes, sorry, that's not ondgidential. It's —we know that
the referrals for those services, about 80 per c@mie from residential care
providers, so it is the majority in the residenphce. What we don’t know, of
course, is how many of the facilities that areomiacting Dementia Support
Australia have their own either specialist demeoatiasultant or, you know, ways to
bring in those consultants to gain assistance m#haging severe behaviours and
we don’t have figures on that.

MR GRAY: Allright. Do you have plans to improdata collection in that regard?
So you have a better picture of the level of pojamewho actually do have access to
the benefit of DBMAS or SBRT at need?

MS MOND: We don’t have plans on that specificafiythat we are really strongly
focused on — | mean, what interests me most istbt@me that you get from that —
that interaction, so if people are drawing on therises of Dementia Support
Australia, you know, what is the outcome that thefieve from the time that
they've spent with them? And we’re getting a mucher dataset from Dementia
Support Australia around that which has I think lgatader usage as well.

MR GRAY: |understand you've said that - - -
MS MOND: But we don’t have - - -
MR GRAY: You said that in your statement it h@gb evaluated.

MS MOND: Yes, that's right. But we don’t — wertanly — | mean, we could
consider it but it's not something we have discdseaelation to strengthening - - -

.ROYAL COMMISSION 16.5.19 P-1875 J. MOND XN
MR GRAY



10

15

20

25

30

35

40

45

MR GRAY: You understand the point of my questithrat people actually aren’t
granted that, your evaluation shows that DBMAS &B®RT have positive outcomes.
What about the people who aren’t getting accesiseim, getting the benefit of
actress to them, because the approved providart en@osing that and you've said
you not trying to measure that.

MS MOND: No, we haven’t currently, no.

MR GRAY: And at the top of the triangle, I thiitkthe paper that you've annexed
on the Specialist Dementia Care Program, you'verrefl to that being available,
one nine bed facility in each of the 30-odd Primidealth Networks - - -

MS MOND: Yes.
MR GRAY: - --inthe country at tier 6 of the @taty Triangle.
MS MOND: That's correct.

MR GRAY: s that right? So that’s for somethiegs than — an estimate of
something less than one per cent of the population.

MS MOND: That's correct.

MR GRAY: It still doesn’t seem like very many Isedls there data that support the
choice of nine beds per Primary Health Network?

MS MOND: The nine beds came out of our extensivgsultation and work with
the expert advisory group, but also looking at resg the country and internationally
at people who were providing specialist dementra-tgoe units. We went in with
that consultation, testing whether around 12 benisladvbe appropriate. And the
strong feedback would be — was that eight to nedshwvould be a more appropriate
number.

MR GRAY: In terms of the management of a paracdécility?
MS MOND: Yes, that’s correct.

MR GRAY: Yes. But whether that is the right or@aequate number for the large
population of a Primary Health Network, you havettonhe data on that?

MS MOND: No, we haven't. Itis broadly understiagthat that will not meet the
entire need that is there, the 35 units. This kellvery strongly evaluated with a
recommendation to government about the future néeldt of the advice was to
hasten slowly and learn very strongly throughoatithplementation of this unit, so
that, you know, that we can drive the learningsvod, but also have a strong
evaluation and recommendation to government. &aop#hat will be testing both
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the — is the eight to nine beds the right modelfamsl you might then scale that type
of program more broadly.

MR GRAY: And there has been one that's — the ¢éemadocess has run. That's with
Brightwater in WA. And that’s it so far?

MS MOND: That's correct. And on 28 May we hafie first tranche of 12 units.
The tender process will close on 28 May, so we belentering the assessment stage
for those.

MR GRAY: So, doing the best you can to give tloy& Commissioners an
estimate of what sort of timeframe there would be -

MS MOND: Yes.

MR GRAY: - - - before you have a robust evaluatod the first 35 units, what
would that timeframe be?

MS MOND: So the idea is to commence the evaloatdatively immediately. We
will have the first 12 that we’re going to market turrently in operation from April
next year, 2020. So | would think by the end df—really, it will be about how that
implementation rolls out, so, really, it will betannext calendar year that we will
start to have the early evaluation.

MR GRAY: What about for people who might be at ff of the Brodaty Triangle?
I notice that the paper annexed to your statemérthyfor the record is tab 46, but |
won’'t go to it. That just referred to tier 6. Wladout tier 77?

MS MOND: So what | would say — and Professor Mdehe spoke a little to this
yesterday, tier 7, is that this is, really, theyyetery severe behaviours and
psychological symptoms of dementia that may evem laa— they're often in a
psychiatric-type unit currently. What | would saywe don’t know to the extent to
which these people may be catered for in a spst@ddimentia care unit. Certainly
the advice from people who have experience — yawkma clinical level of
experience that | don’t have is that — and arerimiflestate-type services in this
capacity at the moment — is that they would reqailevel of one-on-one, you know,
care that couldn’t be provided within a residentigéd care facility.

MR GRAY: Now, | said | would skip training. | wato come back to it, because
there has been a lot of evidence heard by the Rogamissioners on the
importance of upskilling the workforce.

MS MOND: Yes.

MR GRAY: You've made a remark in your statemeni@& which is that:
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Dementia training needs to be strongly embeddeddrorganisational culture
of aged care and health care services.

In practical terms on the ground, what'’s the Dapartt doing to achieve that or to
facilitate approved providers achieving it?

MS MOND: So there’s a number of things that agmf done. The first one,

whilst health — firstly, | would say health and dgmre workforce broadly aren’t my
area of responsibility, but, obviously, as the Atmit Secretary of dementia | have a
lot of involvement with that. Firstly, in terms tife aged care workforce task force,
there’s some very important work now happening adaine — you know, what's the
entry level-type training, the cert lll and thetdd and how we can ensure that
dementia is a more strong and mandatory componigmtvthe entry level program.

But, encouragingly, the aged services, IRC, ame s stopping just at that level,
but also looking at the higher education trainigich will be really important, so
that we embed it both in the health and in, yowknwhat can be provided for
people as they enter the — the aged care spacssnpkcare workers.

On top of that, the program within my responsipjlthe Dementia Training
Program, looks very strongly at the specific skitlslementia and the training that is
required. So they offer, currently to around 7@@0ple each year, the Dementia
Essentials Training Course, which is a three daysmpredominantly for personal
care workers and nurses in the aged care envirdnmbith is really not only just
learning about the importance of, you know, undemding dementia and the
trajectory and the types of care involved, but aiythas — when | say embedding in
my statement, it has a need to actually do someregial-type component of that
training in the workplace. So it really is aboothyou then go and interact with
somebody with dementia as part of that, that thegetraining.

Finally, | would say in relation to the Dementigpport Australia, really, what
they're doing is providing a level of training whics a role modelling and a problem
solving of — of the — somebody’s individual needgteey’re facing dementia. So it's
embedding it in a different way, which is lessavhich is actually more about how
you might face people individually and solve th@ioblems. So it’s doing another
level of a type of skilling altogether. So | thimlke're tackling it in many different
ways and | think we need to. | mean, finally, lulsay it strongly goes to culture.
And | think that’s critical.

MR GRAY: The Royal Commission has heard eviddheee’s generally a lot of
turnover, especially with the direct care stafheTenor of your evidence is that the
department is supporting mandatory dementia trgitorbe included in the
Certificate 11l and Certificate IV in Aged Cares that right?

MS MOND: That's correct.
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MR GRAY: But if that turnover issue isn’'t addreds presumably these other
measures, the experiential training and so forth nveffect fall on dry ground and
won’t bear the fruit that they should. Is the Depeent considering measures to try
to address this turnover in staff? Or is that idetyour dementia policy area?

MS MOND: Well, it is in terms of — | don’t havldt broad responsibility for
workforce. However, what | — what I've observed &eard very strongly through
our co-design piece of work is that, you know, sitsnewhere where we need to
have a multi-pronged approach to ensure that pdwple a career pathway and are
supported so that when they get up in the mornmbggo to work, they're feeling
like they have the skills to do their job and aoéng to bring the passion to their job.
So what | would say about that is that | will cerba be looking, as we drive out a
future policy approach to dementia over the newe#f, short, medium and long
term — that we do look at new ways to — to tackkeissue of how you support staff
to — staff retention.

MR GRAY: Three final things. The WHO just thi®ek has issued guidelines in
respect of dementia awareness and prevention.

MS MOND: Okay.
MR GRAY: Is that within your policy area, | assef
MS MOND: Yes, that’s correct.

MR GRAY: And it's — the WHO guidelines on riskdwction and prevention. Mr
Rees in his statement referred to the cessatifumding for Dementia Australia’s
Your Brain Matters and he seemed to be suggestiagvas symptomatic of a de-
emphasising of the importance of taking awarenedgeaevention measures
seriously, and that Government wasn’t funding thosasures to the extent it
should.

MS MOND: Okay.
MR GRAY: s that right?

MS MOND: No, I don't think that is correct, I'maippy to talk about that particular
item, the Your Brain Matters, firstly, and then mdaroadly. So in relation to that,
it's a web-based product around how to reducefaskementia, and it came out of
funding out of the former - what | now would referas the Dementia and Aged
Care Services Fund - which is a research and inimovaund that funds short-term
one-off-type initiatives or projects with a viewttteem becoming self-sustaining and
scalable. So that was some funding of, | thinkeetto four million over a number of
years to develop and promote the Your Brain Matderse years ago, and the great
thing is that Dementia Australia have been ablketp that — that interactive tool
updated and relevant without additional funding. it$ still an enduring resource
which is exactly what we hoped to achieve with tiype of funding.
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More broadly in terms of stigma and risk reductioe, hear it is an ongoing issue
and something that we need to tackle. The wayentatkling it now is that we have
— we fund Dementia Australia to conduct the DengeRtiendly Communities
Project, and they've got, | think 16,000 now, peowho have signed up to be
dementia friends, and are doing initiatives actbescommunity which will be
critical around stigma reduction and raising awassn And equally the National
Dementia Support Program provides, you know, aafadupports in that area. So |
think we’re doing quite a lot and the — the Worldrentia Council are very keen to
see how Australia goes about evaluating Demenignély Communities because
people around the world are really grappling witlwido you measure outcomes of
community based awareness and stigma and risktreducSo we’re hoping to
collaborate, actually, internationally on how weé crengthen measures in that area.

MR GRAY: Similarly, is the policy area in the Depment relating to dementia
considering whether the mainstreaming model foingdior people living with
advanced dementia is still appropriate, or is $piscialist dementia care unit
program the beginning of a move towards a de-eniploasmainstreaming?

MS MOND: | would say is that it's not about a eephasis on mainstreaming. It's
really about making sure that people are in anrenment where they can thrive.

So | would — my view to that is that some indivithja&ven with a more advanced
dementia - and | have seen examples where thejvearomfortably and supported
and safely in a more mainstream environment, kereth certainly - I've also seen
strong, you know, some — well, evidence that I'gersmyself but also heard
clinicians confirm is that there’s also evidencattactually having tailored, you
know, units for the very severe behaviours is sbimgtthat — that should be — create
a really strong environment to help manage thosaweurs so that people can
transition back to mainstream. So that’s realg/position that we hoped to measure
as part of that program, but to confirm.

MR GRAY: Finally, a big question, but it's yourea that - - -
MS MOND: Yes.

MR GRAY: - --you can answer if anybody can.tHere serious reflection being
given to the discriminatory impact on people whotbeir dementia diagnosis after
they've turned 65 constituted by the fact that tbeg’t get access to the NDIS and
get only access to the more limited support ofatped care system? It does appear
to be inconsistent, | suggest, with the protectiorarticle 14 and article 16 of the
disabilities Convention, for example, which doeshdtinguish between people who
have disabilities irrespective of what age they aikéhy is it the case that people who
incur their disability before they turn 65, in aeffeget access to more support and
subsidy than people who incur that disability aftexy turn 65?

MS MOND: The comment that | would make to thatiat the work that I'm doing
in the dementia in the community project has shtva that is an issue for people.
But it's an issue in how people actually get thevises they need when they need it.
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And I've heard it as strongly from people with ygen onset dementia who are
facing — who are accessing services through trebity scheme or people who are
accessing services from an aged care residentiedrorhome, you know, through
medical and other services. It's an area I'm mdézd in exploring further. In —and
not necessarily in relation to - | support Ms Lafeacomment earlier that there has
been a decision of government around how the Naitibrsability Insurance Scheme
has been established and the criteria of accabstoand it's outside of our realm.

But certainly what interests me and in the waygdrapch the work and the future of
policy for dementia is really about how will peoglecess the supports that they
need, whether it be allied health, whether it bgchsesocial at any age and at any
stage of their dementia and we will be looking aty#/to improve that and they may
be looking at different models of how you treat @éata and that might be a longer
term gain in terms of the policy framework.

MR GRAY: | have no further questions for this méss.
COMMISSIONER TRACEY: Ms Mond, thank you very mufdt your evidence.
We’'re most grateful to you for coming and givingths benefit of your views on

some very significant issues. Thank you.

MS MOND: Thank you for having me.

<THE WITNESS WITHDREW [4.42 pm]

COMMISSIONER TRACEY: There’s nothing else, Mr @?a The Commission
will adjourn until 20 am tomorrow morning.

MATTER ADJOURNED at 4.42 pm UNTIL FRIDAY, 17 MAY 20 19
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