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COMMISSIONER TRACEY: Please open the Commissi¥es, Dr McEvoy.

DR McEVOY: Commissioner, can | just raise oneteratelating to exhibits from
yesterday. |think the Commissioners may haveantfof them an amended table of
exhibits.

COMMISSIONER TRACEY: Yes.

DR McEVOY: You will see, Commissioner, that exhib-31 which is the
document Caring for Older Australia, Productivitgr@mission Inquiry report
number 53 of 28 June, that was correctly alloc#ttechumber 31. However, when
we went to the next exhibit, Caring for Older Aaditr, Productivity Commission
Inquiry report 53 volume 1, that was also giveneRkkibit number 1-31 but, in fact,
should have been given the exhibit number 1-32uaslerstand it. Once that is
corrected that will have the consequence that wiaatexhibit 1-32 will become
1.33, namely volume 2 of that report. What was3Wdl become 1-34, namely, the
Aged Care Financing Authority sixth report of Jalyl8. What was 1-34 will
become 1-35, namely, the Legislated Review on Agaek 2017. What was 1-35
becomes 1-36, the Resource Utilisation and Classidéin Study of 19 November
2018 and what was 1-36 becomes 1-37, namely, therRen the Operation of the
Aged Care Act 1997. Thereafter, Commissionersegigbit numbering is correct.
So it's just those amendments that need to be - - -

COMMISSIONER TRACEY: Yes. So we've presently g8texhibits and the first
one this morning will be 1-44.

DR McEVOY: | think that's right, Commissioner, s/e
COMMISSIONER TRACEY: Yes. Thank you.

DR McEVOY: If the Commissioner please.

MR BOLSTER: Commissioners, | call Ms Maree McCabe

COMMISSIONER TRACEY: Yes. Thank you, Mr Bolster.

<MAREE McCABE, AFFIRMED [10.09 am]

<EXAMINATION-IN-CHIEF BY MR BOLSTER

MR BOLSTER: Thank you, Ms McCabe. Could we brupgdocument number
WIT.0005.0001.0001, please. Now, Ms McCabe, it tthe statement that you have
provided to the Commission?
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MS McCABE: ltis, Counsel.
MR BOLSTER: And do you wish to make any amendmménthe statement?
MS McCABE: No, thank you.

MR BOLSTER: And are the contents of the statenreie and correct to the best of
your knowledge and belief?

MS McCABE: They are.

MR BOLSTER: So | tender, Commissioners, Ms McCabtatement, document
number WIT.0005.0001.0001 and the identified annexu

COMMISSIONER TRACEY: I'm sorry, and the?
MR BOLSTER: And the identified annexures.
COMMISSIONER TRACEY: The witness statement of BaMcCabe dated 31

January 2019 and the exhibits thereto will be exhiHg4.

EXHIBIT #1-44 WITNESS STATEMENT OF MAREE MCCABE DATED
31/02/2019 AND THE EXHIBITSTHERETO (WIT.0005.0001.0001)
MR BOLSTER: Thank you, Commissioners.

The organisation of which you are the CEO, Demehitistralia, what is its principal
function?

MS McCABE: The role of Dementia Australia is vacate on behalf of people
living with dementia, their families and carers.e\lso provide services, programs,
education for people living with dementia, familgrers and the health care
community.

MR BOLSTER: And one of the most important progsasyour dementia help
line; is that correct?

MS McCABE: Indeed, that's one of the services.ye
MR BOLSTER: The number for that 1800 100500.
MS McCABE: Yes.

MR BOLSTER: And the chair of the organisatiotMs Graeme Samuel.
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MS McCABE: Correct.
MR BOLSTER: Previously it was Ita Buttrose.
MS McCABE: That's right.

MR BOLSTER: s it fair to say that Dementia Awgia is the leading consumer
voice for people with dementia - - -

MS McCABE: Absolutely.
MR BOLSTER: - - - across Australia whether theyiin aged care or not?
MS McCABE: Yes.

MR BOLSTER: Thank you. The name Dementia Austraglou were previously
known as Alzheimer’s Australia, and the change oeclia few years ago. What is
the significance of the name change?

MS McCABE: The significance of the name change Australia there are

436,000 Australians living with dementia — and significance of the name change
was related to about 60 per cent will have Alzheisng@isease. There are about 100
different types of dementia and what we didn'tissalvas that the name Alzheimer’'s
Australia was actually a barrier to access, angleewith other forms of dementia
thought that we only supported people living witlzi#eimer’s disease, as did some
health professionals, which wasn’t the case. Wieadly are there to support people
of all ages living with all forms of dementia.

MR BOLSTER: | just want to raise with you veryddly. There’s a companion
organisation called Dementia Australia ResearcmBation, of which you're on the
board.

MS McCABE: Yes.

MR BOLSTER: And it funds dementia research aceosamber of fields; is that
correct?

MS McCABE: Correct.

MR BOLSTER: Just for the benefit of the Commissithere are five basic
research areas, dealing with the causes of dementia

MS McCABE: Yes.
MR BOLSTER: Diagnosis, how to diagnose it.

MS McCABE: Yes.
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MR BOLSTER: Care research, treatments and cacefiaally, risk reduction.

Now, we — time doesn’t permit us to go throughgtestus of the research, but | want
to go back to Dementia Australia itself, and yowntiraned the figure of 436,000
Australians with dementia.

MS McCABE: Yes.

MR BOLSTER: I just wanted to just probe that figu Where does that figure
come from?

MS McCABE: So that figure comes from the economadelling and data that we
had done and it is based on the DYNOPTA studyhedynamic Optimisation of
Ageing study. And that’'s nine longitudinal studadsageing across nine years.

MR BOLSTER: Who carries out that research?
MS McCABE: Professor Kaarin Anstey.
MR BOLSTER: Okay. That's really only an estimasa't it?

MS McCABE: It is an estimate and our concerrhe it's actually an
underestimate.

MR BOLSTER: Is there anywhere where you can gbfard out definitively how
many people have been diagnosed with dementid its &rms in Australia?

MS McCABE: Unfortunately not, no.

MR BOLSTER: Would data about that issue assigegunent, research and
organisations like yourself?

MS McCABE: Absolutely.
MR BOLSTER: And why is there no data along thinses?

MS McCABE: It's a very complex issue and parttué issue is around diagnosis so
getting a diagnosis for something over the agesafdh take up to 3.1 years. For
somebody under the age of 65 in their 50s, thesrat@l their 30s it can take seven
years to get a diagnosis of younger onset demantabften dementia is not
diagnosed so there are — although 50 per centagfi@én residential care have a
diagnosis of dementia, many more have dementiaremy more will develop it
throughout the course of their stay in aged care.

MR BOLSTER: All right.

MS McCABE: And GPs often will tell us that thegrdt give patients a diagnosis
of dementia because there’s no effective treatment.
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MR BOLSTER: All right. We will come back to tlitagnosis issue generally, but
the health care online record that we all haveaacehto sign up to - - -

MS McCABE: Yes.

MR BOLSTER: - - - will that assist in the idemntétion of those who have
dementia and those who don’t?

MS McCABE: Not necessarily. So for people wheddementia they may not
actually identify as somebody living with demerdiad that’s also a significant issue.

MR BOLSTER: All right. And we will come to thesue of stigma shortly, but
does stigma have anything to do with people idgnigf with dementia?

MS McCABE: Absolutely.

MR BOLSTER: All right. Thank you. Now, just lm#E we move on to diagnosis,
talking about residential aged care now, and tfferénce that needs to be taken into
account between a resident with dementia and soenstthout dementia.

MS McCABE: Yes.
MR BOLSTER: Would you please explain just briefifaat the differences are.

MS McCABE: Many people living — dementia is aedise of the brain and it's
progressive, and there are about 100 differentstyged depending on the type of
dementia that the person has will depend on theogyms that they display. So, for
example, somebody with dementia with Lewy bodieghinbe having hallucinations;
they may have the visual hallucinations and dehsidVhereas a resident — a
typical resident in residential care without deneemtouldn’t be experiencing that.
Many people living with dementia also have percaptlisturbances, so they may
misinterpret what they see in the environment. Argbod example would be carpet
that’s highly patterned, for example. So for you we would look at the carpet, we
would see the pattern. For somebody with demevtigt they might see is bugs
crawling all over the carpet and that explains mber of the challenges that people
have regarding the environment.

And they may not be able to sufficiently understatitey may lose the capacity to
understand requests that are made of them. Iivibgpt Alzheimer’s disease, the
characteristic feature there is memory loss antiqodarly short-term memory loss
so somebody, you know, a staff member will comehiay will introduce themselves
and they will care for that person for the day.e Wery next day the same staff
member may come in and the person living with dérmewmon’t recall who they are.
And so they may misinterpret them. They may thihvk they're somebody else, a
family member. They may think they’re somebodyt thay've been afraid of in the
past. So their experience of the world is veryeddnt from the experience of
somebody who doesn’t have dementia. They alsolraag mobility issues, they
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may have compromised immunity and they will hast the ability to do things that
they could previously do. And that might be — atarly somebody from a
culturally and linguistically diverse backgroundevimay have spoken very — spoken
English very well but they revert to their languaderigin and they can no longer
understand English.

MR BOLSTER: All right. Some people with dementiho are diagnosed early
still have their strength, still have their molyilit

MS McCABE: Yes.
MR BOLSTER: What challenges does that involvetii@r provision of care?

MS McCABE: That can often create significant ¢évafjes. And if | can give you
an example of one instance where there was a 45eyg¢avoman, she was admitted
to residential care. She had a diagnosis of ftemporal dementia. She had
previously been a midwife. She was also a vergrfd active lady, had two children,
a 12 year old and a 10 year old and she was — al@kysically active and there
were times of the day that she would get partitykgitated and would be
aggressive to other residents. She was in antlaaésvas, you know, in an area — a
dementia-specific area and she was aggressivdéd\yelesidents who were frail,
and that compromised their health and safety.ak areal concern for staff and it
was a very difficult situation for the team to soppher.

MR BOLSTER: Is there —is there a range of sewior the person in that age
group, say up to from, say, 45 to 55, who has déimend who has those
challenges, is there a range of services avaifablinem in residential care?

MS McCABE: No, Counsel, there is not.
MR BOLSTER: All right. | want to turn to stigma.

MS McCABE: Sorry, may | just expand on that? v@at ended up happening with
this particular resident was she was moved to alugyeriatric facility which was

the only area where her care could be managed.ti#aidends to be the referral
process for people who are — where their demeatigaas those sorts of responses.

MR BOLSTER: Someone with that sort of diagnogresumably otherwise their
health is fine, they could live for a very long &m

MS McCABE: Absolutely.
MR BOLSTER: At the other end in the residentigéd care facility where the
average age of entry is in the early 80s, 81,82 ptognosis is generally much

shorter.

MS McCABE: Yes.
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MR BOLSTER: Thank you. | want to turn to stigm&/hat is the stigma about
dementia and Alzheimer’s disease? How do you desdf? You come across it
fairly regularly?

MS McCABE: Yes. So what our consumers and adescshare with us is that
when they get a diagnosis of dementia that itesmiost profoundly isolating
diagnosis, and that people that would once be d¢tem®ds or family are often very
confronted by the diagnosis. They don’t know wioado to support their loved one
living with dementia. Family and friends fall awdkat they’re not included in
social functions anymore, that when they go totse& doctor potentially with their
carer or loved one, that the person — the doctealspto the carer, not to the person
living with dementia. So there are some very cee@amples of discrimination, and
people often relate to people living with demetikia they have lost all capacity,
which is absolutely not the case.

MR BOLSTER: Could we bring up, please, documeHIN001.0001.16 on page
3, please. Do you recognise that document?

MS McCABE: Yes.

MR BOLSTER: Perhaps we could just go quickly baxkage 1 just to make sure,
Ms McCabe. So that’'s a report that you put outlementia and the impact of
stigma in 2017.

MS McCABE: Yes.

MR BOLSTER: | just want to take you to the resulf the survey which appear on
page 3 and there’s a graph there at the foot of Bagd think we’re on the wrong
document there. That should be 0017, page 3olild be 0016, page 3. Sorry.
See the graph at the foot of the page, perceiesbre for negative community
attitudes?

MS McCABE: Yes.

MR BOLSTER: When | read there, | was taken byfitpere, 60 per cent of people
— this was in a nation-wide survey of 1500 peopleeren’t sure how to talk to
someone with dementia. And 50 per cent didn’t kmowch about dementia. How
do — how do you talk to someone with dementia? dbould you talk to someone?

MS McCABE: Well, the same as we would speak thezther and | think one of
the things is it's about being respectful in oumoounication and taking into account
that we may need to take more time. We may needftain things more clearly,
but engaging the person living with dementia isoaliiely essential to their
wellbeing, and it's also their right. And if wedk at the Convention on the Rights
of Persons with a Disability, people have the righbe engaged, to be informed and
to seek consent for their treatment and their care.
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MR BOLSTER: All right. If we could then move om 0017, please, and page 4

COMMISSIONER TRACEY: Are these both part of tleseree document?
MR BOLSTER: No, they're separate documents bey'tle in evidence.

On page 4, the heading Conclusions, at the fotiteopage, the results of that survey
show there was a lack of understanding of the desdaut only 50 per cent of the
public wanted to know more about how they coulgpphéVhy should people want to
know how they can help?

MS McCABE: At the moment, there are 438 — 36,808tralians living with
dementia. By 2056 there will be 1.1 million Audtas living with dementia. There
won't be anybody that is not impacted in some veay the more that we educate
people about dementia, the more we raise the prafibut dementia, the better
equipped the community will be to support peopléis is the chronic condition of
the 2f' century and it's also a social issue, and onewleateed to get very
interested in because we will know somebody, it gl a loved one. One in three of
us in this room will develop dementia at some pamd we need to know how to
best support people living with it.

MR BOLSTER: What is the most important thing fioe public to understand?
Does it revolve around early diagnosis? Doesviblkee around just knowing how to
talk to someone? What is it?

MS McCABE: Counsel, it's a few things. It's umd&anding that it is a disease of
the brain and that it does — it's progressive iturea Many people don’t understand
that dementia is the second leading cause of dedthstralia and the leading cause
of death of women and there are many myths thabsnd dementia, one being that
it's only a condition of old age. Now, it's moreramon as we age but one in 13
Australians living with dementia are in their 5@gir 40s and their 30s.

MR BOLSTER: | want to move on to the issue ofgtiasis.

COMMISSIONER TRACEY: Do you want to tender thakeuments?

MR BOLSTER: They're in evidence already, Comnassi.

COMMISSIONER TRACEY: Are they?

MR BOLSTER: They are part of the identified anmess.

COMMISSIONER TRACEY: Yes.

MR BOLSTER: The diagnosis — and you've indicatdsat a traumatic position
that might be for someone, how does that typicatigur?
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MS McCABE: It typically occurs, people will usiyago to their GP and that will
be the first point of contact. They will go — ahdhay be a family member that
raises the issue where they've noticed changdsinlbved one, and it may be
changes in mood, changes in personality, changa&mory and behaviour or their
ability to function. They will go to a GP and tbleallenge for GPs is that many of
the presenting symptoms are also characteristithafr conditions. So if it's a
change in the person’s mood, perhaps they haverieomre apathetic, then it's
quite valid for a GP to look first at the persomnigedepressed. So it's not always
that they will go to thinking about dementia asagdosis for the presenting
symptoms.

MR BOLSTER: In your paper that has just been ¢eed, you refer to the
dementia-specific tools and training that is avdédao GPs in Australia. Could you
please elaborate on that? How adequate is it?t Wdeals to change?

MS McCABE: Counsel, can | ask what number yoloking at, please?
MR BOLSTER: Let me justfindit. You dealt withat at 21.1 on page 3.

MS McCABE: Thank you. So one of the challengasGPs is that there’s actually
— GPs see many, many people and depending ongbefyractice that they have
they may only see a couple of people a month wethehtia. So it's not front of
mind necessarily. Their practice may be more getréamilies and younger
children. If it's geared to older people they'rema likely to have a greater level of
awareness about dementia and to be able to dighnthe presenting symptoms
from other conditions that they may consider. &artainly | think that there needs
to be a lot more training for general practition@rsund how dementia presents, the
ability to diagnose and then the referral and thatteal breakdown at the moment, is
that there is often not a referral post-diagnasisrtsure the person gets the support
they need.

MR BOLSTER: Okay. Are there places where pecplebe referred to get that
support?

MS McCABE: Absolutely. And Dementia Australiadae of those places and we
may refer to some of our own programs or we mayadist refer out to other
organisations depending on the goals of the pessithndementia.

MR BOLSTER: All right. You mentioned earlier @uctance to diagnose. Could
you talk briefly about that?

MS McCABE: Many of the GPs that we've spoken witand we’ve talked to a
number of GPs about how we can better support thesupporting their patients
living with dementia — and often they retort wittat giving a diagnosis is not helpful
for the person. There’s no treatment where thayseg, right — there’s no cure for
dementia at the moment, and they say that thefega oo effective treatment for
dementia. So it's better not to tell the persat they have dementia. And that
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they've got — and often what they would say isklogu’ve just got a few memory
Issues, it's normal as we get older and they nasmat when the person themselves
often knows that there’s something wrong and maopfe say it's actually a relief
to get a diagnosis because they've been strugglittgsome of the challenges,
they've noticed changes and they don’t know why.

MR BOLSTER: If there was a diagnosis in thataiiton, how much could the lot of
that particular patient be improved?

MS McCABE: Significantly. And there is a lot thae can — like all conditions, the
earlier the diagnosis the better the outcomes -tlzré is a lot that we can do to
support people. There are lifestyle changes tleatam support people with. There’s
a lot of research that exercise is great for redyour risk of getting dementia but
also delaying the exacerbation of symptoms. Makimg that people look after their
vascular health if they have dementia is reallyongnt. Their blood pressure, their
cholesterol, encouraging them to stop smokingaf/tbmoke. There is a lot that we
can do. We can connect them with social netwonkisrasources, provide education
for them about the challenges that they experiémemsure that they then can take
control of the illness and what’s happening to theerd are better equipped to deal
with those challenges and we provide strategiethfair

MR BOLSTER: Now, | want to take you to a documiatt Dementia Australia
published in 2017. It's document DEH.0001.000180That is a submission that
Dementia Australia made about the redesign of démeansumer supports. That’s
the topic we’re on now, isn’t it? How you asslst person entering the system after
a diagnosis, and there were four key points. Iteld go, please, to page 5, | just
wanted to ask you to speak briefly to them. Orepages, on page 5, and none of
this will come as a great surprise from the disiusw/e’ve just had.

MS McCABE: Yes.

MR BOLSTER: But point 1 you see there informatsond awareness, and | think
we’ve dealt with that. Was there anything you veanb add to that point?

MS McCABE: The one thing that | do want to addhiat even people living with
dementia may have a limited understanding and ittey also be concerned about
the myths about dementia that all of a sudden ¢la@t do anything, and often the
information that’s given to people at the poindaignosis is go and get your affairs
in order. Now, that’s not conducive to supportpepple to continue to engage in the
workforce, in the things that are meaningful anganant to them and there are
ways that we can support people to do that. Sisthaeally important part of the
information that’s given to people at the pointiaignosis.

MR BOLSTER: The second point there, again, wétteehed upon that, timely
diagnosis but the last sentence there in that papag

Linkages to primary health network, GPs and spéstil
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Where does that fall down at the moment?

MS McCABE: There is a breakdown in ongoing redéxiso often people will get a
diagnosis and they're told get your affairs in arded there’s no referral pathway.

If we had a diagnosis of another chronic conditionexample, whether it be
diabetes or we get a diagnosis of cancer, theottmHly a referral pathway. There’s
a team of people that is available to you. Yotdid, right, this is what we need to
manage. We need to manage your blood sugar I&/elneed to do regular vascular
health checks, we need to ensure that you aregsagarticular allied health
specialist on these occasions, but it doesn’t happt dementia and it's something
that would make a significant difference for peapledid.

MR BOLSTER: The third point we haven’t toucheduoget and that's diversity
iIssues with dementia. What's your evidence toGbemission about what needs to
be done for people in minorities that are refeteethere?

MS McCABE: Counsel, this is a very significargug and, in fact, it often thwarts
the experience of people moving into care wher@ @mority group they won't
identify as part of that minority group. And famebody living with dementia it's
actually more complex and if | can give an exangbla gentleman. He was married
for a number of years, had children, he later ftrhis marriage and then entered a
same sex relationship. He was in that same satiaeship for 35 years. He then
developed dementia. He was admitted into residecdre. He forgot his same sex
partner and could only remember his wife and chitdrAnd for his partner, who
had also been a significant part of his care ovawraber of years as his dementia
developed, that was absolutely heartbreaking antisowife, who had been out of
their marriage for a number of years, it was heagking for her too.

And so it's a significant issue. People need -need to equip people to better able
to be dealing with this. And staff want to — thegnt to support people where
they’re from minority groups. They just don’t kndww and the system fails us in
terms of doing that.

MR BOLSTER: Yes. Do people miss out from restddraged care because of this
issue?

MS McCABE: Often they do, yes.

MR BOLSTER: What happens to them?

MS McCABE: Well, they then are in situations that — that compromise their
safety in the home or the community and they'reounhately neglected and they're
isolated and we see, you know, we talk about te&irces that we see but there’s a
whole issue around social isolation, neglect aednhbility to receive the care and
services that people need.

MR BOLSTER: Is there a specific advocacy groupfgroup or groups?.
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MS McCABE: Yes there are.
MR BOLSTER: For these minority groups?
MS McCABE: Yes.

MR BOLSTER: Right. Thank you. And I think th@@mission will be looking at
this issue later in the course of its hearingsialy, point 4, | think we’ve dealt with;
that’s access to ongoing care and support. Was #rg/thing else there that you
wanted to add?

MS McCABE: Counsel, | would actually like to engsiise the importance of
supporting carers and many carers of people liwitly dementia, and if we look in
the older age group, you may actually have two [geafth dementia in the
relationship so there may be a 93-year-old mamgddr his 86-year-old wife, both
of which have dementia, and that is not an idéahion. And not only do they have
dementia but many people living with dementia &lave other complex health
conditions. They may have diabetes, they may haagt disease, arthritis, you
know, there are many conditions of ageing that-di®at restrict people’s mobility
and their capacity and ability to care for themes)\uet alone to care for others. And
supporting carers is absolutely essential to gewd outcomes for the person living
with dementia and also for their carer.

If therefore — if they have a younger carer it rbaythat that person has been —
they've needed to give up their employment to emsloe care of their loved one at
home. There are financial constraints that are timposed. It affects the person’s
career and their ability to go back to the workéone the future. They also are
subject to social isolation, to discrimination @adot getting the support that they
need, such as respite, for example, and for themave time to care for themselves.
The research shows that carers for people livirig dementia, they have worse
health and wellbeing outcomes than carers whofoaggeople with other conditions.

MR BOLSTER: At paragraph 34.2, you deal with thessues and one of the points
that you make is the need for respite care. dugidople that don’'t know what
respite care is, what is it?

MS McCABE: Respite can occur in a number of dédfeé ways so there may be a
day program that people will go to. It may be owmgit respite in a residential aged
care home or it could be where the person getsteespmebody comes into their
home and that’s called a flexible respite option.

MR BOLSTER: So we're talking about someone whmgshaps on a home care
package, a level 3 or level 4 you would think, hair 2, and is there enough funding
for respite care under those packages?
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MS McCABE: | would need to look at the details@and funding, Counsel, and |
will do that. But the issue is really — it's abauhiether it's appropriate to the
person’s needs.

MR BOLSTER: Yes.

MS McCABE: And that is sometimes what is verylaging and for people
living with dementia and particularly as their derha advances it can be very
difficult for them and cause quite a lot of disgés have people other than those
with whom they're very familiar caring for them.

MR BOLSTER: Abuse is a point that you raise iattparagraph as well. And you
make the point that often the abuse from a lovedistecause of their own
frustration about their inability to care.

MS McCABE: Look, and that can certainly be theecand | think that the issue of
abuse is a very complex one, and abuse is a s$ssisd and — as well, and we don't
know what goes on in a relationship, and it cathiaé the carer themselves are being
abused by their loved one and that there are twhes in frustration they, too, may
retaliate, and | think it's really important thaewrovide sufficient support for

people so that it minimises the risk of that ocicyyr

MR BOLSTER: Well, what support are you talkingpat? What's needed there?
Is it out there? Is it available for people?

MS McCABE: For carers, they really need the opjaty for counselling
themselves to deal with their own grief about whatppening with their loved one.
They need it to be able to provide strategies fw ko best to support their loved
one living with dementia and particularly if théwved one living with dementia has
challenging responses to their, you know, to timt@rvention. They're trying to

care for them and to provide support and the pemsaybe aggressive and that’s
very difficult for them in a relationship to undesd that it's actually not personal,
that this is part of the disease process and ttewpeloesn’t have a choice about the
way that they're responding in that moment. Socatlan, support, counselling and
respite, they need time out for them to care fentbelves.

MR BOLSTER: Are you aware of whether providerslemthe level 3 and level 4
home care packages go that extra step to helpatiee a home?

MS McCABE: | would have to check the packagee-dktails of the package,
Counsel.

MR BOLSTER: All right. Thank you. We’'re talkireoout someone who actually
has a carer. Can we talk now about the unfortuymadgle who don’t, people who
are alone in the world.

MS McCABE: Yes.
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MR BOLSTER: Wohat is there for them?

MS McCABE: It is very difficult and it's so imptant to ensure that they have the
support they need at home in terms of doing basngs, showering, you know,
managing their environment, cleaning, doing thaghj the activities that they can
no longer do and unfortunately their care and veatiy is often compromised
because they have insufficient support.

MR BOLSTER: Well, that person, perhaps isolatexyjing few friends, where do
they get picked up by the system?

MS McCABE: Well, unfortunately they may not. Atitere are many instances
where people have fallen through the gap — thramgbks in the system and they are
left to fend for themselves.

MR BOLSTER: And what's out there? Is anyone daamything about that
person?

MS McCABE: Certainly the work that Dementia Aadia does, we have a number
of people who live alone and there are supportices\ihat we put in place. We
refer and make sure that people are getting thesheare support that they need and
also the physical and the health care that theg asavell. But if they're not part of
the system and somebody doesn't flag that this issue they may very well not be
supported.

MR BOLSTER: Yes. Allright. | want to turn tbhe My Aged Care interface
between the government and consumers and carenxs méke some criticisms about
that particular website and help line. What's tir@st problematic thing about My
Aged Care from the perspective of Dementia Austfali

MS McCABE: Counsel, the consumers share witthaschallenges that they have
and web access can be difficult for older peoptk @eople living with dementia and
sometimes the phone line, the wait times to speglkebple can be too long, it can be
confusing. The challenges that they also fackasit is — it's — staff unfortunately
don’t have a good grasp of what to do to supparetmdy with dementia, and there
are numerous examples that people have given ysiafaftunately, My Aged Care
requires to speak with the person living with detizenSo if you've got a parent or a
loved one with dementia and you make the call toAdgd Care, My Aged Care

will request to speak with the individual.

Now, it may be that their dementia is quite advaraed they’re not able to provide
the answers. They may say, look, there’s nothirmhg with me, my daughter is
trying to give me a hard time and put me into agge. But in fact, the person has
advanced dementia and they're a risk to themsealiveeme. So there have been
instances where carers have rung seeking suppbthair loved one has — you
know, their dementia is advanced and they areafetts be left in the home on their
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own and when that’s explained to My Aged Care, tnfwately, they don’t
understand the complexities of dementia.

MR BOLSTER: All right. Is advice consistent?

MS McCABE: Unfortunately, it's not. So it may lgeite inconsistent and
depending on the level of awareness of the stdffeatime it will depend on the
guality of advice that people get, particularlyr@hation to dementia.

MR BOLSTER: There seem to be misconceptions astarignts that when they
go to one organisation through the My Aged Caresitelthat they will get services
from that particular organisation. Have you gof arperience about that particular
issue?

MS McCABE: There’s often confusion and what —elegting on, like,
organisations’ naming, for example, can be confysin somebody living with
dementia and they may think that they’re — thatiggtion is well equipped to be
able to provide services for people with dementi@ny in fact, they’re not and they
don’t realise that. So supporting people livinghadementia particularly through the
My Aged Care process is essential to make surdhhbgtget the services that are
most appropriate to their needs.

MR BOLSTER: All right. Do you have examples @fiations where the quality of
the advice on My Aged Care has been problematisdaoreone with dementia?

MS McCABE: Absolute — | can give an example akaer’'s husband is at very
high risk of wandering. Now, if you and | were ggiout and about in the
community we would be going for a walk but somebbtdng with dementia it's
considering that they’re wandering and the persaonsidered at high risk. He has
four hours of in-home respite per week on a leyeh@kage and awaiting a level 4.
So his care needs are much greater than what ine&ntly being supported with.
The carer rang My Aged Care to ask for the priasita level 4 package and asked
for him to be changed due to the high risk of hiswdering and the fear that he
would wander across a highway. My Aged Care sttited could not do this
because he was not at risk and he was no harnrmtgeHior to others.

MR BOLSTER: Was that without an assessment?
MS McCABE: Pardon?

MR BOLSTER: Was that without an assessment?
MS McCABE: Yes.

MR BOLSTER: And - all right. We will talk aboassessment, the assessment
process itself. ACAT assessors, do they havédyarekperience of Dementia
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Australia, an adequate understanding of dementenvittcomes to their dealings
with the people they have to make decisions about?

MS McCABE: Not always, no.
MR BOLSTER: What's the problem?

MS McCABE: One of the — often they're not welksed in dementia and the
complexities that dementia can present and the tiskt can be inherent in the safety
for somebody living with dementia. And | can carhagive an example in — a
Tasmanian example where a woman received — sh@edcea person was taken on
a carer role for their friend who had advanced deraghe lives alone, requires
assistance with almost all aspects of daily livifigied to register her friend for a

My Aged Care assessment and wasn'’t able to do fftag.call centre said that the
person living with dementia won’t be assessed aglgin’t give consent. So there’s
an issue about actually getting an assessmenhandtiere’s an issue about the
assessment process.

MR BOLSTER: All right. Let me ask you this: angou get an assessment, let’s
look at the carer situation, the carer often wallduite elderly.

MS McCABE: Yes.

MR BOLSTER: A partner, under stress. How do fhyen they’re dealing with it
by themselves, assuming they don’t have kids or tlee’t have someone to help
them do this, how do they — how do they make mestaikhen they are engaged with
My Aged Care?

MS McCABE: What they often expect is that onceythie registered, is that they
will be informed about, you know, that the servieel start and one of the big
breakdowns is that they actually don’'t and caréenodon’t understand the
communication, the information that is deliverediem by My Aged Care. My
Aged Care might send out a letter and we’ve hadhstance where an elderly carer
was unable to understand what the letter meantuadl they were meant to do to
actually get the services started, and they wenhfnths without those services.

MR BOLSTER: Are we talking about a situation hesgere there’s an entitlement
to the package?

MS McCABE: Yes.
MR BOLSTER: But it just —it's foreign to the @arto understand that they have to
negotiate with a provider and work out a plan amahe to an agreement about the

level of care to be provided?

MS McCABE: Absolutely. And what happened wags¢heas a significant delay
in actually getting access to the services.
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MR BOLSTER: Because — putting yourself in theipos of the carer, they — when
they need help they go to the doctor, the doctts tikem what to do.

MS McCABE: Yes.

MR BOLSTER: Gives them a prescription, whatebei, that's missing from the
My Aged Care interface; is that right?

MS McCABE: Absolutely. Yes.

MR BOLSTER: All right. Ongoing communicationthlink you've identified as a
problem. How does this manifest?

MS McCABE: In relation to?

MR BOLSTER: Well, someone has been assessedhthaya package, how does
it develop over time? What problems arise in comicating with their provider and
back with My Aged Care itself?

MS McCABE: Look, there are issues, certainly comsumers have shared with us
some of the challenges that they experience arbonadcial transparency. They
don’t understand some of the fees and chargesitbappearing on their bill. They
don’t understand why so much money is allocateatdministration costs and not
more money allocated to their care and to the sesvi They're not clear about as
their condition progresses and their abilities Imeeanore challenged, that they can
actually ask for another assessment and thenlgghar level package. They will
often be told, look, if you don’t want this, youetkto tell us because there’s other
people on the waiting list. And what they will@ftdo is — and this is very typical of
this generation, they will go, well, at least I'get a level 2 package, I'm getting
some care so somebody else probably needs it imand do and they will default
the — you know, the opportunity for services tatier support them so that
somebody else gets that — that service.

MR BOLSTER: s this a fair summary: that My Ag€dre once it arranges contact
with the provider, doesn’t really follow-up to see-

MS McCABE: Well, my - - -

MR BOLSTER: - - - that the package is delivered #hat it's operating as
intended?

MS McCABE: I'm not sure, Counsel, that that'suadty in the remit of My Aged
Care. My understanding is My Aged Care is an &ssest service.

MR BOLSTER: Right. Okay. Well, when that assesst comes up for review
over time, as the patient deteriorates, how does\lysd Care deal with that
process?
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MS McCABE: [I'm not sure. I'm not sure of the ares to that.

MR BOLSTER: All right. For example, when someavieo has been on a level 2
or a level 3 is getting to the point where theychadevel 4, where the carer’s not
coping and the person’s going downhill.

MS McCABE: Yes.

MR BOLSTER: Does My Aged Care, how does My AgetteCassist in that
situation?

MS McCABE: My understanding is that the procdsmtstarts again. So they've
got to go back and they’'ve got to be re-assesgedl ligher level package.

MR BOLSTER: Does My Aged Care review patient asegent over time? Do
they come back every six months, every 12 montresyel8 months to see how the
package is going or is it really left to the seevprovider and the customer?

MS McCABE: [I'm unsure of the answer to that, Csein

MR BOLSTER: Okay. All right. Was there anythialge that you wanted to raise
about My Aged Care?

MS McCABE: No, sir.

MR BOLSTER: [|want to turn now, if | may, to tiesue of current level of home
care packages and how that plays out for people deimentia. How short is the
program? How many packages do you think it neede teffective?

MS McCABE: Currently there are about — therede®nitely over 100,000
Australians on waiting care for a home care package

MR BOLSTER: What levels are they at?

MS McCABE: They, well, I think they — the packaggo from level 1 to 4 and the
higher the level the more funding is required —rti@e funding is provided, and the
greater the level of service.

MR BOLSTER: Is the need at the higher end oldkager end or across all levels?

MS McCABE: | think the need is certainly at thgher end and often what
happens is when people are assessed they maydreayievel 2 package, for
example, so that they get some services, whelagcinthey actually need a level 4
package.

MR BOLSTER: Yes. Allright. Well, what — how ds that play out? Someone
who actually needs 4, gets 2; how do they livdn\&itwhen they really need 4?
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MS McCABE: Well, their care is compromised, thipgort they get is inadequate
and unfortunately it has a deleterious impact @ir thealth and wellbeing and often
what we see is premature entry into residentiad ead increased presentations to
acute hospitals.

MR BOLSTER: Are you able to assist the Commissuath figures as to the
prevalence of that sort of situation?

MS McCABE: In—we don’t have that data, Counsgel,

MR BOLSTER: Is it a common thing that you getdieack about through your
organisations that work under you?

MS McCABE: ltis, yes.

MR BOLSTER: All right. And do you know where 6 gou know of any — | will
withdraw that. | will withdraw that.

COMMISSIONER BRIGGS: While counsel is pausingghtil follow up your
discussion earlier about the inability of a cacespeak to the My Aged Care phone
person. Is there no facility in this arrangementthe person with dementia to say
they give approval for their family to — to answvtlee questions for them?

MS McCABE: Commissioner, it's a real — it is dfidult issue and even when
carers have had enduring power of attorney, itdegs difficult for, you know, for
My Aged Care to accept that, that, in fact, theecaan speak on behalf of the person
living with dementia and | really think that thegead to be supported with education
around that area.

COMMISSIONER BRIGGS: Is it a privacy issue oftigust a rule within the
system?

MS McCABE: I'm actually not sure. | don’t knowueé answer to that.
COMMISSIONER BRIGGS: Even the banks can deal with - - -
MS McCABE: That's right.

COMMISSIONER BRIGGS: - - - so let’s hope the sedan.

MR BOLSTER: Thank you, Commissioner.

| wanted to turn to dementia-specific quality stami$ which is a point that you raise
in your statement.

MS McCABE: Counsel, may | ask what point you're o
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MR BOLSTER: Dementia-specific quality standaldss find that. That is at 28.7,
please.

MS McCABE: Thank you.

MR BOLSTER: The quality framework that you referthere seems to be a broad
framework for everyone - - -

MS McCABE: Yes.

MR BOLSTER: - - -in the aged care sector. Andryargument is that it does not
deal with the particular issues that face the demeesident/patient.

MS McCABE: Yes.

MR BOLSTER: |take it Dementia Australia has beenocating for a dementia-
specific guideline for some time?

MS McCABE: Yes.

MR BOLSTER: And what is the reason that peopleytas why you can’t have
such a guideline?

MS McCABE: Counsel, if we look at other areasyé put our child in child care,
we expect that our child will be nurtured, theylwi¢é educated and their wellbeing
will be taken care of and we will be informed ifydimng happens during that time.
We expect if we go into the acute sector for aneadiness that we will come out
better than we went in and that our needs and quiatity care will be provided.
There will be a clinical pathway that if somebodeg in for a hip replacement, for
example, there is a very clear pathway of carewlilbbe implemented to care for
the person for the duration of their stay andait,ffor, you know, for rehabilitation
after they leave hospital.

When somebody goes into residential care, we shmeilble to expect exactly the
same thing. 50 per cent of people in residentied tiave a diagnosis of dementia,
many more have it, are not diagnosed and many midirdevelop it. And that is the
very least that people living with dementia shoexgect when they go into
residential care. And we need to have quality stardards that are clearly
articulated, that are regulated and monitored smenthat quality care is delivered to
people living with dementia and to all people isidential care throughout their
stay.

MR BOLSTER: All right. On that topic, | want tonclude with the issue of
restraint. And | want to bring up, please, if lyreadocument. It is
DEH.0001.0001.0006. Do you have that document?

MS McCABE: | do.
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MR BOLSTER: That is a report that was prepared@lih4 on the issue of restraint
and on psychotropic medication.

MS McCABE: Yes.
MR BOLSTER: And that was by a Professor Carmieesah and Dr Skladzien.
MS McCABE: Yes.

MR BOLSTER: | hope | pronounced that correctiyhat was the purpose of that
report?

MS McCABE: So the purpose of the report was tiklat the use of restraint and
antipsychotic medication in people living with dettia and it was about looking at
— the recommendations that came out of it wererat@aucating staff in some of the
non-pharmacological methods rather than using syithmotic medication as a first
line intervention. Now, we know from the reseaticht antipsychotic medication is
not effective in 80 per cent of instances whereused. It's only effective in 20 per
cent of those cases. And we wanted to ensurettbis were opportunities for staff
to be educated in other forms of intervention ampsrt for people. It also
recommended around the skills mix of staff, infotim@around consumer rights and

MR BOLSTER: Just pausing there.

MS McCABE: Yes.

MR BOLSTER: If we can just go to page 9, pleaBeng up page 9. | want to go
through what it did in some detail with you. Ifjugant to ask you a bit about the
report first. Is this the sort of report that veasively published by Dementia
Australia?

MS McCABE: Yes, sir, it was.

MR BOLSTER: Certainly not something you wantedhige under a bushel, is it?
MS McCABE: Absolutely not.

MR BOLSTER: Did it go to government?

MS McCABE: I'munsure. It was in 2014, Counsétdon’t actually know.

MR BOLSTER: Right. It has been on the websitakk it, and it has been there
for everyone to see.

MS McCABE: Yes.
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MR BOLSTER: If we go, please, to page 9 and #nedecommendations, and
again this is only a summary of the report. Cduddal with the headline at the top
of the page. You were calling on the governmenteteelop a multifaceted strategy
to reduce chemical and physical restraint as gat$ action to build on the 2012
aged care reforms; correct?

MS McCABE: Yes.

MR BOLSTER: And let’s look at the particular reesmendations. So firstly, you
were calling for education of the aged care wortdosn person-centred care. BPSD
which is what?

MS McCABE: Behavioural and psychological symptashslementia.

MR BOLSTER: And non-pharmacological interventi@sswell as information on
when and how to access specialists, such as - - -

MS McCABE: Yes, the Dementia Behaviour Managenfahtisory Service.

MR BOLSTER: Yes. You called for a review of $tad arrangements within aged
care facilities to ensure that they were caringoeople with BPSD and that they had
sufficient staff and an appropriate skills mix toyide the level of care required.

You were calling for information to be provided fmnsumers about their legal
rights on this very issue in 2014. Support tosigghysicians and facilities to ensure
that they were following clinical guidelines andngsan evidence-based approach to
prescribing psychotropic medications and which sthbe used as a last resort.

Well, it would appear that the headlines of 2018 aarly 2019 should have come as
no surprise to anyone who had been following tport and the work of Dementia
Australia.

MS McCABE: Correct. Yes.

MR BOLSTER: And I take it that this is — remathg position of Dementia
Australia.

MS McCABE: Itis, Counsel, yes.

MR BOLSTER: Has there any — has any further waw&n done by Dementia
Australia on this — on this issue, that the Commissught to be aware of?

MS McCABE: Look, I think this report accurateflects the position of Dementia
Australia.

MR BOLSTER: Yes. Allright. Finally, just to pat off, in your report — in your
statement at paragraph 47, you list a course ajratitat involves a number of dot
points, and | think — | think we’ve been througltleaf them. If there’s anything
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that we’ve missed, would you like to highlight it2hink we’ve dealt with aged care
data. We need that.

MS McCABE: Correct.
MR BOLSTER: You dealt with the issue of restraifunding to build capacity.

MS McCABE: There is actually one — in terms oflthlng capacity around
education and training, there is actually somethiwguld like to highlight to the
Commission. It is about the type of education thatprovide people with and of the
240,000 aged care workers in Australia, 70 per wemnk as personal care workers,
and their certificate 11l does not provide any ealian around dementia, not as
mandatory or even optional training. And one @f kiey things about education is it
is about developing empathy. And when | say “etmgat don’t mean that people
don’t care. People do care. It's about the abibtstand in the world of somebody
living with dementia and experiencing it througleitteyes, and at Dementia
Australia we develop the educational dementia insimerexperience where we can
simulate for people the experience of what it'e lik have dementia.

And our theory was that if we could actually simealthat, it would change people’s
attitude, it would change their behaviour and itMdathen change the practice and
care that was implemented for people living witméatia and we’re seeing some
significant changes in the way that people operaied | think it's really important
that we look at this as a cultural element to thenge that’'s required around
mandatory training.

MR BOLSTER: Thank you. The fifth dot point calts an exploration of what
guality dementia care looks like. Does Dementiatfalia have a view on what it
looks like?

MS McCABE: There’s — look, there has certainlgbavork that has been done and
we need to get together — together with governm@rere actually working with
consumers at the moment and we need to be ab#ditedhis as a joint initiative to
ensure that we get this right.

MR BOLSTER: Is there any research that the fotindas carrying out on this
particular topic that the Commission ought to be@of?

MS McCABE: Look, | can take that on notice - - -

MR BOLSTER: If you would.

MS McCABE: - - - and come back to you, yes.

MR BOLSTER: Thank you. Ithink we’'ve dealt witbferral pathways, early

intervention. The third last dot point is abowgearch translation and the time it
takes for research to be embedded into practickat\&e you talking about there?
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MS McCABE: It's actually I think one of the great barriers to change. We have
terabytes of research that shows that there aterlvedys for us to do things and, in
fact, antipsychotic use — the use of antipsychogclication is a very good example.
But where we are not well versed is actually ggttlmose changes into practice and
if it were a simple thing to do, the industry wolldve done it. It's obviously far
more complex than we imagine and it's something itki@ink needs to be facilitated
to ensure that we are agile in making sure that wieadeliver is evidence-based
practice and good care.

MR BOLSTER: The last dot point on page 13 is dlvearkforce — a workforce
strategy, and | think — | think we’ve dealt withath Is there anything more, though,
that you wanted to say about - - -

MS McCABE: The only other thing that | would like say about workforce,
Counsellor, is that we currently have a system wifesged care workers have been
involved in poor quality care, there is no way n$ering that they don’t work
elsewhere. And with the nurse — you know, with R4 for example, if it's a
registered nurse then it's noted on the nurse'stregion and that’s then transparent
to the industry to see, that there may be restriston practice or that their
registration has been removed. We don’'t havedhigguard in the area of personal
care workers, for example.

MR BOLSTER: Thank you. And finally, I think tHast dot point in paragraph 47,
community understanding and awareness and | thetkendealt with that in some
detail. And those are my questions. Thank youm@gsioners.

COMMISSIONER TRACEY: Thank you very much, Ms Mdgga | think we will
be consulting you further in the course of at less round table in the not too
distant future. So we’re very grateful for yousiights into this very difficult area
and we will be striving to find some solutions timprove the current lot of those
suffering from dementia.

MS McCABE: Thank you very much, Commissioner, amebuld just like to thank
you for the opportunity to participate. It realdya once in a generation opportunity
to make a profound difference to the care, not oflyeople living with dementia in
aged care but for all people who access aged ddrank you very much.

<THE WITNESSWITHDREW [11.11 am]

COMMISSIONER TRACEY: The Commission will adjouantil 11.30.

ADJOURNED [11.11 am]
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RESUMED [11.32 am]

DR McEVOY: Commissioners, | call Patricia Lee 8Spav.

<PATRICIA LEE SPARROW, SWORN [11.33 am]

<EXAMINATION-IN-CHIEF BY DR McEVOY

DR McEVOY: Operator, could you please bring upivdD14.0010.0001. Now,

Ms Sparrow, is this your statement? Do you recggthis statement as one that you
prepared for the Royal Commission?

MS SPARROW: Yes, | do.

DR McEVOY: | think that's an amended statemened& February; is that right?
MS SPARROW: Yes, that’s right.

DR McEVOY: Do you wish to make any further amereans?

MS SPARROW: No, | do not.

DR McEVOY: Are the contents of that statemenétamd correct to the best of
your knowledge and belief?

MS SPARROW: Yes, they are.

DR McEVOY: Commissioners, | would tender the eta¢nt bearing the document
number that I've just read out.

COMMISSIONER TRACEY: What is the date of the staent?

DR McEVOY: It's 7 February 2019, Commissioner.

COMMISSIONER TRACEY: Yes. The witness statemafiPatricia Lee Sparrow
dated 7 February 2019 will be exhibit 1-45.

EXHIBIT #1-45WITNESS STATEMENT OF PATRICIA LEE SPARROW
DATED 07/02/2019 (WIT.0014.0010.0001)

DR McEVOY: Ms Sparrow, could you just give ther@mission your full name?
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MS SPARROW: Patricia Lee Sparrow.

DR McEVOY: And you're the chief executive officef the Aged & Community
Services Australia, also known as ACSA?

MS SPARROW: |am.
DR McEVOY: And how long have you been in thaefl

MS SPARROW: | started in the role on 1 August@8a just a little over two
years.

DR McEVOY: What were you involved in doing pritr taking up that role?

MS SPARROW: | have worked in various roles inchgare over a long period of
time, both in state government running aged camndifg programs. I've worked
with Council of the Ageing representing consumers also as an adviser to the
Australian Government.

DR McEVOY: So what's the purpose of ACSA?

MS SPARROW: ACSA is a member organisation. Weagent not for profit aged
care providers and we do a number of things inriilat We do advocate
collectively on behalf of not for profit aged ca®viders. We also deliver services
and support to them to help them deliver qualitye cervices, events and education.
We also have a help line for them, some ER or ey@goelations-type services as
well as consultancy and a workforce and industmetigmment unit.

DR McEVOY: Can you say something about the mestbprof ACSA?

MS SPARROW: Our membership is not for profit atiuand charitable aged care
providers.

DR McEVOY: You mentioned in answer - - -

MS SPARROW: Sorry, | should say they also delresidential aged care home
care but also independent housing for older Ausinalas well.

DR McEVOY: | think you mentioned in referencedioe of my earlier questions,
one or two of the things that you do with your mensb Do you want to just enlarge
a little bit on, really, the nature of your actigg with your membership?

MS SPARROW: Sure. With the members we provitig af information to them,
and we provide services and support. So as | s@dhave a help line that they can
ring if they have a query about funding, perhapsegulation or something that’s
happening that they want to have a better undeatstgrabout, they can ring our help
line, a member help line. We also provide an ERise to help organisations make
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sure that they manage their HR and ER serviceoppptely. We have a
consultancy service which is often employed bymembers if they need assistance
in terms of complying with regulatory requiremeatsl we also recently created our
workforce and industry development unit becauseegegnise how important it's
going to be to actually build the right fit workta for aged care into the future.

DR McEVOY: So I think prior to your present roteu said that you had worked
for the Australian Government in various roles gea care.

MS SPARROW: Yes.

DR McEVOY: Can you say something about the extenthich your perspective
has changed since you've moved from the governsidatof things, as it were, to
the provider side?

MS SPARROW: My perspective has actually beenrmémx by all of the roles that
I've had. 1think you can see from my career fhatactually very committed to
services for older Australians and to making sheg services are the best they can
be. I've been really fortunate to work in a numbedifferent capacities and one of
the things that that has done is given me a petispea quite a broad perspective
and to be able to see things from different — d#ifé perspectives including
government but also obviously from consumers aredafrihe important things that |
— 1 did in my career, too, was to work with the idatl Aged Care Alliance and one
of the important things around that is that haseggntatives of consumers, of the
unions, of the health professionals and of prowdeknd | think it's important that
those of us who work in aged care understand anuhemicate and connect with
each other so that we can work together to deiveetter quality of care.

DR McEVOY: Well, just in relation to quality oface, if you have a look at
paragraph 20 of your statement. Operator, you hlighg that up. You say there
that there’s a fundamental expectation that theéices provided keep people safe
and are of high quality as prescribed by the aged standards and monitored by the
Aged Care Quality and Safety Commission. What dqeality” mean to you when
you use that word in that paragraph of your statgfhe

MS SPARROW: | think there are the two — the tweas that you have talked about
in — the questions that you asked in our withestestent around quality and safety
and, really, what we’re saying there is we do helithat people should expect and
we expect — | expect as an individual that peoplebs safe and that various things
happen in an aged care facility to ensure thatali@ucan mean different things to
different people and so we do think there is disorteed to look at what does quality
mean to an individual person.

DR McEVOY: Well, so that's quality, and you sdaat it's important to look at
what it means to an individual person. What dbeseian to you, perhaps viewed
through the lens of ACSA?
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MS SPARROW: Quality does mean that as an indadithat the needs that | have
are acknowledged, understood and met by — metepribvider.

DR McEVOY: And safety?

MS SPARROW: And safety means that there are ghihgt you assume are going
to happen that will keep me safe.

DR McEVOY: Well, on the subject of quality andeds, in the next paragraph,
paragraph 21 of your statement, you say that ybaugethe majority of care
provided by approved providers is of a good stashd&an | ask you what it is that
makes you say that? Is that the result of padicsilirveys that you’ve conducted or
where does that observation come from?

MS SPARROW: It comes from an extensive — extengiorking in aged care,
much visiting to aged care. Clearly I've seenwlagys service are delivered, some
personal experience of aged care as well.

DR McEVOY: But you, I think, also acknowledgetivat paragraph - - -
MS SPARROW: Yes.
DR McEVOY: - - - that there have been shortcomjripere have been - - -

MS SPARROW: There has been and we do acknowledgel it's unfortunate
when that happens and we do feel for — extendyupathies to families and to
older Australians who have had a poor experienggit s a uniquely human service
and sometimes things can and do go wrong. Whatynand do as aged care
providers and as a peak body of aged care provisiéostake an approach of
continuous improvement and improve things wherewecan to ensure that services
are of the best quality.

DR McEVOY: Well, in that paragraph 21 you mentiarparticular shortcomings
in the policy or legislative scheme and, of coutke,delivery of services as being
responsible for some of these failures. | justitarunpack that a little bit with you.
What are the main things you have in mind whenryailke that reference in that
paragraph?

MS SPARROW: To the policy and legislative schePnes
DR McEVOY: Yes.

MS SPARROW: So I think, you know, we've probabljknowledged around some
of the issues that have happened where therelkieefaf care which we regret and
try and address. In policy and legislative | stggtm thinking about things like —
and ACSA would look at things like in home care vehtnere are 126,000 older
people waiting or in residential care where theey ime things that families or a
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resident may want that can’t be provided as a re$uwhose constructs that sit
around our service delivery.

DR McEVOY: So they're effectively funding congtrts that you're referring to,
and we certainly have heard a good deal of evidandeno doubt we will hear more
about those, but are you identifying or do you seeklentify in that paragraph other
shortcomings in the legislative scheme or in polioyre generally in this area?

MS SPARROW: Yes, | think that what we — what veehoticed over time is there
Is a changing nature in the residential aged capelation. When I first started
working in aged care it would be true to say treagle who came into residential
aged care were very much more independent, drolve earports, people would
drive in and out. That is not the case now. Reopme in at an older age. They
often come in now with much more complex healtle @rd we heard from
Dementia Australia earlier about the number of ¢hesople who have dementia.
We think that with some of the those changes, perb@your point about the
funding, that the funding hasn’t kept pace and daesflect the changed nature of
residential aged care and one area that clearlpd®s discussed quite significantly
of late is the access with and interface with printeealth care.

DR McEVOY: So there’s a couple of policy areas.

MS SPARROW: Yes.

DR McEVOY: What about the legislation?

MS SPARROW: The legislation sets how serviceslmadelivered.
DR McEVOY: Sure.

MS SPARROW: There are separate legislative agpexato primary health care
and to aged care and also around a theme thaoig isubmission, around dignity of
risk which I'm sure we will talk about at some pitoo.

DR McEVOY: Yes. But | understood you to be sayin paragraph 21 that you
apprehended that there might be shortcomings itetiislative scheme, and so |
suppose what I'm inviting you to do, to the extgot think there are, is to outline,
perhaps in broad compass, what they might be.

MS SPARROW: | think in what I've touched on i®and the legislation and
regulation is around dignity of risk for older pé@pwhich I'm happy to expand on
more when we come to talk about that element. tiBere are also issues, as I've
said, around the different constructs for primagglth care which perhaps impact on
people’s access to important GP and medical sexrviten they're in residential
aged care.

DR McEVOY: Turning then to the statement ther@amagraph 21 that:
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Approved providers are committed to continuous oapment in the delivery
of service, particularly in relation to quality arsgrvices.

Can you perhaps provide some examples of areabdhatbeen identified as
requiring improvement and the steps that your pleng are taking to effect those
improvements?

MS SPARROW: | can’t give you specific or realtanrsces rather that it is an
approach, and that we support providers througlgeneral work and through
consultancy services where there has been perhalpgtaoming that needs to be
addressed. And we also, in terms of our policyabcacy look at those areas and
what needs to change to support aged care provwleediver quality of care.

DR McEVOY: Well, take, for example, the qualityasdards, do you consider that
— that they encourage continuous improvement?

MS SPARROW: Yes. | do consider that.

DR McEVOY: Now, of course, there have been sigaiit recent reforms with the
establishment of the Aged Care Quality and Safetyn@ission. ACSA, | think —
and this is something you deal with later in yaatement — ACSA was supportive
of the creation of the commission.

MS SPARROW: Yes.

DR McEVOY: But it did, you say, have some conseabout how clinical care
could best be supported and how effective seriotigént reporting could best be
achieved. | wonder if you might explain what camseyou had in mind in that
respect?

MS SPARROW: Sure. With respect to clinical carethink clinical care

obviously is absolutely critical in aged care. (h¢he debates or the considerations
that we have is should aged care continue to hdatagl completely separately from
any other system. So one of our discussions fd8A@as there is already a clinical
care and a chief medical officer for health sersiggth the Commonwealth; would

it not be better that those same standards anavdsatielivered across aged care
rather than creating a separate aged care regulafioat is a theme when you look
at aged care that we often create completely sepaggulation, rather than looking

at regulation that already exists.

So on clinical care we need to look at both nurgingesidential aged care but also,
as we will talk about and | know there has alrelegn discussion around the role of
GPs in aged care, the role of visiting speciatistsing to aged care, they all need to
be regulated. And | guess our question was, watsost done through the system
that already exists in health or did we need tatereomething different. So, as |
said, we're supportive of it, obviously want thesbelinical care but it's a question

of do we continue to silo things and put aged saraewhere over here separate or

.ROYAL COMMISSION 19.2.19R2 P-421 P.L. SPARROW XN
©Auscript Australasia Pty Limited DR McEVOY



10

15

20

25

30

35

40

45

do we actually run it through the same standardssgetems that exist in the health
system. That was clinical care.

The other one you mentioned was the serious inti@gorting scheme. Again it's
really important that incidents are reported. @umcern though is to make sure that
the regulation supports and protects older peapdietleere is — there was a question
in our mind about whether some of the reporting Wes proposed would actually
do anything to improve the service or the supparttie individual or just replace —
just create an additional reporting burden to ayanisation that may not then come
in and do anything that supports the resident.

DR McEVOY: Well, just going back to what you sadninute or two ago in
relation to the new commission, | think you useglword siloing the problems of
aged care. Do you take the view, do you, does AG&4 the view that that is
perhaps what has happened with the establishmenisafommission?

MS SPARROW: Not so much with the commission beedhere are specific

things that are aged care specific that need todde=d at but in the instance of
clinical care where we’re talking about health s&g across the board, not just what
the nurses in aged care do, we thought that thafpetential that we could not have
that as a separate aged care but across and bacamgbof all of the health

specialists who go into and interact with the restdn residential aged care.

DR McEVOY: So how would you envisage your slighdlternative model, if you
like, working in contrast to what we’ve had nowrfrd. January this year?

MS SPARROW: Well, I think the — that it would think the main difference that
we’re highlighting is that it wouldn’t work thatféierently in terms of how it works

on the ground, but the important principle is thatould be fitting overall with

health services that all older Australians — als#kalians are receiving and that older
Australians have the right to receive in residértgged care. So it puts it in its place
with health and clinical services that any of tlpylation would be having, albeit in
this instance delivered in residential aged care.

DR McEVOY: Let me just take you back to the issfithe new quality standards
which, of course, take effect from 1 July this ye®hat do you think is required in
relation to outcome measures to assess whethstahdards are being met?

MS SPARROW: I'm not sure exactly what you're agkime there.

DR McEVOY: Well, the standards make — they hagerées of principles, if you
like.

MS SPARROW: Yes, they do.

DR McEVOY: By which providers — which providerseaequired to observe. But,
of course, inevitably there needs to be some assggsnade of whether providers
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are, in fact, observing the standards. And sdlyreahat I’'m asking you to focus
your attention on is what sort of outcome measomght be contemplated by the
commission in particular to ensure that the stasslare being adhered to?

MS SPARROW: And I think the assessors will gand look at the services that
are being delivered. They will take into accoumd safety considerations and they
will, importantly, talk to the residents and theniies themselves about the quality
of care that’s being delivered.

DR McEVOY: And you regard that as being the appaie measure — the
appropriate way to measure - - -

MS SPARROW: The new standards that are comimgith July; | think the
answer I've given sort of outlines in general terrhghink we will all learn more
about those standards and how they can best beireddsut in broad terms, yes.

DR McEVOY: | think you said earlier in responsedne of my questions that
ACSA supported the standards, that you supporstdredards. Do you have any
concerns that the standards are imprecise?

MS SPARROW: We support the standards becausethwse new standards
actually do is focuses much more on the individuad what the residents themselves
are seeking. So that’s an improvement, we thiekahse we think that’s actually

the focus of service delivery is what an individoekds and what they want to get
out of this service. We think that the issue muad the consistency of how that is
assessed across providers. We think that regalatid standards should be very
outcome focused so it does make it hard to be pegise because it is going to be a
little bit based on what the individual is actudipking for. The important thing

will be that the commission’s assessors are agtaalisistent in the way that they
address that.

DR McEVOY: So you — your position is you don'geed them as imprecise?

MS SPARROW: |- ACSA regards them as broad stat¢sthat are focused on
what individual residents need and want and wektthiat's an important shift.

DR McEVOY: Can | change the subject a littlednitd, still on quality though but
moving away from the standards, and talk to yowabwe use of CCTV cameras.
The Commission has already heard evidence indhisd of hearings about the
perceived desirability of having cameras in indiatl— in public areas, communal
areas of residential facilities but also in certingumstances, and obviously when
the resident consents, to having them in individoams. What's ACSAS view in
relation to that? Is that the sort of measurdHerprotection of residents and staff
that ACSA would support?

MS SPARROW: I think the key thing that you idé&etl there is that it is around
consent of the individual whose room it is. Thera’patchwork of legislation and
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requirements that are State-based which meansot’secessarily a simple thing to
do. So for me the key thing in that question & this actually about consent and as
we know there are CCTV in many of the public aieasged care already. | think
that it's an important principle that the individirathat room and their family,
particularly if the person has cognitive issueg thia supported to make that
decision and providers often do actually now —uratommon for a family to come
and say to a provider that they want to put a C@¥d a room and the provider will
often facilitate that. But the key thing has tovays be the consent of the individual.

DR McEVOY: When you say a provider will often fiate that, is that routinely
the case in your experience?

MS SPARROW: [|don’t know that it's routinely tlkase but we have had instances
where that has been the case where the familydidshey are concerned and the
provider and sought the appropriate consent an€ @iV into the room. As | keep
saying, the key principle in this is the consenthef individual.

DR McEVOY: And also, presumably, the preparedréshe provider to incur that
expense?

MS SPARROW: In those instances, yes.

DR McEVOY: And is that a particular issue here,you think?
MS SPARROW: The expense?

DR McEVOY: Yes.

MS SPARROW: | think, you know, you will see thpbviders are under financial
stresses and strains but | think that most prosideruld be more concerned with
ensuring, if consent has been obtained, with enguhat that was — that was
complied with.

DR McEVOY: Do you have particular experiencelagtas an issue with your
providers or are you speaking at a level of geitgratre?

MS SPARROW: Well, I guess I'm doing both. I'vachsome specific instances
where the members have talked about the issuehardifficulty and making sure
there is informed consent around that and it'scwvigier member that I'm talking
about that actually worked with a family and agreegut that in but also, obviously,
speaking at a general level.

DR McEVOY: Can | move to the issue of home cahécW is clearly a significant
one in the work of the Commission, and also yowealt with it extensively in your
statement. You've mentioned — | think this is atggraph 24 which we might bring
up — that recent changes in home care packagesthegannds go directly to the
consumer rather than to the provider. | want toyaa a couple of questions about

.ROYAL COMMISSION 19.2.19R2 P-424 P.L. SPARROW XN
©Auscript Australasia Pty Limited DR McEVOY



10

15

20

25

30

35

40

45

that. In the first place, do you think that thivehtion of home care packages to
individuals rather than providers results in adretiutcome for the individuals who
are the recipients of the service?

MS SPARROW: Yes, we do — | do think that in termfisvhat happened in the past,
was that the packages were allocated to providetsfa consumer or an individual
needed a package and was assessed as being ¢hgiyplead to go through trying to
find a provider that had a package at the levet tteeded. This actually allocates it
to the consumer and to that extent gives them gradility to take their package to
a provider of their choice.

DR McEVOY: And in a practical sense, how doeg thark for consumers?

MS SPARROW: And I think we've talked a little laibout some of the difficulties
with that. So in principle, the consumer has taekage and can take it and for those
where it works well through My Aged Care they idBn& service and they can take
their package to that service provider. We do kiaod heard this morning around
some of the challenges with My Aged Care and waktthat there does need to be
more support for individuals to navigate the systard find the support that they
need that is going to best meet their needs.

DR McEVOY: More support in what dimension?

MS SPARROW: Really at the moment they would gérmmation through My
Aged Care. They would get letters, which as Demghtistralia said this morning,
sometimes they don’t understand what the lettellimg them to do. The
government is about to trial a navigation serviw tctually gives people support,
someone that they can talk to so that they canratadel what's in the letter and
clearly the letters should be written in plain Esiglbut perhaps aren’t currently, but
nevertheless it's support for those individualshien find the services that they need
that’s not just on a website or on a phone cahd Ave think that’'s an important
principle and would actually advocate. It's gobdttthere’s going to be a trial but
we think from the experience and from everythirgf the know around the system,
it should just be being progressively rolled owtanrd the country rather than being a
trial.

DR McEVOY: Does ACSA play a part in assistinghis sort of endeavour?

MS SPARROW: So ACSAs role would be to advocateriaking the system better
for older people. Individual ACSA members ofterl wiep into the breach when
there isn’t support for a person to explain theetedr to help them to find a service.

DR McEVOY: Well, just on the subject then of piders, | was going to ask you —
| mean, you've said a number of things about hadivduals are finding the
changes in the home care package regime — what ptmuders, your members,
what are their views about how it's working?
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MS SPARROW: Itis a challenge for providers, argped system where the
funding that was automatically allocated to therwmgmes to consumers, so there
has been some challenges associated with thaty bfahe providers we talk to are
very concerned about the 126,000 people who ateeowaiting list and that tends to
be the focus of our — of our discussions. Theeesame issues that have come up
around guidelines though, around what consumersacially utilise taxpayer
funding for, and there are some instances wherguttelines are perhaps not as
clear as they could be, and some interesting régjtiest come through that need to
be considered in terms of is it appropriate oramat does it best meet the individual
person’s need.

DR McEVOY: Can you give some examples of that?

MS SPARROW: Yes. One of the examples actualthénstatement is around a
thing that’s not uncommon to do in a home care pgeks to make some
adjustments to the bathroom to put grab railsamd that sort of things — to do those
sorts of things, so we do that routinely. But ohéhe questions that has come up a
couple of times now since consumers and their familave more say is that they
didn’t particularly like the grab rails that weratpn. They thought that they might
affect the resale of the house. | guess | undsistdny people might have that view
but, actually, our concern as providers and theofisgxpayer funding is about
making sure that what's provided is fit for purpésesupport that person to live at
home while they are living in that home, not theot the after-effects.

DR McEVOY: Well, what does that say about thedglines? Does that say the
guidelines are in need some of re-working?

MS SPARROW: | think the guidelines are in needahe re-working and we need
to do that carefully though because one of the mamb principles is that there’s
more choice for consumers but | think we need$o ahlance that with what's the
right support and what’s a reasonable expectationge of taxpayer funds.

DR McEVOY: What's your view or ACSAs view abotet introduction of the new
packages that have recently been announced in t@rraducing or even working
towards the elimination of the waiting period?

MS SPARROW: So it's good that there are new pgekdeing introduced and |
would suggest that there’s a factor where new pgekare introduced anyway, that
they grow. What has been good about having thelisgias disturbing as it is to
see that there are 126,000 people waiting, isit/sry clear case for why additional
packages are needed and the government has redmmdis terrific that there are
new packages coming through. But clearly — afanktit’'s over the last period of
time and there was a recent, 10,000 | think oveddlt six months or so, it has been
40,000 packages but against a waiting list of 12® j@ackages, it's not enough.
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DR McEVOY: Well, what about the supply side?thsre an ability, in your view,
for your members and others to, in fact, supplytish@ecessary to take up the
demand?

MS SPARROW: | think that there are two things #&ntle funding and the
packages are there then providers will work tovéelthem. There are — and it does
touch on the workforce challenges in making suat We have the workers to do that
and that will slow it down but to have the numbgpackages that are needed,
providers are standing by ready to take that on.

DR McEVOY: I'm going to move away from home cana)ess there’s anything
else in that — on that subject that you would waradd.

MS SPARROW: Only to say that, you know, many nmueeple are supported to
live at home. So we support 1.3 million peopleeary The majority of those are in
home care and, in fact, the majority of those peapé supported through the
Commonwealth Home Support Program. We're talkiagetspecifically about the
home care package program. We do think it's ingydrthat we look at home care
overall, so both what happens in the Commonweatiimé! Support Program and
what happens in home care packages to try and imakaore seamless experience
for older people as they need to come in and gleadch more needs to be done. It
is where older people want to — they want to stayoae, they want to be supported
at home. It's important that we get that end ef $lgstem right, that it works.

Many people are waiting for high level packages aedheed to make sure that
they’'re supported and we think that people areimgior high level packages,
they’re waiting often for more than 12 months byiethtime they may have entered
residential care or have been sent to hospitall gbess I'm saying we think it's an
incredibly important area for us to get right anel meed to take an overall view and
look at home care packages and also the CHSP te suak that older Australians
can get the support they need.

DR McEVOY: When you say much more needs to beedorhis space, you're
talking, | think, really about funding?

MS SPARROW: Increasing the number of packagesd you did raise the issue of
the guideline and making sure that those issuesleae and educating families and
consumers about what sorts of things can and bardione under a home care
package.

COMMISSIONER BRIGGS: Might I intervene there gndt ask do you know, Ms
Sparrow, what'’s the average lead time, once a m¢wfgackages is announced,
before they could be implemented on average? Ahihk this draws a little bit on
counsel’'s comment about is the workforce availdioleexample.
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MS SPARROW: Look, | would like to check the siesi of that but it's a matter
of months if the workforce is available, ratherrtha residential aged care it can take
anything up to six years for a bed to come online.

COMMISSIONER BRIGGS: And your experience with fireviders in ACSA is if
somebody is assessed as needing a level 4 packdgleey get a level 2, how does
your organisation or that individual negotiate witle system to actually get their
proper entitlement. What happens?

MS SPARROW: Sure. So the way — my understandirige way the prioritisation
system works is if 'm assessed as needing a #ebeit | get a level 2, 1 do stay on
the prioritisation list as needing a level 4. Timaght be something to — for me to
double-check. That's my understanding of how itkgo So | will get the level 2
package while that's occurring and | should at spwiat, when a level 4 package
becomes available, be offered a level 4 package.

COMMISSIONER BRIGGS: And would that typically kgth the same provider?

MS SPARROW: It could be because the packagevistramsportable so it belongs
to you so if you wanted to have the same provideitlwould also be open to the
individual if they said no, we actually want to necto a different provider.

COMMISSIONER BRIGGS: And would it always be aglaprovider?

MS SPARROW: It's a single provider in terms ofahthe package is held but the
way that the services are delivered under the geclsathat it is around what the
person needs. And one of the changes that camelaxte in 2017 was that an
individual might request a service that the prowMao holds the package funds
doesn’t deliver and the provider can bring tharam outside.

COMMISSIONER BRIGGS: So there’s a lot of crossghasing. Is that one of the
reasons why the administrative costs with thes&auges are, | gather, around 30 per
cent?

MS SPARROW: So the administrative costs — | thonk of the things around the
administrative costs is I'm not sure that everybodgaying what their
administrative costs are counting the same thinggtink there’s variation. But
there are different models that call on differeryou know, create different issues in
terms of how administrative costs are capturederdihas been work done now,
though, around pricing transparency which ACSA arahy have been involved
with to try and make it clearer to consumers alvdhat the fees are and how they're
utilised.

DR McEVOY: Well, can | just take up that last poin answer to what
Commissioner Briggs asked you and you mentionegdngritransparency. Is it
proposed, is some sort of initiative proposed bySAMr some of the peak provider
groups to deal with that issue?
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MS SPARROW: So there has been a lot of work adtws board from government
and from all of us as provider representativessuaarer representatives, talking
about how we make it more transparent, but notquste transparent; it actually
needs to be meaningful. People need to underst@ndformation they're being
given so quite a lot of work has been done on ifevgoing to provide information,
how do we explain what it is that's being chargaed how do you then compare if
you're looking as a consumer to compare, how dooguapare and know that you're
comparing apples with apples.

DR McEVOY: Well, just on that, is there consistgnin your experience, between
providers in the way these administrative chargesvade?

MS SPARROW: It's variable. And picking up on Carissioner Briggs’ point,
sometimes it's to do with the model of servicel@ytve counted things differently.
So one of the important things about this work atbtransparency is that hopefully
it will make it more consistent across and not sabjo the way individual providers
might actually be calculating or capturing data.

DR McEVOY: Perhaps | will move to the subjectresidential care. | think in
paragraph 27 of your statement you deal with tloélprof individuals entering aged
care and how this is different from a decade arggm Can you just elaborate a bit
on that.

MS SPARROW: Sure. We've seen an increased r@rase of people coming in
at a later stage and partly that's because honeehzar been effective in supporting
people to stay at home. So people are coming@sidential aged care at a later
stage with more complex health care conditions thag perhaps used to. And
there’s some recent data from the Productivity Casaion report on government
services that goes to that point and shows achesddmains in the aged care
funding instrument in 2008-9 it was — for those ptaw health care it was 12.7 per
cent of the resident population that needed thedsglevel of complex health care
and last year it was 53 per cent. So it showsthieae has been a significant increase
and providers anecdotally have been talking abdmttfor some time. There’s often
a lag in data that shows what providers are agteaiberiencing on the ground.

DR McEVOY: As you say, | think in paragraph 28yolur statement, the Act
requires that:

Residential aged care providers maintain an adeguaimber of appropriately
skilled staff to ensure that the care needs of cacgients are met.

Now, we will talk about staffing ratios in a momdnit noting that ACSA doesn’t
support minimum staffing ratios, how do you sat fhraviders are to assess the
appropriate number of staff to meet this requiretfen

MS SPARROW: It's very much based on the profii¢he residents that they have
and the needs that residents have at any poiime tSo residents’ needs do change
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up and down and providers will staff accordinghatt It's important to note in this
regard that the StewartBrown data which is perloagesof the largest datasets we
have actually shows that there has been an inageasimber of hours per resident
per day provided in residential aged care which edflects the changing nature of
the needs of people in residential care.

DR McEVOY: Well, let’s focus on the skill aspeaftthat. How are providers
supposed to assess the skill requirements oftstafieet this requirement, bearing in
mind, of course, the nature of the workforce avd@do them with the personal care
attendants? How is that to be done?

MS SPARROW: The workforce is actually much braadeknow we focus a lot on
nursing and personal care, as we should, but Hrera whole range of other staff in
residential aged care that are also — also neled looked at and factored into our
staffing models and the support that’s provided.tt&re are — on here there’s allied
health staff as well, registered nurses but alscethre activity officers who play an
extremely important role. There are hospitaligffst There are a whole range of
staff that are factored into determining what ystaffing is to meet resident needs
and to make sure that the quality of care is goblie organisations have different
models of care and sometimes that requires diffetaffing. So a provider would
take all of those things into account in deterngnivhat staff and skills mix they
need to support the residents in their care.

DR McEVOY: | suppose one question that mighteahere is whether providers are
in a position to second-guess or to review thein gnocesses in ensuring that the
skill mix is right, ensuring that the staffing lég@re adequate to meet the needs of
residents. Are you aware of the extent to whiett th able to happen, does happen?

MS SPARROW: Well, it happens through the regulaystem so - - -
DR McEVOY: It certainly happens through the regaty system.

MS SPARROW: So the agency, as it was, and therission as it now is, actually
explicitly looks at that and determines whethenat providers are meeting.

DR McEVOY: Yes, and | accept that that happenthat connection but I'm really
inquiring about your level of knowledge of whetlieere’s anything organic, if you
like, in providers that enable them to look at thisreassess it, to review it
themselves outside the impositions of the regulator

MS SPARROW: Of course, and | think providers dalehat. I'm not sure that | can
give you explicit examples. It's something tha Ihappy to come back to you about
but | do though that providers have a range of @ggres that they use to ensure that
their models do meet that. There was the Workf&tcategy Taskforce that looked
at some of the different systems and models tlgahaailable for people to use to
review their staffing models and the way they'réwing care.
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DR McEVOY: | think in about paragraph 83 of yaiatement you identify that the
public has expressed a desire for more informatlwyut staffing and service models
which the providers are using. What are the chghe and the risks associated with
the metrics that attempt to compare staffing inlitaes?

MS SPARROW: And I think that's what we were jtedking about actually with
home care as well, that to be really useful tonglividual consumer looking at it,
you actually need to understand more than justi@dh@umber of staff on at any one
time. So different models of care require différemms of staffing. And so if you
can’t explain — you need to be able to explain wioatr model of care is and why
you're staffing it that way. Different environmerdnd different layouts of facilities
also impact on the staffing that you might needmt given point in time so being
able to explain that to people is important fomthi® be able to compare like with
like, rather than a blunt number which tells yomsthing but not the whole story
that you need to know as either an older persas @ family member about the care
that’s going to be provided.

DR McEVOY: And | suppose it's those issues relgtio different models of care
that inform the view that you hold in relation &tios?

MS SPARROW: That's correct.
DR McEVOY: Do you want to say something — anythimore about ratios?

MS SPARROW: Only that we do think that they'réhat they are a blunt
instrument. They don’t capture those variancesdifierences and that needs
change over time, and providers need to be alide feexible to do that. But also
that we do understand and support that if we cathgéright, in terms of explaining
models of care, etcetera, then we understand tieeder transparency but we don’t
think ratios achieves that.

DR McEVOY: Well, you say that you understand desire for transparency. Are
you saying that some form of ratios within the eoat - -

MS SPARROW: Not a form — not necessarily a rdiid, information about staffing
and staffing models within a residential aged ¢acdity that will inform people
about the type of care that they can expect.

DR McEVOY: So you really don’t conceive of anyatimstance in which it may
be appropriate, having regard to the different nedécare and the need to
accommodate that, and to be responsive to thaeisdtting of minimum numbers,
ratios, you don’t consider that there’s really aogpe for that?

MS SPARROW: | think there’s scope for transpayesw that people understand
how a service is staffed, but | don’t think thdilant instrument of a minimum
number of staff actually is very informative or gamtees better quality of care.
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DR McEVOY: Also, what do you say needs to be don¢his subject of staffing?
| hear what you say about transparency, but whabdosay should be done?

MS SPARROW: In terms of — I'm not sure what yeuasking me.

DR McEVOY: Well, appropriate numbers of staffdaccommodate the resident
mix.

MS SPARROW: And I think that the approach thélsen now around providers
working out what their staffing is based on thdedgnt model, their residents’ needs
is important, being transparent about that is irgydr having the process that we
have with the commission and an independent sarh@tking is important.

DR McEVOY: Let me take you then to the subjectofmplex needs which you
address in paragraphs 30 to 34 of your statentéan | ask you to just identify the
features of the system which make it difficult toyide care to those with more
complex needs?

MS SPARROW: So we look at the system, particylaadking here about
residential aged care, in terms of the way thateviinded and our ability to make
more complex health care needs is constrainedeletiel of funding that we have.
Residential care and the services for older petplé to be planned as if it's a
completely separate part of your life and thatersean expectation if you'’re in aged
care that every single need that you have will le¢ Imy aged care and, in fact, that’s
not the case. So we would say that an older persmsidential aged care has the
same right as you or | to primary health care,dspital care, to the whole range of
services that the rest of the community has becaessre not funded specifically to
deliver those services.

So we think it's important in terms of that, tha®$are able to come into residential
aged care and given the shift in our client popogatthat complex health care is
more important than ever. That also covers thikgsoral health, mental health,
psychosocial services and palliative care.

DR McEVOY: Well, can | just take you up on thépmct of palliative care. Can
you just enlarge upon that. What's your positibowt how that should be dealt
with?

MS SPARROW: Palliative care funding in the Ageat€ Funding Instrument in
particular doesn’'t work well. And we think that olumore needs to be done to
support residential aged care providers and taybnrpalliative care services that
other people in the community receive to suppooippeto have a good death.

DR McEVOY: That would be a very different modebugh, would it not?

MS SPARROW: In some instances, it would be aedgiit model. And | guess in
saying — with health care we're saying, you kndvghiouldn’t be the expectation that
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— well, there’s only two ways to address that. é@loeople in residential aged care
need access to health care services. We eithéneyatthrough the system that
currently delivers those health care servicesdergbeople or aged care has to be
funded differently to be able to deliver them.

DR McEVOY: And what's the position of your membén relation to palliative
care?

MS SPARROW: In palliative care, we believe — antiealth care generally, we
believe that we need additional funding and moppstts from the system where
those services are actually delivered for theak#te population.

DR McEVOY: | think you mentioned a moment agottbae of the difficulties was
attracting GPs to visit. What's your observatitwoat how that aspect of the system
is working or not?

MS SPARROW: And I think it doesn’t work well. $&s important to understand
that when someone comes into residential agedticayeare given, you know,
rightly, the opportunity to choose their GP. Seytimay choose a GP that they've
been seeing all their life or they may choose soraeadse to come in, so there is a
principle there where individuals are choosingrtiogin GP. As aged care providers
we can’t guarantee that that GP will actually atitand we don’t generally employ
GPs on staff. So GPs, we —they come in to atbgpatticular resident. We do have
difficulties with getting GPs to come into residahtiged care for a whole host of
reasons which I’'m sure they've already provided gm@nt on. But largely they
would say — the arguments that we’ve heard largedyaround they’re not funded
adequately to come in to visit someone in residéatied care and clearly it’s very
difficult and increasingly rare that a resident ganand visit a GP in their setting.

DR McEVOY: One of the problems you also mentiomegdaragraph 32 is the
difficulty or the concerns in relation to transféetween hospitals and aged care
facilities. That has certainly been a subject erdtiat we’ve had addressed to us by
a number of withnesses. Does ACSA have a positionitathis?

MS SPARROW: | guess it's the same position. Wekt that older people, if they
need hospital services, they should be able todnsferred to hospital and get the
level of care that they need. There is some dssondetween hospitals and
residential aged care about when that happensd éae providers transfer people
to hospital when they believe that a residents sidedpital level care. We believe
that hospitals should then deliver that care.

DR McEVOY: It’'s a little bit more complicated thahat though, isn’t it, because
often what appears to be happening in residera@lities is that people are being
transferred to hospital when there’s really goat-good need for that to happen.
They're being transferred, we've heard evidencey eéten because there’s not
adequate staff in place, there’s not adequateatgliof care for them, and the sort of

.ROYAL COMMISSION 19.2.19R2 P-433 P.L. SPARROW XN
©Auscript Australasia Pty Limited DR McEVOY



10

15

20

25

30

35

40

45

care they need is not really hospital care, it& greater intensity of care in the
facility. What do you say to that?

MS SPARROW: So | would still say we need peoplgd to hospital when they
need hospital level care but we have been talkogiathe changed level of acuity
and need in residential aged care, we understandhére are increasing concerns
about staffing levels and we do think that we — axahy members will say this —
would like to have more staff available to supg@tple in residential aged care, and
that would require additional funding to be achldea

DR McEVOY: Can | take you then to this questidperson-centred care which
you've adverted to at various times in the coufsgoar evidence. One of the
observations that you've made is that the systeragmtly doesn’t support what you
call the dignity of risk. | wonder if you might pkain what you mean by the dignity
of risk.

MS SPARROW: Sure. Dignity of risk is about aliagy people to make choices, to
be safe in the environment but also to make chdlegseflect what they want and
need to do. It may be easier to talk about itgivie some examples.

DR McEVOY: Yes, an example would be good.

MS SPARROW: So two examples: one example thatengsed in our witness
statement is actually around a person who wantsfter, dinner, walk to the local
shop to buy an ice-cream. That's something thaptrson would like to do, but
there is concern — regulation sets up a concetrtitbimay not be a safe thing for
the person to do. But for that person that's gaongave an impact on their quality
of life and it gives them dignity about them haveiwice. That's one example.
And there are ways that we can, as providersgitégulation supports and if the
community supports and understands, help that peécsdo that. We're not a
prison, people aren’t locked away. If somebodytwanm be able to go for a walk to
buy an ice-cream, and we can support them to des#ialy, it should be done rather
than just ruled out.

Another example — | seem to be going for food-eslaxamples, but another one
that’s oft quoted in aged care is about eggs amdst particularly in New South
Wales where you didn’t have the right to have &Boifled egg. Eggs had to be
boiled for something in excess of 15 minutes besdlusre was a slight risk that you
could contract listeria. Our view would be thaydiu are in your 80s and have made
decisions all of your life and perhaps fought mald war and brought up a family
and you wanted to have a soft-boiled egg you sheldble to have a soft-boiled
egg and that should be a choice you should betalf@ke. | understand the
regulation — that’s a State-based regulation ardood — has actually changed now
so that people in New South Wales can have, ®igitite a striking example which
people seem to understand the principle about whiglht want to, as an individual,
choose to have that, and should have the righerafian have that right taken away
by restrictive legislation or regulation.
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DR McEVOY: And is this concept of dignity of ridomething which your
members are saying to you is a concern for thensaneething that they wish to try
to deal with?

MS SPARROW: Yes. Yes, they do. They often teely can’t do some of those
things, mostly for concern about how the regulati@muld view that and how it
would be seen. So I think it's the way the regalats set up now is we'’re very risk
averse. We think it's really important to get thedance right. We think there has to
be safety for people but one of our jobs as pragidaould actually be to support
people to have the quality of life that they wamnd ahose small examples about
choices that people can make that give, you knowality of life and meaning to
them, we should be able to support them to do.

DR McEVOY: Can | take you, perhaps, to paragréplof your statement where, in
response to the question the Commission has posgumitabout whether you're
aware of any examples of good practice or innoeatmdels for delivery of aged
care services, you set out there, in the sub-papagr a series of examples of good
practice or innovative models for the delivery géd care services. | wonder if you
might just walk the Commission through those vagieyamples that you've
provided there.

MS SPARROW: I'm happy to, and please excuse tisegasier for me to read off
the page so my head might be focused down. Itisalg — there are some really
fantastic things happening in aged care and soffexefit models. We've talked
about the models generally so we’ve outlined wizat been called the household
model that a number of providers are now implenmgnivhich is that there are much
smaller groups, generally around eight to 12 reggliving in a household
arrangement. They work with their staff, they havare choice over their meals,
they can be involved in preparing the meals. Té¢sybe more involved in their
activities of daily living. Food is cooked on-s@ad they’re part of that. So it
actually is more like living in — living in a honevironment which many people,
it's what people kind of want so we’ve got the ¢thiadje of the complex health care
but people still want to live in in a home-like @mmnment. The household level does
that.

Montessori, | think people would know Montessorirem terms of child care but
there are a number of providers who are startingséothe Montessori model which
really does focus on the individual and, obvioukigtory, experience and
relationships and brings that into all of the -eiatl that is done. And Montessori
uses techniques that assists people learn procednderoutines which increase their
independence. So it helps people perhaps to have imtiative around medication,
using their walking frames and a whole range oép#irategies.

The Eden Alternative is one that has been arounsgldime time. It's one that came
out of the United States by Dr Bill Thomas andduoacern has been in aged care;
he talks about the three plagues of older agegldemeliness, helplessness and
boredom and his model is designed to actuallyveltbose. It has a great emphasis
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and organisations that use the Eden Alternative laagreat emphasis on providing
what they call human habitats so it's around cdntaith animals and children,
keeping people active and involved. So that’s dehthat’'s used in many.

In the Netherlands we’ve seen the Apartments FHer &ii Humanitas Foundation
which you may have heard about. That is an apaittthat you live in and as your
care needs increase the services actually comautavizere you live, rather than
perhaps moving into a residential aged care setfifiat’'s a model particularly in
Holland and they’ve done a whole range of otheouative things. They have
students living there and great intergeneratioslaltionships developing between
younger people and older people so that's a vdeyasting model.

The Butterfly Household Model of Care particulamgts on the belief and support
for people with dementia that feelings matter drat emotional intelligence is the
core competency. And so it focuses on moving softlee institutional features
around staff wearing uniforms and having medicio#dys and really rigid task-
based routines. Home Share is a model more fgleado are living in the
community so that might be that there’s an oldes@e living in a home that’s got
capacity to offer accommodation to — largely itlwig a student or someone like that
who is looking for somewhere to live, so they, xeleange for having somewhere to
live agree to provide a certain amount of hoursugfport to that older person.
That's agreed before the person moves in. Butstijaite an innovative model and
it helps two people. It helps the older person a@sd the person who has perhaps
moved to a new town and needs somewhere to lileegde studying.

There’s — the Dementia Village is the next modeltalk about. This, again, has
come from Europe. We’re about to have the firsheletia village built in Australia.
It's a gated community and it is like a communhgtanybody would live in. The
residents can then more safely move around thagell They can go to a shop and
have a coffee, whatever, so it's like they're liyim a village rather than just in an
individual setting. The last two that we talk abate a little bit different in that they
are models and actions that were taken to try mapdave residential aged care
specifically. So the first one we talk there abetitst talk about there is RedUSe
which was actually around medication managememnticpéarly antipsychotic and
psychotropics. It was a pilot program that wasdfohthat was terrific in terms of
taking a multidisciplinary approach which is absely what we need in this space.
And it worked with residential aged care staff, phacists and GPs, which is the
kind of partnership there to improve the way thaswone, to provide training on
the risks and benefits associated with that, am& actually shown that there was a
very high degree of satisfaction with that approach

And I think it did, it shows the partnership modékat it's all three that are involved
and supported more effective interventions. Unioately that was a pilot program
and the funding stopped for that and so it didaft sf get right around the country
and we would argue that those kinds of things ieedtually be in place right
around the country. And the last one, similarlgsva pilot project called Teaching
Nursing Homes. And that was about that often pegplinto aged care and don't
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necessarily have the support on their placementagadn, that there’s a
multidisciplinary approach to supporting peopleged care. GPS don'’t often in
their training go into a nursing home. So the id@a that we would create nursing
homes, residential aged care facilities that wemnttidisciplinary training sites. That
does two things: it improves people’s skill andlerstanding about aged care, but
also what we found out of that was people actual#ly liked working in aged care
and were more than inclined to say after they hadgated that they wanted to
move into aged care. And, obviously, it had faitdsenefits for the residents as
well.

So they are some of the ones we list. I'm surecthee others but they were the ones
that immediately came to our mind as being quit®wative and having a good
impact on the quality of care that people are kecgi

DR McEVOY: Perhaps finally, Ms Sparrow, can Itjteke you to this issue of the
absence, perhaps, of a culture of respect for ddstralians and how that might
best be fostered. What's ACSAs position in refatio that?

MS SPARROW: It's so important and it has beerdstic to see that the terms of
reference for this Commission embrace that becthgse is no doubt that there is
discrimination against older people and a prevgifiaciety view around ageing that
Is in the negative. We would like to see that éararound. That's why we’re
supporting the Benevolent Society in New South Walbo've created an
EveryAGE Counts campaign to try and actually dtatalk about the prejudices that
often we hold. I think you only have to look abigghday card to see how growing
older is treated. We use language around, you kndwat's a wonderful story to tell
about longer life and longevity, saying that, yomow, we talk about it as a tsunami.

There seems to be a connection between the grawimdper of older people and
describing it as a natural disaster, when in adagilit speaks to incredible medical
benefits and the wonderful things that older peapéeable to including caring for
grandchildren. And people continue to contributewe tend to focus just on the
negatives. So we think campaigns like EveryAGH@s which is why we’re very
proud to support that. We will work to, hopefulbducate people and remove some
of the discrimination that there is around oldevgde, which | think we see in many
ways in terms of across society in all walks c.lifSorry, | should also mention
there, too, that the Age Care Workforce Strategptedoes also talk about the need
for a social change campaign in a similar veinddrass some of that and also to
promote and reframe the aged care workforce. AG&Adone some work in that
regard to — on the Humans of Aged Care to talk glyaw know, we have over
300,000 workers in aged care. They're very dedatand we’re telling some of
their stories through the Humans of Aged Care abpbople understand what
happens in aged care.

DR McEVOY: Commissioners, | have no further qieest for Ms Sparrow.
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COMMISSIONER TRACEY: Yes. | would like to askiydo resolve, if you can, a
difficulty | have in understanding a lot of the @gnce we’ve received. We've been
told, for example, that the addition of funding kages, whilst welcome, is not going
to make a great impact, at least for a while, beedhe resources aren’t there to
provide the services that are being funded by thbaskages. We're told that there
are workforce problems, that there are just noughdrained people out there to
provide the services that are needed for the grpwapulation of elderly people in
need of either home care or institutional care.

On the other hand, your evidence seems to be theitrgembers are able to provide
the services that are needed by a wider rangeagfi@evho are presently awaiting
assistance, and that tends to be backed up bpthéhbit some at least of your
members are treating themselves as acting in aetitimp environment, advertising
their services on radio and television, trying tioeet people to their brand, rather
than somebody else’s, which tends to pull in theosgie direction. They wouldn’t
be advertising these services if they couldn’t pdexthem. You understand my
dilemma. Can you assist me in resolving it?

MS SPARROW: [do. I will try but I'm not sureahmy answer will resolve it for
you because | think both of those things are tiGe there is capacity. Our members
do want to — and can provide additional servicasthat’'s why we do see them, you
know, advertising. But it is true that we havertple the workforce in aged care by
2050 based on the current and the anticipated growthe number of people who
are going to need services. So I think there p@ciy to provide additional
packages of care now but we do need to also caatern increasing the number of
people who want to work in aged care. That's wieywe also done the work in
Humans of Aged Care, but also why we’ve increasgdwmrkforce and industry
development unit to try and educate people moraitadlbof the roles that are
available in aged care so that we have got the foark that grow.

We've done particular work in Tasmania which weimw trying to roll out around
the country that focuses on going into schoolstatking to younger people about
working in aged care. They generally don't thitoat working in aged care but
what we do know is the current generation — | thimy're referred to as the
Millennials — actually want to work in areas whéney have relationships and
meaningful connections and are making a socialribation. It's part of our job to
make sure that aged care becomes something thdyecathat they will consider,
not just in terms of personal care and nursing twigancredibly important but all of
the other roles that there are in aged care arbasglitality and gardening and
technology, that there is a whole range of thiings tve need to be attracting a
workforce for.

So I don't think that | did help you but | thinkahthere are — it's true that there is
ability to provide additional services if the fundiis made available for us to do it
but we also need to be looking at how we grow thekforce and making sure that
people understand that aged care is a pretty whuldeis a pretty wonderful area to
work in and you get the chance to make a differéagqeeople’s lives every day.
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COMMISSIONER TRACEY: | would also like to get yoo expand a little bit

about the concept of teaching nursing homes. Dwlerstand them to be institutions
like teaching hospitals where people seeking ngrgiralifications get practical
experience? And is that in conjunction with academaining - - -

MS SPARROW: Yes.
COMMISSIONER TRACEY: - - - at a tertiary institah?

MS SPARROW: Yes. So they are modelled on thabnmf teaching hospitals.
There’s a number of reports if you are interest@mnmissioner, that we could
perhaps provide that give you more detail abouteaehing nursing homes and how
they operated and what came out of that trial.

COMMISSIONER TRACEY: And was there an assessrdent at the end of that
trial that was published?

MS SPARROW: Yes, I think there was, but | needaable-check that for you but,
as | said, it was - - -

COMMISSIONER TRACEY: Look, | would be most graieff you wouldn’t mind
providing a copy of that to the solicitors to then@mission, because it does strike
me as being a very useful concept given that wegaireg to need an expanding
workforce of people with qualifications in dealingth the elderly, and this may be
one of the solutions. But | gather from your evide that the trial was run but
nothing has come of it.

MS SPARROW: Unfortunately, the funding that supead it stopped. | would

need to check whether there’s any that continuwegghin, this one actually came out
of Tasmania as well. But we will check, Commissgigrior the reports and send
some information that expands on that. And it wa$ortunately, one of the issue
was pilot programs and trials is they're very gbod it often ends that the funding
then runs out and you lose the — you lose whaistdreated in the system and that is
something that we’re concerned about long ternt,wieadon’t lose such great
examples as the teaching nursing homes becausergaight about that whole
multidisciplinary challenge that we have that teaching nursing homes actually did
assist with.

COMMISSIONER TRACEY: And in principle, | assunteat there would be a
significant proportion of your membership who woble willing to participate in
such an arrangement, provided it was properly sirad and funded.

MS SPARROW: Absolutely. The same with the Redpgfegram, we had many,
many members who put their hand up and wanted toviodved in that trial and
then because it ended weren't able to be. Sokgow, in our membership we see
providers striving to deliver and on the modelsafe we're seeing many of them
look at how do they deliver better dementia caosy do they get involved and
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create better spiritual services and chaplaincyiees and how do they provide
better dementia care. So there is a real ap@etdedesire amongst aged care
providers, that's why they do what they do. Theyvide aged care services because
they care about supporting older people and sotlyeg,want to be involved in
delivering good quality care but also they wanbéanvolved in where there are any
models that they can trial that will improve seedcthey desperately want to be
involved in those things, too.

COMMISSIONER TRACEY: Thank you.

COMMISSIONER BRIGGS: | would like to just ask yadittle bit around the
funding arrangements around palliative care. ¢eitect that funding is only
provided for about a week for palliative care ogoa go through the process of
applying for it?

MS SPARROW: | would have to check exactly thesdaythe weeks that it is
available but it is actually only available righttae end. And providers will talk to
us about it, it can be very difficult for them toosv that someone is palliative. So in
some instances providers have said by the timeenactually got through that
process and proved the person is palliative, tihgopehas passed away. But | will
check on the number of weeks or days that thatifignd actually available for.

COMMISSIONER TRACEY: Anything arising, Dr McEvoy?
DR McEVOY: |don’'t have anything arising, Commdszer.

COMMISSIONER TRACEY: Thank you, Ms Sparrow, venych for your most
helpful evidence and if you would be so kind agigt follow up with those
additional pieces of information, they will be akgt interest to us.

MS SPARROW: [ will do that and | want to thanletBommission for the
opportunity to present. We think there’s nothingrenimportant and our members
think there’s nothing more important than gettihgg right. We have a vision for
aged care that we want to see everybody be albéz#ive the services they need as
and when they need them at the level that the camtynwould expect and that’s
what we’re working towards as providers and keese®and work with you as the
Commission to also support that and achieve thiaboue.

COMMISSIONER TRACEY: Thank you.

MS SPARROW: Thank you.

<THE WITNESS WITHDREW [12.46 pm]

COMMISSIONER TRACEY: The Commission will adjouantil 2 o’clock.
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ADJOURNED [12.46 pm]

RESUMED [2.04 pm]

COMMISSIONER TRACEY: Yes, Dr McEvoy.

DR McEVOY: Commissioners, | would call Mr Seanohiias Rooney.

<SEAN THOMASROONEY, AFFIRMED [2.04 pm]

<EXAMINATION-IN-CHIEF BY DR McEVOY

DR McEVOY: Operator, could you please bring up tdocuments. The first is
WIT.0013.0001.0001. And the — yes, the secon@&1®M001.0001 which you are
now displaying. Now, Mr Rooney, you will see thia¢re are two statements there,
one of 31 January 2019, the other of 12 Februat@2@re they your statements?

MR ROONEY: Yes, Counsel.
DR McEVOY: Do you wish to make any amendmentthtse statements?
MR ROONEY: No, Counsel.

DR McEVOY: | should note, Commissioners, thatefation to Mr Rooney’s 12
February 2019 statement, there have been certdtenneelating to LASAS
membership and internal matters of that kind witiate been redacted but | would
seek to tender, together with the identified annesuthe first of those statements
and then as a separate tender, the second ofdtatements.

COMMISSIONER TRACEY: Yes. Well, the first statent of Sean Thomas
Rooney dated 31 January 2019 will be exhibit 1-46.

EXHIBIT #1-46 STATEMENT OF SEAN THOMASROONEY DATED
31/01/2019 (WIT.0013.0001.0001)

COMMISSIONER TRACEY: Now, in respect to the sedame, Dr McEvoy, | see
in paragraph 4 that there’s the request for thermétion contained in certain
identified paragraphs and appendices not to be raeaitable to other witnesses or
the wider public.
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DR McEVOY: That's so.

COMMISSIONER TRACEY: Is that the material thasHzeen redacted in the
latter part of that statement?

DR McEVOY: Yes, itis, Commissioner. Yes, thaight.

COMMISSIONER TRACEY: Yes. Allright. Well, thethe second statement of
Sean Thomas Rooney dated 12 February 2019, witltttieds, will be exhibit 1-47.

EXHIBIT #1-47 SECOND STATEMENT OF SEAN THOMAS ROONEY
DATED 12/02/2019, WITH REDACTIONS (0024.0001.0001)

DR McEVOY: Thank you, Commissioner. | shouldhmgrs have said to you, Mr
Rooney, but | will say it now, you can confirmake it, that the contents of both
those statements are true and correct to the bgstioknowledge and belief?

MR ROONEY: That's correct.
DR McEVOY: Mr Rooney, what is LASA?

MR ROONEY: Counsel, Leading Age Services Austradian industry association
for organisations that provide care and suppodpenodation and other services
for older Australians. May | say at the outséde lall Australians, I've been shocked
and saddened by failures in our aged care systémase failures are unacceptable
and | am sorry for the hurt that this has cauddg.aspiration is to realise a better
aged care system for our country and there aretlessrexamples of passionate
professional individuals and organisations thathd® every day. But it is clear we
need to do more and LASAs role is to support oumivers to be high-performing,
respected and sustainable as they go about theirimproviding that quality care
for older Australians.

DR McEVOY: Yes, and how do you go about suppgriijour members in that
respect, Mr Rooney?

MR ROONEY: The activities that LASA conducts agally in two key areas. One
is around representing our members and we dorthatrious ways at both

individual member level and at sector level in sigsions and inquiries and other
forums. We also provide a range of services apgaus to our members that assist
them in their operations and their performance.ul¥da assist, Commissioners, if |
was to provide some insight into the types of oiggtions that are in our
membership?

DR McEVOY: That was going to be my next questigin,Rooney.
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MR ROONEY: Sorry, Counsel.
DR McEVOY: Why don'’t you tell us that.

MR ROONEY: So our organisation and the membeat\e have are very, very
diverse and they match the diversity of providerthe aged care industry. We have
organisations that would be sole trader home caréqers with just a handful of
clients, right through to large-scale organisatitinat would provide care and
accommodation for thousands of older Australiafise mix of our members provide
residential aged care services, home care serarmkgalso some independent living,
retirement living services. They operate in evegyery State and Territory, in
capital cities, regional centres, rural and rencai@munities. The majority of our
membership are small to medium-sized businessethaircownership structures
span not for profit, faith-based, privately owned profit and also some government
owned and operated services.

DR McEVOY: And what role do you perform at LASKy Rooney?
MR ROONEY: So | am the chief executive office.@dfSA.
DR McEVOY: And what does that involve doing?

MR ROONEY: Well, | have overall responsibilitycaaccountability for the
operations and the performance of the organisatioeport to the board of directors
and | am appointed by the board of directors.

DR McEVOY: You touched a moment ago, | thinkyour answer to one of my
guestions on the services that you offer to youmimers.

MR ROONEY: Yes, Counsel.

DR McEVOY: Do you want to just tell the Commissia little bit more about what
services you offer.

MR ROONEY: So Commissioners, there’s a rangesofises. They span
information, so we would provide regular informatitm our members on key
matters happening in the industry, updates on agyl change. We would share
good practice guidelines as well as provide infdromaof currency and importance.
For example, we provide our members with a dailgis&vatch service so they are
abreast of key issues that are happening in thss ared the industry each day.
Another area of service is in advice. We condutat#onal phone line and we have
employed a number of principal advisers. Thesecpal advisers are people that
have vast experience in both residential care, hmareand retirement villages and
at any time that a member requires any informaioimsight with regards to an
operational matter, they can contact the princioliiser to get some advice around
what would be an appropriate thing to do in a eesé@uation.
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We also have an employment relations advisory semvhere a member could ring
up and seek some insight into how to deal withragrenel matter and getting back
to the point | made earlier, that the majority af members are small to medium-
size enterprises. They often don’t have thosestygiiservices and supports in-house
so that’s why they would draw upon our resourdgsyond information and advice,
we provide a number of events where we share goatdige as well as deal with
particular issues. For example, we're conductimgehinar shortly with regards to
pricing transparency in home care packages to lgoagl practice to our members.

We also conduct a national conference where welmternational speakers to

come and share good practice and | note some o¢stienony from Ms Sparrow
where she talked about some of those internatexahples and we’'ve had speakers
that have brought that information through ourarai conference. Beyond that, we
also conduct training. We have a registered tngiwrganisation that provides
accredited training for our members. We also mlea non-accredited training and,
again, this is for areas where members would reguprto-date or upskilling with
regards to skills and competencies of importandbeaavork that they deliver.

DR McEVOY: | don't think in there you’'ve mentioddobbying activity.

MR ROONEY: | beg your pardon, sorry, | was makinglear distinction between
services. The representation element of the waakwe do, so that is advocacy on
behalf of our members on what | would term issuemportance to our members
and | would argue also to older Australians. Wetigigate in many forums where
we are asked to bring forward the views and reptebe views of our members.
This is in the Aged Care Sector Committee, thedveti Aged Care Alliance, and we
participate in a range of submissions or inquitled government conducts on key
issues relevant to the industry and to the agesl symtem.

There is also occasion where we would advocatesbalbof an individual member.
We provide a service which we call the member adiecThis is a service that
works as a go-between a member who is having ae isgh regards to payment
and the government, who is the entity that is tkerthat payment. At times, there
are issues that arise with regards to the timeyyneat or disputes over what is an
appropriate payment to be made. The member advagskhivork with our member
to understand the issue and then go and work Wwihelevant departments or
agencies to be able to resolve that matter ap@igtyi So that’'s an individual
advocacy as opposed to a membership or sector aclvoale.

DR McEVOY: Operator, could you please bring upibx LAS.001.0001.0001.
Mr Rooney, this is an exhibit to your first statarhevhich | think is a link to — I'm
just waiting for that to come up so you can seé th@s, so you recognise that
document?

MR ROONEY: |do, Counsel.

DR McEVOY: Yes. So that's — perhaps you mighitus what that is, Mr Rooney.
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MR ROONEY: So that would be a list of submissiongnquiries or forums that
we have participated in over recent times. |H@call, | think that might be since
2016 where we have responded or participated isudtation or inquiry processes.

DR McEVOY: If you go to the bottom of that pageuwre looking at there and
three up from the bottom, submission to single aged quality framework —
guidance on standards, are you able to tell me thladatsubmission was about?

MR ROONEY: Counsel, if I recall, that was a subsimn — a consultation process
that was conducted in 2017. That was a governowrgultation process where they
had put out to industry stakeholders the drafbéstandards and guidance materials.
| think it was a rationale and evidence, | thinksvilae terms used if this is the one
that I'm thinking of. And we consulted with our mbers and provided feedback
through that consultation process.

DR McEVOY: Operator, could you please bring upwoent
RCD.9999.0017.0001. Does that look like the subimisthat’s referred to there at
the bottom of the other page?

MR ROONEY: It does, Counsel.
DR McEVOY: Yes. And were you involved in the nradk of that submission?

MR ROONEY: Our organisation was involved. Obatylin consulting with our
members to get their views on the consultation wetiards to the draft standards. |
wasn't directly involved in the production or thensultation process with our
members, but | do recall being involved in the sigroff of the document, yes.

DR McEVOY: Operator, | might ask you to take dotlie document on the left,
which is the exhibit from Mr Rooney’s statementt tauleave up the document on
the right, and could | also ask you to call upaske RCD.9999.0018.0001. Do you
recognise that document on the left of your scré&rRRooney?

MR ROONEY: Yes, Counsel. | believe that's th@gathat | referred to as the
draft statements or the — yes, the draft standaetsvas being consulted upon.

DR McEVOY: Yes. So it would be right to say, viait, that your submission —
LASAs submission on the right of the screen isspoase, if you like, to the
document on the left?

MR ROONEY: Yes, counsel.

DR McEVOY: Right. Operator, could you pleasetgpage 18 of the single aged
care quality framework, which is at 0019 of thatdiment. I'm sorry, we're at
cross-purposes, Operator. I'm talking about pa&jefihe single aged care quality
framework, which is the document on the left. N&v,Rooney, can | direct your
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attention to about point 6 of the page, towardsbibitom of the box, paragraph 2.3,
where you will see the words — and these mightrbadht up, Operator:

Care and services are implemented and continuouslyitored and evaluated
for effectiveness.

MR ROONEY: Yes, Counsel.

DR McEVOY: Do you see that?

MR ROONEY: |do.

DR McEVOY: Now, Operator, could | ask you, inatbn to the document to the

right of the screen, to go forward to page 11. NBWwRooney, if | just take you

down again to about point 6 of the page, that's pla@agraph above standard 3:
Delivering personal care and/or clinical care.

You see that statement there, that sentence:

Some LASA members have suggested amending clause@nove
“continuously monitored” to replace it with “reguléy monitored”.

Do you see that?
MR ROONEY: [do, Counsel.

DR McEVOY: Do you want to give a bit of backgralto why it was thought by
LASA or LASA members that that might be an appraigriamendment?

MR ROONEY: Counsel, | would suggest at the stgrpoint here is that the new
guality standards actually provide a greater proxigor an outcome focus with
regards to the quality that's delivered for olders&alians - - -

DR McEVOY: Yes, so Mr Rooney, just going backng question - - -
MR ROONEY: Yes.

DR McEVOY: - --could I just ask you to explaiwhy it was thought that that
might be an appropriate amendment?

MR ROONEY: | would suggest at the time that woliéve been seen as regulatory
— regular monitoring would be with respect to thegess of reporting that
information to the regulator. | guess, perhapshatime — and, again, | wasn’t
directly involved in the consultation — that “canibus monitoring” would perhaps
reflect an added burden on the people providingrifeemation. But not having
been involved in that consultation, | can’t be dbtdy sure. I'm quite happy,
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Commissioners, to go and get that informationnd fout what is behind that
particular statement.

DR McEVOY: Now, you would be aware, Mr Rooney,uldn’t you, that in the

aged care quality standards which are coming imtoefon 1 July, that suggestion
has, in fact, been incorporated by the governnaert,2(e) refers to care and services
being reviewed regularly for effectiveness. Arelyamiliar with that?

MR ROONEY: Yes.

DR McEVOY: Yes. | wonder whether you might agvégéh me, Mr Rooney, if |
were to make the observation that the amendmenL&fA has proposed, and
which has, in fact, been taken up, has the effexducing the standard required
because there’s no requirement for continuous raong of the effectiveness of the
services, and that the original idea of continumasitoring has been replaced, in
fact, with a rather more imprecise reference tgttarly”. What would you say to
that?

MR ROONEY: Counsel, | would suggest that that wasthe intent of the
suggested change to the — to the standards.

DR McEVOY: Yes, | wasn't asking you, Mr Rooneyoait the intent. | was asking
you about the effect. Would you agree that thahmbe said to be the effect?

MR ROONEY: It could be — it could be construedhat way. | would suggest the
intent, Counsel, really was really from a practigaispective, rather than an intent to
reduce the effectiveness of the standard.

DR McEVOY: So from a practical perspective, thient was to make it a bit less
precise. Would that be fair?

MR ROONEY: No, | don't believe that would be tinéent. To continuously
monitor something, | would interpret to be a reaht ongoing monitoring of every
activity that was being undertaken by a service.rélgularly monitor, |1 would
suggest, is something that would be more praditichéing able to provide
information with regards to performance and conmuéwith standards.

DR McEVOY: But don’t your members continuously mitor the effectiveness of
their services?

MR ROONEY: | would suggest that they do, butidse here, as | understand it,
is then how do they continuously report that tordgulator.

DR McEVOY: Well, if they do, why the need for thkange?
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MR ROONEY: Well, | would suggest, again, thataimes down to the practicality
of being able to report continuously externally lshimanaging the care of the
people that they’re looking after.

DR McEVOY: Is what you're really saying that itshit more practical if the
standards are a bit harder to measure, they'rg adguer. Is that the point?

MR ROONEY: No, I'm not suggesting that at alluosel. What I'm suggesting is
that in this particular instance, “continuous” wesSregular” has practical impacts
upon the people providing that information.

DR McEVOY: What do you think “regular” or “regulg” means?

MR ROONEY: | would suggest that in this case argations that are providing
their care and services have internal mechanisaismbuld periodically review
everything that’s going on in their organisatid®o they would have their own
regular internal reporting mechanisms to look bhaiber of the facets of their
operations. With regards to regular external repgiit really is at the request of, in
this case would be the regular — the regulatoeé&k shat information. If the
regulator wanted that on a monthly basis, thendbald be provided on a monthly
basis.

DR McEVOY: Operator, could you go to page 26apks of the draft aged care
quality standards consultation paper which is theudhent on the left,
9999.0018.0027. Just wait till that comes up, MoRey. Yes. Now, can | direct
your attention, Mr Rooney, to the document on #it br the page on the left which,
as | say, is part of the government’s consultapiaper in relation to aged care
guality standards. And could | direct your attentin particular at about point 3 of
the page under the heading Requirements, thabadmiginning:

The organisation demonstrates the following.

Do you see that?

MR ROONEY: Yes, Counsel.

DR McEVOY: It has now been brought up. So jestding that, 5.1:
Consumers experience, (a), a safe, clean, secelemaintained and
comfortable service environment. (b), a welconaing culturally appropriate
service environment, comfortable internal tempemguventilation and noise
levels.

Do you see that?

MR ROONEY: Yes, Counsel.
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DR McEVOY: So that is what at that stage the gonent was providing. | want
to invite you to go to page 14 of the LASA subnosswhich you will see there on
the right of the screen. And if you go down to bieading in the middle of the page,
Standard 5, Service Environment, you see thosesabiete, | will read them:

Under the requirements of standard 5 there is \iee particularly at clause
5.1(b)-

that’'s what I've just taken you to, of course —

to comfortable internal temperatures. This mayriberpreted that all services
are required to have air-conditioning. This ne¢al®e clarified in the
rationale and evidence section.

You see that?
MR ROONEY: Yes, Counsel.

DR McEVOY: Now, Operator, if you go to the Agedr€ Quality Standards 2018
which are to come into effect in July of this yeand if you go to 5.3(b) of those
standards, scrolling forward a few pages. Okay, M Rooney, you see there
under the heading Requirements:

The organisation demonstrates the following: thag service environment is
welcoming and easy to understand and optimises eatsumer’s sense of
belonging, independence, interaction and functi@mj the service environment
is safe, clean, well maintained and comfortable andbles consumers to move
freely, both indoors and outdoors; (c) furnitufiétings and equipment are
safe, clean, well maintained and suitable for thestimer.

So it's apparent, you would agree, wouldn’t yoattthere is no reference there to
internal temperatures and ventilation. That wdddight, wouldn’t it?

MR ROONEY: Yes, Counsel.

DR McEVOY: So is it the view of LASA that it's mecessary to have heating or
air-conditioning in residential aged care facibtie

MR ROONEY: No, Counsel.

DR McEVOY: So if that's the case, why was it seggd that reference to
“comfortable internal temperatures” be removed amdked, why was there a
concern that were they — were that reference nbétemoved, that it might be
interpreted that all services are required to Feaxeonditioning?

MR ROONEY: So, Counsel, | don't think that we'said we wanted anything
removed. What we sought in our response in thewtation process was
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clarification, if this now required all residentaded care facilities to install air-
conditioning. That was just — it was not an obgecto the standard. It was
basically just asking, is this the interpretatibattthe standard is now looking to
realise?

DR McEVOY: And so do you have a view about whetlieresidential aged care
facilities throughout Australia should have air-di@ioning?

MR ROONEY: My view would be, as it says in had gtandards, safe, clean, well
maintained and comfortable. “Comfortable” wouldessarily include appropriate
heating and cooling to ensure the comfort of tlsgdents and the staff.

DR McEVOY: So just going back to my questionyduld be your view and
LASASs view, would it, that all residential aged edacilities in Australia should
have air-conditioning and should have heating?

MR ROONEY: Should have appropriate, you know,licgoand heating to meet
the needs to provide a comfortable environment, yes

DR McEVOY: s it within the realm of contemplatidhat there might be aged care
facilities in Australia that would not need to haieconditioning?

MR ROONEY: Look, there could well be locationsex that's not a requirement.
But | get back to the point, the focus here is ematcome for the older person.

DR McEVOY: Sure.

MR ROONEY: Ifit's a requirement to provide comfevhich is both heating and
cooling, then that should be provided.

DR McEVOY: Well, where might those — you saiddatuld well be that there might
not be a requirement in certain locations whereamditioning — whereabouts might
that be?

MR ROONEY: Well, | guess it depends on the climabnditions of the location,
Counsel.

DR McEVOY: No doubt, it does. And just going kdo my question, where might

MR ROONEY: Well, Counsel, | would suggest if yoiin the tropics, perhaps
heating is not appropriate.

DR McEVOY: | wasn't asking about heating, Mr Regn| was asking about air-
conditioning.
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MR ROONEY: Well, there’s many ways to cool a roofir-conditioning is but
one.

DR McEVOY: What does that mean, Mr Rooney?

MR ROONEY: Well, 'm suggesting that there wole locations or there would
be service types and design types of buildingsdhatprovide a comfortable cool
environment. Air-conditioning is one way to realthat. LASA has not objected to
air-conditioning per se, in the consultation praceall we sought was clarification
from the government as to whether the requirensetttat all aged care facilities
have air-conditioning.

DR McEVOY: You've succeeded in clarifying it olaven’t you? That's the
effect.

MR ROONEY: Well, | don’t believe that’'s the cas@/e have to provide an
environment that is comfortable and meets the neetle older person in care and
also the staff. It needs to be either warmed otexbas appropriate.

DR McEVOY: Was LASA lobbied by members about sluggestion that air-
conditioning might be required?

MR ROONEY: | wasn't involved in the consultatipmocess so | can't speak with
authority on that. | can certainly take that oticebut | — | guess, obviously, the
question has been raised, so it must have beerdraysa member at some point.

DR McEVOY: The effect of what has happened, MoRey, in consequence of
this intervention is to reduce the burden for manmig in relation to air-
conditioning, isn’t it?

MR ROONEY: |don’t believe that's the case, CaeinsThat wasn't the intent of
the comment that was provided in the consultatimegss. It is the role of the
regulator to assess these standards to see wilatlyeare delivering against each of
the standards, and providers who are out thereeat#lg that care, you know, would
be doing their utmost to make sure that those aralscare adhered to and the
comfort of people they care for is absolutely asdur

DR McEVOY: Do your members — does LASA ever agtedor changes that are
in the best interests of residents at what mighthbaght to be the expense of
providers?

MR ROONEY: | would suggest that LASA has alwaysKed to ensure that we are
supporting our members to deliver the best possinie that they can,
notwithstanding that there are some constraintsarsystem, and more often than
not, this is where we have issue with a numbehioigs that are going on in the aged
care system. And if you allow me to expand on,thabuld suggest that we're in a
situation - - -
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DR McEVOY: Well, Mr Rooney, just before you de -
MR ROONEY: Yes.

DR McEVOY: - --what | might ask you to do issjuyo back to my question which
| will put to you again. Does LASA ever advocate €hanges that are in the best
interests of residents at what might be thouglmetthe expense of providers?

MR ROONEY: | cannot recall an occasion where weehadvocated any change
that | would see to have been — sorry, your wordewnot in the best interests of
residents or at the expense of a provider?

DR McEVOY: My words were whether there’s advocémychanges that are in the
best interests of residents, but at the expenpeowfders.

MR ROONEY: | cannot recall a — any occasion wlibet has been the case. What
| would say is that where that — an issue hasmrise would point out to

government or the regulators or whoever that witdt butcome would come a series
of issues that would need to be resolved from &igen’s perspective in order to
deliver that outcome.

DR McEVOY: Is there anything more you would liteesay in answer to that
question?

MR ROONEY: No, Counsel. |- as I said, that veboé my — my recollection.

DR McEVOY: Well, let's move then, Mr Rooney, torse of LASAS specific
policy positions. Let’s start with funding and tAged Care Funding Instrument.
You're familiar with that, of course.

MR ROONEY: Yes, Counsel.
DR McEVOY: Can you tell the Commission how thairis.

MR ROONEY: So in residential aged care, thereaar@nge of fees that are
provided to providers to deliver care. Hotel seeg, for want have a better term,
and accommodation. The Aged Care Funding Instrucheads with the allocation of
subsidy for care. There is a separate fundinpddel services, as it's called in the
Act, and that is what's called the basic daily f@ed then beyond that there is a fee
for accommodation which is a combination of eithdrond or a RAD, a deposit or a
DAP, which is a daily fee payable for accommodatidimose three streams provide
the fees, for want of a better term, for the residd=lements of those are means
tested, so in part the government will pay a sybsld part, the consumer, the older
person, would contribute to the cost of their care.

There are a number — | think it's around 44 pet oémnesidents are currently fully
supported residents, so fully funded by the govemmim The Aged Care Funding
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Instrument is basically the tool through which adividual’s need are assessed
relative to the subsidies that can be applied tetimg their needs. And the funding
instrument has a number of areas, activities dy di@ing, behaviours and complex
chronic conditions, and within there, looking a ttare needs of the resident, you
would then score what those needs are and thativiloeth assign a subsidy against
that individual relative to that set of needs.

DR McEVOY: So I think one of the things you idénin your statement, Mr
Rooney, is that the indexation hasn’t kept up whihincreasing costs of care. How
has LASA identified that? Is that something thanmbers are coming to you
saying? Is that the consequence of surveys opertent research? How — what's
your position in relation to that?

MR ROONEY: So just for context, if | take a bigg back, | would suggest what's
going on in aged care is the needs of older Auatralhave been growing faster than
the system’s ability to meet those needs, andpllags out in home care waiting lists,
it plays out in funding and a whole range of thin§¥ith respect to the ACFI and the
issue that you're talking about, in 2016 the gowsent made a decision to change
the scoring rules in the ACFI, and to also impletreefreeze on indexation. So
effectively what this was doing was asking proveder continue to deliver a
standard of care and a range of services, buféctgaying less for those, and so
there’s evidence to show there is a clear dispagtyween the rising cost of
delivering these care — these services, but a tiepan the subsidy or the fees that
are being provided in order to deliver that care.

And over the past two years, if you look at theenge sheet of a residential care
facility you will see about 70 per cent of expensdate to staff. We have seen in
the past two years a three per cent and a threa hall per cent increase in staff
wages from the Fair Work Commission. At that s@ime we’ve had an indexation
pause for one year across all fields in the ACHl ten the following year we've
had some of that indexation recouped but reallyritdexation is well short of CPI,
when it is applied, and the halting of the indexatand the changing to the ACFI
score has resulted in significant financial pressam many providers in residential
care.

DR McEVOY: Can | ask you, Mr Rooney, whether yeuaware of cases where
there has been abuse of the ACFI assessment ¢omd, t® increase the funding to a
residential aged care provider?

MR ROONEY: So at the time that the governmentehin change the scoring to
the ACFI, and to bring in this indexation pause, itionale for that change was — |
think the language was used was up-coding, optimisl think at one point it was
called — similar terms. And the view being tharthwas a large proportion of
providers that were behaving in a way that wasisgek maximise the ACFI
scoring.

DR McEVOY: Including LASA members?
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MR ROONEY: Well, that was the assertion by theegament of the day. Our
approach to that, when that was raised, was firall ave asked the government what
is the evidence to suggest that this is the cabe. evidence brought forward by the
government was that the budget for the ACFI wawvinlg out. We said, well, that’s
okay, but the starting point is the budget enoungtiné first place. We argued that
the issue here was perhaps more about rising aaiurgsidents, rather than a
budgetary issue, and we had put forward an altemaption for government to
consider, rather than what we saw as a very bhsttument that would directly
impact the care that was afforded to older peaplen that we would be
constraining the level of fees available to meeséhcare needs.

DR McEVOY: I'm just trying to establish in my ownind whether — or what the
answer to my question is. | think your answer toquestion is, well, there were
some issues, the government advanced a positio~ASé\, you asked for evidence,
but you're not altogether clear that there everewds that what you're saying?

MR ROONEY: That's what I'm saying, Counsel, ahtlexpand on that, the
alternative that LASA put to government was if government was concerned that
there was anomalous or erroneous claiming pattertiee ACFI, the government has
the ability to run an algorithm across the dataludgbe claims and if they saw areas
where they felt that there was any inappropriateal®ur then they should be
investigated. If there were found to be wrongdpthgn there should be some level
of penalty and that that should be reported tartlastry. So we had visibility.
Unfortunately, the government of the day chosetm@roceed with that approach.

We also heard suggested that whilst that procesgyaiag on, David Tune was to
conduct his legislative review of the aged carenmet and that was the opportunity
to look in detail at funding now, but also fundimgo the future, and we had
suggested that that was the appropriate time t& wih industry and consumers
and others to address a sustainable funding syrédetghe industry for the next few
decades, rather than having to have uncertaintyrestability in the funding
provided that could be changed, literally overnight

DR McEVOY: Allright. So what's LASAs positionnofunding and how funding
should work?

MR ROONEY: So, again, if | take a step back, &@m to look at how we would
appropriately fund aged care in Australia, | wosldjgest the starting point is to
determine what are the needs out there. Once derstand the needs then work out
what are the services that are required to mesetheeds and then from that, then
determine what standard of quality and safetygsiired then with regards to the
delivery of those services. The next point andredémental point which | see has
been missing from the system is once we agreeisthiie need, these are the
services and this is the level that that servierseo be delivered, what does that
cost? And as far as I'm aware, industry has badimg for what's termed a cost of
care study for some time because without knowingtwsthe cost, we can never be
confident that the subsidy that's provided is appiaie.
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Now, once we have that cost we can then work owipgmopriate subsidy and then
importantly put in place measures that would transptly ensure that we are
delivering that care to the right standard, wettequately funded to do that and that
the system can continuously improve through trarespy of information that gives
consumers insight into what’s happening but alswiders so they can benchmark
performance.

DR McEVOY: In paragraph 53 of your first staterhevir Rooney, you make a
reference to funding stress, and what you menkeretis the fact that investment in
new buildings and the refurbishment of existinglfies is slowing at a time, of
course, when we all know that we’re going to nests tof thousands of beds over the
next 10 years to meet rising demand. Do you hawe gwn data in relation to those
matters? I'm aware of the StewartBrown data.

MR ROONEY: So there’s two data points to notaddlition to the StewartBrown
data. The Aged Care Financing Authority has said vegards to residential aged
care — | think the latest report was we would rezgjsomething like 83 and a half
thousand new beds, new places to come online ider@sal care over the next
decade. That would require an investment of ar@&8tmillion. To put this into
context, in the last 10 years | think we broughtrenabout 33,000 places, so that is
a significant uplift in activity and building reqeiment. The other data point is we
conducted a survey of our members in 2018, | titimkas, to get an insight into their
experience of financial pressure, given that St#vawn was reporting significant
pressure. And through that, we found evidenceiggsst that instability and
insecurity with regards to funding certainty wassiag providers to put on hold
plans with regards to refurbishment or construciirosome cases.

DR McEVOY: Can I turn to the issue of margins, Rwoney. Obviously, return
on capital is a matter of significance to your mensb Would you agree with that?

MR ROONEY: Yes. Yes. Butreturn on assetsnkhs perhaps a better way to
describe it.

DR McEVOY: What sort of return would your privéte profit members, expect?

MR ROONEY: To be honest, | — 1 don’'t know. | dooperate an aged care facility
as a private owner, so | think a lot of factors lWdago into that. So there would be
the cost of the capital employed. There would kdale range of other motivations
that would need to be — be understood, | think]yeat the — at the individual
organisation level. | would say the vast majootyour members are small to
medium-size enterprises. The privately owned dpesanore often than not are
family businesses, often handed down from generatithey are in this business
because they care for the work that they do angdhee for the communities that
they operate in.

DR McEVOY: Well, | accept, of course, that yougmnally don’t run one of these
facilities but, of course, all of your members dod you're involved extensively in
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the representation of their interests. Are youaidé to give us some sort of a range,
at least in relation to the private providers?

MR ROONEY: To be honest, Counsel, no, | cannetaibse | believe that the
diversity of the membership base and the diffenendiels involved — | do not. | can
certainly go and survey our members. If that wdaddf interest to the
Commission, | could go and find out with regardsnembership what is the — a
range. I’'m happy to get that information if thad'sequirement.

DR McEVOY: Can I turn, Mr Rooney, to the issuenofses and personal care
attendants. As far as you're concerned, what'kéyefeature of care in both
residential facilities and in the home care sefing

MR ROONEY: Sorry, Counsel, I'm not sure | follosvéhe key feature.

DR McEVOY: Well, what do you regard as being fanmeental in relation to care in
both those settings?

MR ROONEY: Well, in both those settings | woulavie thought the starting point
Is compassion. We have a professional and pagsiomakforce. If you talk to
providers of these services, the first thing theyaoking for in their staff is the right
temperament that has the compassion to care fertiAnd then there’s adequate
skills, qualifications, and then it flows from tleer

DR McEVOY: And you would agree, | take it fromatranswer, that generally
speaking when things have gone wrong, there hasdmae sort of a breakdown in
that delivery of compassion, some sort of breakdowthe interface between those
providing it and the people receiving it?

MR ROONEY: Yes, Counsel. My reflection would dtethe heart of failures there
would be questions of either the character of poplolved. At times it could be
their competency or qualification. | think beyath@t, and certainly as being played
out in some issues that have been brought to lilgat,the culture of workplaces,
systems and processes can also be a contributtay.faBut then beyond that there
are also factors outside the direct control of ¢hi@stors that would impact and
availability of staff in some areas would be anregke of that; changes to the
funding would also be an example of that.

DR McEVOY: And you would accept that there hasrheover time, a decline in
the face-to-face contact between residents anesars

MR ROONEY: [|don’t have that information in froof me. What | will accept is
that there has been a decline in the numbers @fteegd nurses and enrolled nurses
in residential care over time. And that decline baen at the same time an increase
in the number of personal care workers. That emeehas also seen — and that
change has also seen an increase in the dire@atdrdurs of care provided to
residents.
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DR McEVOY: Why do you think that — that there-ishere has been over time the
reduction in nursing care that | think you accéetré has been?

MR ROONEY: | think what’s behind that is the uplskg of the personal care
worker, the requirement for that personal care wotl do more or do tasks that
might have otherwise been dealt with by othersave struggled in the work that |
do to reconcile the paradox between rising acuityhe — in a large number of
people coming into residential aged care and tthe+eduction in registered nurses
and enrolled nurses. | suggest that the way thatesolve that is through the work
of the workforce taskforce and the workforce sggtevhere the approach has been
to look at care being provided in a very holistiayvrather than focusing singly on
clinical care, understanding this as a more broadeof outcomes, holistic care or
wellbeing, that requires not just clinical care hutinge of other skills mix or inputs
that deal with social, emotional, spiritual andest) and what | would suggest is
required here in order to deliver the best careae for older Australians in
residential care is to work up an evidence basautiir research to come up with a
range of optimal models to meet all of those needs.

DR McEVOY: What makes you say that there has lagenpskilling in personal
care attendants in this period?

MR ROONEY: | would suggest that in order to -onder to be able to provide that
care there has been a greater requirement upoa pleosonal care workers. We — as
| said - - -

DR McEVOY: But that's a different point, with y@sct, Mr Rooney. I'm wanting
you to address your claim that there has been skillipg - - -

MR ROONEY: Yes. Solcan---

DR McEVOY: - - -in personal care attendants.

MR ROONEY: Sorry, Counsel. | can say from LAS&gerience in operating a
registered training organisation that we have —yradrour members would have
personal care workers that have been trained bgrganisation in certificate Il and
certificate IV qualifications over time. That Isetbasis upon which | would suggest
there has been an upskilling.

DR McEVOY: That's the bare minimum, isn’t it, NRooney?

MR ROONEY: That is right, but that's the persocate worker - - -

DR McEVOY: Yes.

MR ROONEY: Sorry, let me go back. There isniegulated bare minimum with

regards to a qualification for a personal care warkl he workforce taskforce
identified this as an issue and we have now moveahplement an Aged Care
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Industry Reference Committee which will set for tinst time a national standard for
gualification, and | would suggest that part ofttiwauld be looking at the
implementation of a bare minimum qualification torkwin aged care.

DR McEVOY: | want to do justice to your answery Rlooney, but I'm still
struggling to see where the upskilling is happening

MR ROONEY: Well, Counsel, all | can say is frony experience, in operating a
registered training organisation, our members fsked us to train their personal
care workers in certificate Il and certificate ¢Malifications. To me, that is an
upskilling of their workforce.

DR McEVOY: So that's the extent of it, you woddy?
MR ROONEY: Yes, Counsel.
DR McEVOY: So does LASA run training programs fl@amentia care?

MR ROONEY: As part of the certificate course, #oeredited training, there are
units for dementia care, yes, Counsel.

DR McEVOY: And is that something that is in amnse regarded as mandatory?

MR ROONEY: No, Counsel. For a personal care wo(kgeing), it is a — what’s
known as a core elective. For a personal careeavpdther category, it is not. It is
just an elective. We would argue, again throughlRC process, that that should be
a mandatory requirement for anybody working in aggcb.

DR McEVOY: Can I turn to the issue of quality arating systems. | think at
paragraph 33 of your statement, your first stateémeau note that there is — yes, it's
the last sentence, Mr Rooney:

A lack of robust and reliable information on thefpemance of different aged
care services.

What's LASA doing about that problem, if anything?

MR ROONEY: So this is obviously a fundamentates$or both consumers but |
would also argue for providers. For consumersy tteed to have enough
information to make an informed choice with regaathe people that are providing
their services. It's of fundamental importancer providers, it's equally important
to have information where they can benchmark gheiformance against others in
order to continuously improve. The work that LASAs done is participated in a
range of forums seeking to realise both those oo¢soand | guess my observation
in recent times has been the approach is realtg giloed or symptomatic, rather
than coming up with a solution that actually mektsneeds of the consumers and
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supports continuous improvement for the providdf$.can expand on that,
Counsel?

DR McEVOY: Well, what | would perhaps like youdo, Mr Rooney, if you
could, is to say succinctly whether LASA is doiny#ning about the problem that
you identify in paragraph 33, that is to say thatré is:

A lack of robust and reliable information on thefpemance of different aged
care services.

| accept that it's on the agenda but can you tellima tangible way - - -
MR ROONEY: Yes.
DR McEVOY: - --what’s happening.

MR ROONEY: So we have been participating in fosumith government with
regards to pricing transparency in home care. iBhatangible example. We have
participated in forums - - -

DR McEVOY: And what has come of that?

MR ROONEY: So there is now a process by whiclviglers are required to put on
the My Aged Care portal their pricings lists. Tdés further development to bring a
greater consistency in those prices. And what algo suggested is in that process
being able to expand the interpretation of theiseraligned to the price. And the
point being, price point is one element but thengis— that’s not the entire element
of a service. There are different models thatatevering that service and so having
some further explanatory information to explain]lywehy one price is X and the
other price is Y, there could be reasons for thiadl, so it's important for the
consumer to be informed as to why that is the case.

DR McEVOY: So in paragraph 70 of your secondestant, Mr Rooney, you say
that:

LASA is supportive of consumers having readily ssibée, appropriate and
reliable information that will enable them to makéormed decisions and
choices with respect to service types and servioegers.

So how is this to be done, would you say?

MR ROONEY: | would suggest that what we needdasdcome up with a model —
a tool or a framework, I’'m not sure how best yosatibe it, but for want of a better
term, a dashboard that would provide to a consunset of information that would
make sense to them and help them make an inforhmdec For example, that
could include things like information from the conser experience reports with
regards to that service. So you heard, | thinkemdy that those reports look at “Do
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| feel safe, do I like the food, do people carerf@”. Those types of things are
important to a consumer. Equally, a range of gppate clinical indicators might
also be appropriate for that consumer, as would tezord of the compliance
performance of the provider and also insight ihi $taff skills and staff mix.

All of that needs to be provided in the contextbiat is the model or models of care
that are being provided by that service, becaus# Hiose things that I've
mentioned as indicators would be — would be vagianld different depending on
those models of care and the types of people liegtwere caring for with regards to
their care needs.

DR McEVOY: So would you support transparency &fral that showed, for
example, that at provider’s facility A there woudd no nurse on duty at night, but at
provider B there would be a nurse on duty at nigffttat’'s the sort of thing you
would like to see?

MR ROONEY: | would suggest that that informatisrof importance to a
consumer and | think that information needs to towipged with the contextual
information around the model of care in that fagili

DR McEVOY: So do | take it as a “yes"?
MR ROONEY: Yes, Counsel.

DR McEVOY: It would be better though in all fatiés, would it not, Mr Rooney,
if there was always a nurse on duty at night?

MR ROONEY: |think the level of staffing and tekills mix of staffing needs to
reflect the needs of the residents. If it is shakat those needs require 24 hour
clinical oversight then that would be appropriate.

DR McEVOY: In paragraph 114 of your first statergeMr Rooney, you moot the
possible deregulation of residential care. Casklymu what you're driving at here?

MR ROONEY: As part of the Living Longer Living Ber reform agenda, there is
the expected outcome that at a point in time timéroband choice will rest with the
consumer. What that means in practice is thattineent model of the government
allocating bed licences to a provider and possalgn capping the number of
subsidised bed licences available across the gowatnld be deregulated. So in
effect, a provider could basically build a new légianywhere and provide their
service and the quality, price, etcetera, attributiethat service would then be, you
know, put to the market and the market would — waakpond because the older
person has the choice to choose that provider pesep to another one. That is the
intention of the reform agenda. It's outlined lre tNACA blue print for reform and
also the Aged Care Sector Committee’s aged cacirap.
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DR McEVOY: Can I turn, finally, Mr Rooney, to thesue of physical and chemical
restraints in residential nursing care. What's IB$osition in relation to
restraints?

MR ROONEY: So | mean restraint is a serious igsuociety. Certainly in
residential care it's a serious issue. We suppbédt the ALRC has said with

regards to the use of restraint is not somethirgettaken lightly. It needs to be a
measure of last resort. There are a number ofjshimat can be done to deescalate a
situation before you would use restraint. It mhestapplied with consent. Itis a
clinical decision in most cases. And it needsd@toperly monitored and applied,
obviously, with discretion.

DR McEVOY: Do you know whether the use of resttaiamongst your members
is trending up or down?

MR ROONEY: [|do not, Counsel. It's not someththgt | have requested from our
membership. | have just recently, in responsedemt reports around the use of
psychotropic medications in residential care, catelia very snap survey of our
residential care members to gain some insightthtqrevalence of the use of such
drugs in their facilities. The headline resporreafthat survey was that around 30
per cent of our providers, our members who respinaere using — on that day, had
30 per cent of their residents were being presdrihese medications.

DR McEVOY: 30 per cent of what you asked in relato a particular day, did
you, and you found that 30 per cent - - -

MR ROONEY: If I recall, it was conducted overeavfdays. It was a very snap
survey because | was concerned with the repottsedtme that there was — seemed
to be a significant prevalence of the use of thosdicines and | guess | wanted
insight into that from within our membership bade.response to that survey, what
we ended up then doing was share guidance matbaeksto our members with
regards to appropriate use, and then the Ministerpusly, came out and made
some announcements with regards to that and, agaispught clarification and that
was provided to our members.

DR McEVOY: But you don’'t know whether that was thie increase or reducing?

MR ROONEY: No, Counsel, because we had not pusiorequested that
information from our members. | do understand Wittt regards to the new Quality
and Safety Commission that the use of restrairitarrpacological restraint will now
be one of their screening questions that theybslusing in their audit process.

DR McEVOY: Can | take you, finally, Mr Rooney, paragraph 34 of your first
statement where you say that:
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Most providers make every effort to provide quatdye for those living with
dementia and at times presenting with severe behealiand psychological
symptoms of dementia.

Can | ask what'’s the basis for saying that, pa«ity if you're not aware of whether
the use of physical and chemical restraints isdirepup or down?

MR ROONEY: Sorry, Counsel, I've lost the threddhe question. Can you repeat
that, please.

DR McEVOY: Certainly. So if you have a look a@rpgraph 34 of your statement,
you will see there in the second sentence:

In residential care most providers make every etimprovide quality care for
those living with dementia and at times preseniit severe behavioural and
psychological symptoms.

And then on you go. I'm wanting to know what yduasis for saying that is,
particularly in light of the fact that you've juséid to me that you're not really sure
whether use of physical or chemical restraints B$A members is trending up or
trending down?

MR ROONEY: So that reflection is through constittia with our members. | think
what I'm hearing is you’re suggesting that thee®orrelation between members
providing care for people with BPSD and the useesfraint. Is that what I'm
inferring from the question? And that because w@tknow if restraints are being
— moving up or down that that is — that that sometoesn’t support that statement.
| - - -

DR McEVOY: The essence of my question, Mr Roomgyhat your basis for
saying that is. And | think what you’ve said to ieét’s through consultation with
your members that you're able to say that.

MR ROONEY: Yes, Counsel.
DR McEVOY: What am | to take that to mean? Sinrtphat they're telling you that
they’re making every effort to provide quality cars that why you say what you

say in paragraph 34?

MR ROONEY: Yes, but | think the qualifying statent there is whilst they're
doing everything they can - - -

DR McEVOY: Whilst they say they're doing everytgithey can to you, yes.
MR ROONEY: Whilst they say they’re doing everyitithey can, they report that

the funding provided to support residents displgy®SD is inadequate. That was
the thrust of that statement.
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DR McEVOY: Commissioners, for present purposekn’t have any further
questions for Mr Rooney.

COMMISSIONER TRACEY: Yes. Thank you very much f@ur evidence, Mr
Rooney. It will be brought into account in due Ks®uwhen we’re considering what
recommendations to make.

<THE WITNESSWITHDREW [3.48 pm]

DR McEVOY: Commissioner, just before we movehe hext witness, could | just
indicate that | did not tender two of the documeriteok Mr Rooney to in the first
part of his examination. The first of them | thiwias the single aged care quality
framework document which is RCD.9999.0017.0001.1 Bould seek to tender that.

COMMISSIONER TRACEY: Does it bear a date?

DR McEVOY: Yes, April 2017, Commissioner.

COMMISSIONER TRACEY: And its full title?

DR McEVOY: The Single Aged Care Quality FramewdrRSA submission.
COMMISSIONER TRACEY: All right. The care qualifamework document

dated April 2017 will be exhibit 1-48.

EXHIBIT #1-48 SAINGLE AGED CARE QUALITY FRAMEWORK, LASA
SUBMISSION DATED APRIL 2017 (RCD.9999.0017.0001)

DR McEVOY: And the second document, Commissionich | would seek to
tender, is the Australian Government Departmeniezlth single aged care quality
framework draft Aged Care Quality Standards comasioibh paper 2017 which bears
the identification number RCD.9999.0018.0001.

COMMISSIONER TRACEY: The Department of Health ZGdocument, the full
title of which appears in your tender statemenl, lva exhibit 1-49.

EXHIBIT #1-49 DEPARTMENT OF HEALTH SINGLE AGED CARE
QUALITY FRAMEWORK DRAFT AGED CARE QUALITY STANDARDS
CONSULTATION PAPER 2017 (RCD.9999.0018.0001)
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DR McEVOY: Thank you, Commissioner. Commissigr@vould now seek to
call Mr Nicolas George Mersiades.

<NICOLAS GEORGE MERSIADES, SWORN [3.16 pm]
<EXAMINATION-IN-CHIEF BY DR McEVOY

DR McEVOY: Operator, could you please bring upfvdD11.0001.0001. And
then, Mr Mersiades, do you recognise that docuragnybur statement?

MR MERSIADES: Yes, Counsel, | recognise the fpage.

DR McEVOY: And do you wish to make any amendmeatthe statement?

MR MERSIADES: No, thank you.

DR McEVOY: And are you able to confirm for the @mission that its contents
are true and correct to the best of your knowleigtbelief?

MR MERSIADES: Yes.

DR McEVOY: Commissioner, | would tender it thatsiment of Nicholas George
Mersiades bearing the identification number I'stdd and the identified annexures
to that statement.

COMMISSIONER TRACEY: Yes, the witness statemeniwolas George
Mersiades dated 31 January 2019 and the anneXaetd will be exhibit 1-50.

EXHIBIT #1-50 WITNESS STATEMENT OF NICOLAS GEORGE
MERSIADES DATED 31/01/2019 AND ANNEXURES THERETO
(WI1T.0011.0001.0001)

DR McEVOY: Thank you, Commissioner.

Mr Mersiades, could you give the Commission yolirfame.

MR MERSIADES: Nicholas George Mersiades.

DR McEVOY: And you are the director of aged car€atholic Health Australia.

MR MERSIADES: Yes.
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DR McEVOY: And what does that role involve?

MR MERSIADES: That role involves, on behalf ofrauembers, the monitoring
and review of government aged care policies, dgweémnt of policy options,
alternative policy options, representing our merslerconsultations with the
government, and in consultation with other stakeéid and looking particularly at
system-wide levels, not — not service delivery leve

DR McEVOY: And in broad compass who are your meraB

MR MERSIADES: Our members are religious ordershdiocese, congregations
and the like.

DR McEVOY: So would it be fair to say that prettyich all residential care
facilities provided by Catholic religious ordersdocese in Australia are members
of Catholic Health Australia?

MR MERSIADES: The overwhelming majority would be.

DR McEVOY: And your members provide both resid@rand home care?

MR MERSIADES: And home support, correct.

DR McEVOY: And what’s your own experience in tged care industry?

MR MERSIADES: My experience is on — from — aseamployee of the
Commonwealth Government and in the various itenatmf the Department of
Health for a number of years. Then for a shorhtesith an aged care provider and

more recently with — as the aged care directorath@lic Health Australia.

DR McEVOY: And you're also, I think, the deputlyair of the Aged Care
Financing Authority.

MR MERSIADES: Correct.
DR McEVOY: And what does that authority do?

MR MERSIADES: It was set up by the governmern2@13, | recall, to provide an
annual advice to the government on the fundingfemashcing of aged care in
Australia.

DR McEVOY: Now, Mr Mersiades, in your statementbout paragraph 110 you
describe the aged care system as being primasiguoied around an outsourced
government service model where the government agggimost aspects of the
system. What would you say is the principal redsoithe system’s current design?

.ROYAL COMMISSION 19.2.19R2 P-465 N.G. MERSIADES XN
©Auscript Australasia Pty Limited DR McEVOY



10

15

20

25

30

35

40

45

MR MERSIADES: It stems from the fact that the Goonwealth Government has
been the major funder of aged care for a long, tong, and it was — it was probably
the way for the government to be able to contrdlays as effectively as possible.

DR McEVOY: So one of the things that you say @asequence of the current
design of the aged care system is that there aneruws areas where consumer
needs are not met and one of those is that intsedex type of aged care service,
families are constrained in their choice of sentigee. This is at about paragraph 53
of your statement. Can you just elaborate forGbenmission on the question of
why that is happening?

MR MERSIADES: ltis a by-product of the controkasures that the government
has in place for the — for the provision of sersjdhe level of service it's prepared to
fund. And it does that through provision ratiosl @ver the years that ratio has
altered and also the components within it haveedte So there’s — it's the
government that determines the proportion of theraV/rationing service that will

be residential and which will be home care. Arahd the widespread view and the
evidence coming through more recently is that coresypreference is to age at
home, rather than in a residential facility, antha moment the provision ratio has a
target of 87 places per thousand people over 7fefadential care, moving to 45 for
home care. At the moment home care is about 32.

DR McEVOY: So one of the things you say — | ththis is 53(d) of your statement
— is that the balance of care types are deternbgegbvernment, not by consumer
preference. So - - -

MR MERSIADES: That's right.

DR McEVOY: - - -the critique, if you will, is @t there’s an element of — a very
substantial element of central control in all asth- -

MR MERSIADES: Yes.
DR McEVOY: - - -rather than consumer driven-- -
MR MERSIADES: That's right.

DR McEVOY: ---demand. And another of the psithat you make is that
residential aged care providers who might haveaa geputation are limited in the
flexibility they have to expand their services hesmof the aged care allocation
round system. Can you just explain to the Commissixactly what you mean by
that?

MR MERSIADES: The aged care allocation roundoisisthing that’'s conducted
generally on an annual basis — not always — aopdtates within those provision
ratios and depending on the movement of populagrowth, there will be a number
of places advertised nationally and providers Havagpply for them, and they're
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assessed and if they're successful, they're grahiesk places in perpetuity. And it
means that if a provider — a provider has to haveezed those places in order to
qualify to receive government subsidies.

DR McEVOY: So I think the position historicallg that home care packages were
provided in a similar manner but as part of the2@forms that’'s no longer the
case. Does Catholic Health consider that a simp@roach should be taken in
relation to residential packages?

MR MERSIADES: Catholic Health puts a lot of empiseon the importance of
consumer choice and believes that that's wheregtoem should take us but we
need to do it in a very careful way. You can’'tatduce it overnight. It has to be
staged and carefully thought through.

DR McEVOY: So how might that be done in a wayt tivas not unduly disruptive?

MR MERSIADES: Well, the primary way is to givequee in the sector advance
notice, rather than having knee jerk ad hoc palieyelopment.

DR McEVOY: And do you think there is too muchtbét, do you?

MR MERSIADES: Historically, yes, that would beethase, but, you know, there
are circumstances which — which explain why it leapga that way. | mean, there
are budget restraints on governments and a levedlofverseness. Reform and
change is always risky and sometimes it's easi@ttsleeping dogs lie.

DR McEVOY: One of the issues you raise — and ithat paragraph 57 of your
statement — is the issue of unmet demand in reléidhe supply of aged care
effectively because government policy caps or natite services and the service
types. What are the major problems that that gilgesto?

MR MERSIADES: Well, the major problem it giveseito is that it generates the
waiting lists. We've always assumed there werdingiists or queues but we didn’t
know — but the policy reform around home care pgekathe funding following the
consumers for the first time made that transpasénmth | think took most people by
surprise at the extent of it. So you’re not ordyimg waiting lists, waiting times and
people missing out on care, despite their needst blso means that they’re not
having the same capacity to pick and choose theuiger. You know, it has
generally been the opposite. Providers have hathrsimonger capacity to be able to
pick and choose who they provided care to.

DR McEVOY: You've mentioned that there are isswéh the ongoing viability of
some providers, and this is particularly in conimectvith the financial pressures that
have been evidenced since the introduction of tpedACare Funding Instrument.
Can you explain what some of the issues with th&keBe from the perspective of
your members?

.ROYAL COMMISSION 19.2.19R2 P-467 N.G. MERSIADES XN
©Auscript Australasia Pty Limited DR McEVOY



10

15

20

25

30

35

40

45

MR MERSIADES: The biggest problem with the ACFElitiis prone to volatility
because of its subjective nature, and certain taicesispects of it which drive that —
which drive that volatility. At the moment we'r@igg through a period where the
government has sought to pull back on the rate@kth in — of — of ACFI
expenditure, which means that we’ve gone from mfeorelatively high level of
government subsidy to a low level. For exampléli#i18 there was no real growth.
In fact, there was no growth at all. The per restd per day figure in '17/18 was the
same as in '16/17. Now — but if you're looking-a&t the performance of the ACFI
in that way you really need to look at it over #mgirety of its existence, and in that
sense, the real increase has been 57 per centhatgreriod, which is — which is a
significant figure.

But the trouble is, it has gone from, you knowpfran average of 2.1 real — 2.1 per
cent real in one year up to 8 per cent in anotkar.yl mean, that's not desirable
from a government point of view or a provider pahwiew. Linked to that is the
issue of indexation. The issue there is thatrikhihe indexation formula is
particularly harsh, and as a result it's not kegpip, it's not faithful with the — with
price movements that are being incurred in comparsdxctors of the economy
which means that providers who administer the A@tederstandably look at ACFI
as the only avenue for having an impact on theiemee, as they're looking to
maximise it as much as they can. And that’'s wioy know, we have these — this
fluctuation from year to year which is to me isiadication of a flawed system and
that is precisely why the government has takerssiepevelop a — to work towards
a new funding model.

DR McEVOY: In paragraph 70 to 73 of your statemg@rst on the subject of
indexation, you refer to analysis that Catholic Hehas done. Are you able to
explain the outcome of that analysis?

MR MERSIADES: Counsel, I'm not sure which anasygou’re referring to.

DR McEVOY: So in paragraph 71, you will see théhere’s a reference to — at the
bottom of 70 and start of 71 there’s a referenc&G&A analysis, is that an analysis
which Catholic Health has also conducted?

MR MERSIADES: No. Not really. We rely on ourtdan the analysis that ACFA
does and also the analysis that StewartBrown does.

DR McEVOY: So where you say that the ACFI fundimgdel is difficult to
administer in 74, can you just explain to the Cossiwn what some of the problems
are there?

MR MERSIADES: Itis — ACFl is a very technicaldonent. It requires people
with clinical skills to do it effectively, and it eans it's diverting people with skills
which would be better directed towards the canesidents to doing this
administrative task. And, in fact, quite oftenuyknow, there has been basically an
industry that has also developed around providingydervice for aged care homes
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and, of course, providers pay for that. So thatleslsystem where — where the ACFI
is administered internally but by providers isgn#icant cost to the sector.

DR McEVOY: So insofar as the government is cuiyeconsidering alternative
funding models to replace the ACFI, which is | ththe subject of at least paragraph
75---

MR MERSIADES: Yes.

DR McEVOY: - - - of your statement, what wouldt@alic Health say, what
features should Catholic Health say any alterndtineling model might have?

MR MERSIADES: We would argue that the eligibilagsessment and the funding
assessment should be — should be done externaliyndependently, and we also
support the thrust of the Resource Utilisation @taksification Study which is
moving towards creating a funding system basedercéase mix system, which is
used throughout public hospitals. And also we Waurbue that that new instrument
ought to be administered by an independent statatathority of some kind, rather
than — rather than by the department or by prositteemselves, and that — that
independent approach is one that — that CHA hascated since the 2011
Productivity Commission review, and — and we weree-would argue that the
ACFA should have been an independent pricing aitth@ther than just an
advisory body on funding and financing.

DR McEVOY: Well, on the subject of financial viéity, you say at paragraph 88
that:

The financial viability of the aged care sectoaiprecondition for addressing
its future workforce requirements.

Now, you also identify that the caps that are pdame prices that residential
providers receive to provide personal and nursarg for residents influences the
standard of personal and nursing care that camdséded. Do you want to just
elaborate on that issue?

MR MERSIADES: If we're focusing on personal angsing care — that’s the
ACFI funding — the reality is that there’s no cadition between that funding level
and the achievement of a particular quality of aevell as not to mention quality
of life. 1 mean, the two — they're related butyie quite different. The funding
that’s delivered for — through the ACFI is reallgee, the ACFlI is a resource
allocation tool. It's — the government determiagtxed amount, essentially, this is
going to be the budget and what the ACFI tool dsehstribute that according to the
needs of individuals based on an assessment. Aand that's — that quantum that it
has has really just developed over the yearsealtyrhasn’t been subject to
significant analysis to see how it relates to thalidy of the care being provided.
The assumption is that, you know, we’ve got a ~wegjot a quality agency, you
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know, it's — it's delivering a reasonable leveloafre, most providers — most — the
overwhelming majority of providers are accreditedtamust be doing okay.

It's not really a sophisticated tool based on whegally costs to deliver quality of
care and quality of life. But the other one thai'so capped is the activities of basic
— of daily living which is capped at pension levefso for every resident anywhere
in Australia will pay 85, up to 85 per cent of ghension towards their living — daily
living expenses. That puts a cap on the qualityffethat can be supported there.
And, of course, you know, we don’t have red dolkamd green dollars so the care
money and the pension money can move across lathdrs.

DR McEVOY: Well, on the subject of money, you'nentioned in your statement
that increased care contributions by those whaaffand to contribute more is a
matter that you say the government should addressg forward.

MR MERSIADES: Yes.

DR McEVOY: What do you say — what does Catholeakh say might be
appropriate by way of change or reform in that rd@a

MR MERSIADES: What we would say — what we woudy sind | hope the Royal
Commission will say — is that we need to have &nat conversation about the
quality of aged care that we expect to have irfuh&e, and how we’re going to pay
for it, and — and there to be some analysis andasieplanning done which
indicates options about levels of consumer contidioy because at the moment — and
also we need to tease out the various stream®bfests, be they accommodation,
activities of daily living and personal care angort. They’re all quite different
and we take different approaches in them. Butavet¢alk about increased
contributions from consumers who can afford it wittvithout giving the

community and consumer something in return andhastto be greater consumer
choice and control and — and the option in termbiefquality that they expect to
receive.

So I'm trying to move away from an aged care systdnch is controlled and
managed to the nth degree by the government atehohsnove to one where we
have a genuine aged care service industry wheréhg'’ consumer that calls the
shots. And as well as that, | also recogniseribaevery consumer and family is
going to be as adept and have the functionalityetable to — to be effective in that
environment and therefore we also need to havéatether appropriate consumer
supports and the government is moving on — indhed but more needs to be done
there before we can open the system up.

DR McEVOY: Well, let's hope that we’re having apart of this Royal
Commission that conversation.

MR MERSIADES: Yes.
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DR McEVOY: What though — | mean, do you have imdrparticular structures,
particular ways that we might have a system whetlkére is more by way of
contribution by consumers for their care?

MR MERSIADES: Inevitably the conversation is ggito have to go to the value

of the land that people have got their houses cause most wealth — wealth for
most people is in their home and the land thatstan. And it would only take —
we’re not talking about the government still nohtrduting the bulk of the cost of
personal care and nursing care. It's a questionooéasing the contribution by those
—those who can, rather than taking the view thatyelast dollar has to be preserved
for — for inheritances. In 19 —in 2014, the vadfienheritances in Australia was $24
billion. If we could — if the community were alile agree that a small proportion of
that could be directed towards providing betteeaard services for our older
generation then so much the better. Now, thaZ81 figure. If you can go to the
Productivity Commission and get them to do an upd#tink you will find it's
considerably more.

DR McEVOY: And is it a position of Catholic Helltis it, that one feasible answer
to this conundrum is to tap into that?

MR MERSIADES: Yes, and that’s not just Catholiedith Australia. It was a
recommendation of the legislative review which dlad a number of other
recommendations looking at improving or securingt@nability of aged care
services. The current funding model we’ve gohatmoment is plain and simply
not sustainable. And we’re going to — as a regulfre going to have — have a real
cap and a blanket over the top of the quality o& @hich can be provided to older
Australians.

DR McEVOY: A necessary limitation, you say, abtgaexists and is only going to
become worse?

MR MERSIADES: Yes.

COMMISSIONER BRIGGS: Can | just check that. 8effect, Mr Mersiades,
you're suggesting that there should be a shifh@gdroportion of the cost of care
borne from the government to the older communitgulgh their estates to support
the demographic challenges we face with the sector?

MR MERSIADES: Yes. And that’s specifically to eath personal care and
nursing care. As | said earlier, you could takiferent approach to everyday living
expenses and accommodation. In accommodatioexémple, we have already got
market-based prices and the government in supgdtiose of lesser means virtually
matches those prices, not precisely but it's naaugh.

COMMISSIONER BRIGGS: Thank you.
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DR McEVOY: Can I just go to the issue of homeegaackages, which is
something you have something to say about in gbanatgraph 168 of your
statement. And you say there that the policy eéféallowing consumers to use
their home care package budget flexibly is onéyba regard as appropriate, but
you observe that it's problematic in practice foruamber of reasons. So what are
some of these practical problems that you arenatgto?

MR MERSIADES: It's really to do with the level ohspent funds. What we're —
what we’re evidencing is that there is significantder-expenditure of the individual
budgets that the — that go with the packages. |athst figures I've seen suggest that
it's around about $6000 a year. And that — whigans that providers have in their
custody — I think the last figure was about 35@@® million dollars. Now, over the
next three years or so we’re going to see the nuwitteome care packages going
from about 90,000 to 150,000 so unless consumenvi@lr alters, the amount of
money which is sitting with providers doing nothiilsggoing to be upwards of half a
billion dollars. The reason that was put in themiginally was to do with a bit of a
contingency. But obviously something is going ad aeople are not wanting to use
all those resources, and it could be that they neaated the full value of the
package in the first place.

We don’t know the answer to that question becalseenonly — they're allocated at
four levels; perhaps we should have more leveshould allow people to choose to
work with a package less than the assessed legaube people have got different
levels of resilience, they've got different levelsinformal support. So we’ve got all
this money sitting in providers, sort of layingadl The other reasons include | think
it creates — it can create a perverse incentivéhfiirmoney to be used in a way
which is not material to someone’s real needs. relcompetitive service
environment you can see where one provider wikhdleed to sort of say, well, | want
you to do this landscaping or put in a new fridgerhe and the provider said no, |
can't do that. And they say, well, the one dowa ithad will do it for me, why can’t
you do it. So, | mean, that system is — it als® iteperverse aspects. It creates a
contingent liability for the Commonwealth in thhisomething goes wrong with its
provider, someone is going to pick up the takcolild be lost. And bear in mind
some of that unspent money is also private monéyttzgre’s a fourth one which
escapes me right at the moment.

DR McEVOY: It's there in your statement. So veetonscious of what you say in
that regard. One of the things you suggest isttieae might be the introduction — or
one thing that might be worth considering is theaduction of debit card
functionality into the payment system. What's basis of that proposal and what
does that seek to address?

MR MERSIADES: It seeks to address the level oheyowhich is sitting with the
provider laying idle. And also what it does awayhw- this is the fourth one, | now
recall it. What — in being — being responsibletfat unspent funds, the providers
have to — have to ensure that it's properly acaifrr, that it's secure, which is
additional costs, so this is regulatory-related eosl, again, that is eating into — into
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the moneys which could be available for direct cikvery. And so — and also for
the government point of view, it reduces its cadtthe interest charges on money
that it has to borrow. And — and it also means tinvere’s — the contingent liability
goes away. | mean, in many respects the unspemeyrsitting in providers’ bank
accounts creates the same financial risks as amacodation bond or a lump sum
deposit.

DR McEVOY: Can | turn to the issue of access &xioal and allied health
providers.

MR MERSIADES: Yes.

DR McEVOY: One of the things you say — | thinkstfs in about paragraph 115 of
your statement — is that the current interface betwthe residential facility and the
health sector isn’t working in the interests of plediving in residential aged care
and this is — it seems to be a recurring themhberevidence that we're hearing. Can
you just indicate what are the issues that Catltédialth identifies in this regard?

MR MERSIADES: It goes back to the nature of tlealth system we have in this
country, and that is it's a characteristic of @ttt is quite fragmented — fragmented
in that we have a number of funders, a number dfbuholders, different
accountability arrangements. That works okay if’'ye got one health issue, a
single health issue. But for older people with ptar and chronic conditions where
it goes across a number of health requirementsraattical interventions, it becomes
a nightmare for them. And the problem we haveesidential care for residents is
that there’s a tendency to see residential case®f a standalone health service in
its own right when, in fact, residents should hénesame access to the wider health
system in the way — in the same way under Meditteateany resident of Australia
has.

And for a variety of reasons, there are difficidti®eing experienced in different parts
of the country in providing ready access to — tussthwider health services for
residents of aged care homes. | mean, there are&s where, through local
initiatives, they have sought to minimise thoséest barriers, and they’re working
fairly cooperatively together. But by no meanthist replicated throughout the
country, by no means.

DR McEVOY: Well, as you've identified, accessG®s is obviously a big issue.
What does Catholic Health say can be done to ettt particular part of the
problem?

MR MERSIADES: The irony is that the residents pe¢he number of GP
attendances per resident has actually been goingyap know, that’s the paradox.
But the — there is still reports of problems arsdis$pect that's because of regional
differences. The answer seems to be around prayalifficient incentive for GPs in
certain locations to actually attend. | think #isrprobably things that providers can
also do to make it a bit easier for — for — for @Rse they visit. | mean, there’s
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some providers have effective surgeries where feninstead of visiting the

resident in their own room they actually bring thiemthe surgery. Then there’s
questions of how good the paperwork is and how ntinoé providers — GPs have in
terms of down time in searching through someon&slecords to find out what is
going on. | think you heard a lot of these issuesy the GP spokesman yesterday. |
mean, they're the sorts of things that need tabkléd. | think My Health Record,

if it's taken up extensively by older people wotlelp in that regard. So there are a
number of things that can be done but there habe the incentives in place as well.

DR McEVOY: Palliative and end of life care is #mer aspect of the difficulty of
access. Does Catholic Health have particular viedvegit how that issue is playing
out and can be dealt with?

MR MERSIADES: We would — what we have found is@ssful is if the aged
care home and the palliative care services witenldcal health district can work
together. An aged care home can'’t be a hospiceamthave in-house specialists,
palliative care specialists such as nurse praogt®. The idea would be — would
have to be that there would be a palliative caeeigfist from — from the local health
service that in-reach into aged care homes. Armsime parts of the country that
works very effectively. In other parts of the caynthat service from the local
health service is available for people living irithown homes, but tends not to be
available for people living in residential fackis. So the model is there and | think
I've referenced in my statement an example in tRd Avhere it's working very
effectively and there’s no reason why it can't bplicated. And in fact — and the
government is seeking to — is embarking on a pragmtry and replicate that model
or variations on that model around the country.itSaot an issue that is being left
to go through to the keeper. The government r$iistgto move.

DR McEVOY: Another of the problems in this dimensthat you've identified is
the fact that quality of care can be compromiseg@dxy relationships that residential
aged care facilities may have with hospitals arddifficulties in establishing and
maintaining collaborative relationships with hoafst How do you see this problem
impacting on quality of care for residents?

MR MERSIADES: Again, it gets back to the factttha aged care home is not a
standalone health facility and there has to beithatface. It's to do with the quality
of the discharge information. It's the qualitytbé care planning that comes with —
and information that comes — if a person — thatiesg has had to spend a bit of time
in a hospital. It's more — it's mostly — then tbar— | think there’s also capacity for
— for there to be a direct communication aboutineumstances and how the
medication changes, to have that explained rabi@r the person just turning up and
being left at the front door by the ambulancesdme places it works well, other
places not so well. But it comes down to individuand their diligence and their
work pressures that they're under. Again, My He&ecord should help in that
regard.
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DR McEVOY: Perhaps we can move to areas of f@rovement. One of those
that you mention in about paragraph 20 of youestant is paying more attention to
reablement.

MR MERSIADES: Yes.

DR McEVOY: And social and emotional supports,iabengagement and
inclusion.

MR MERSIADES: Yes.

DR McEVOY: Can you say something about what Clathdealth is doing in that
department?

MR MERSIADES: A number of our providers are dotngre experimenting
successfully with making greater use of physiothista, exercise physiologists and
allied health generally to mobilise people, to teesocial engagement opportunities,
low level gymnasiums, all those sorts of thingsie Borts of things which when this
original specified care and services were writt@y Wwack when, these weren't part
of the lexicon. And this gets to the issue of gacacare home is just not a nursing
home; it's where people live and where peoplelaare a meaningful life and a
fulfilled life. And to do that, you need sociakinsion, you need social activities. If
you want to run a cheap aged care home, just yti@én the lounge chair and have
them watching television all day. I've seen tmat+ | spent a lot of time in aged
care homes a decade or so ago. Hopefully things moved — well, | know things
have moved on from that, but it costs money to leatities going for individuals
and social — social inclusion activities.

DR McEVOY: You mentioned the home independenogam in Western
Australia as an example of the application of geeablement and wellness. What
does all that involve?

MR MERSIADES: It was targeting the Commonwealtbnie Support Program or
the HACC program. So it was the early interventeerly — a low level intervention
when you first require some sort of assistanceatento be able to stay home.
Traditionally once a person received a level oéc#rey were on it for the rest of
their lives and gradually it was built on and buoitt and built on. What Gill Lewin
found in her work under the HIP — | forget whasténds for, home improvement
program, | think it was. And what she found waet ttven with modest
interventions and teaching people to adapt to treaiticular frailty or learning how
to cook or to — to give them some physiotherapgait restore their capability and
their quality of life, where they can carry on muchger with a better quality of life
and a lower cost to the government as well.

| think there’s enormous potential to take thadtafuirther with our CHSP and |
know the department has started working on trymigeplicate that system in
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Western Australia across — across all CHP — CH®8®Righers. So there’s a lot of
work that's under way, it just takes time.

DR McEVOY: Can I turn to the issue of younger jpleowith a disability in
residential aged care. Now, this is somethingionirse, that the Commission will be
looking at very carefully. Does Catholic Healthvbag/ounger people with
disabilities living in residential aged care faods?

MR MERSIADES: Yes, there would be, yes.
DR McEVOY: And what sorts of difficulties doesatihcause?

MR MERSIADES: Well, it's a question of putting younger people with an older
age cohort. | mean, their social interests areptetaly different. And it's not an
ideal environment. As — | mean, on a practicaksethe ACFI was never designed
to support — to meet the costs of meeting the nekdg/ounger person with a
disability.

DR McEVOY: So does Catholic Health have a viewwthhow these problems —
this tendency should be addressed?

MR MERSIADES: Well, it's a question of the fundeaf the disabilities system
providing other alternatives for people. Most deapith a — most younger people in
an aged care home are there as an absolute ladt rébere are examples where an
elder parent wants to stay with a child with a bdikiy. I've seen that and that works
well. But by and large, most people with a youngpung people in an aged care
home are there as a last resort because therethaoalternative.

DR McEVOY: Can I just deal with some workforceugs, and in particular the
issue of ratios which has been getting a good afeatitention. | think Catholic
Health’s position is that it doesn’t support — daes support the introduction of a
minimum staff ratio nurse/personal care attendaiptient. That's the position, |
think?

MR MERSIADES: Yes. That's our position. Ourwiés that there are a number
of other things, a number of other ways of addrestie pressing workforce issue,
and which should be looked at.

DR McEVOY: And do you want to just walk us thrduthose?

MR MERSIADES: Well, there are a number of aspéxis. Firstly, there needs to
be a significant upskilling of our personal carekers. The latest data, even though
there has been a significant upskilling that hagpkaed with personal care workers
over the last 10 years or so, we still have insgarvehere only 66 per cent of aged
care homes have more than 75 per cent of theitheaf PCAs with a cert 1ll. In
other words they’ve got no qualifications. In 33 pent there are no qualifications.
And that really plays through on issues on thempetence in terms of dealing with
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people with dementia and people with mental heatthes which, as you’ve heard,
are a growing and significant proportion of resideas well as home care recipients.

Now, there’s also the difficulty — so there’s uplskg that needs to take place.
There’s the issue of under-remuneration of persoai@ workers. The Pollaers work
has — work that was done in conjunction with théaos review demonstrated that
in a work value sense, the personal care workersraaler-rewarded by about 15 per
cent compared with comparable areas in other seatdrich makes attraction and
retention difficult. It's very important that weegithe most qualified and empathetic
people working in aged care that we can. | thivkdther — in terms of delivering
higher quality care, we have to tackle the issuthefinterface we were talking about
before, with the wider health sector. This haslbeeognised as a problem for a
long, long time and we’ve been through coordinaiae trials, the business of
general practice, Medicare local and our primaithenetworks, all designed to try
and coordinate the delivery of services from theous fragmented elements,
particularly into residential care.

| think we have to tackle that aspect of it becdubénk that has got bigger
dividends than looking at a blunt instrument likaffsratios. Now, and also there are
practical problems with staff ratios. For one,ave still living in a bifurcated —
essentially bifurcated aged care system. It wasnlbng ago we had separate
hostels and separate nursing homes. They weredurampletely separately and
when you had a particular care need, which whenaghieved a threshold, you had
to move to a nursing home. We introduced ageingdne in 1995 or 6 or
thereabouts. The fact is that a lot of our faetlitwere built as hostels. They're not
amenable to nursing homes. And so we still halet af services out there with a
preponderance of lower level staff, lower levelideats.

And as a result when you look at the average [deat per day care payment it can
vary from $40 per day to $214, current figures,43aXday. You multiply that
through, do the maths in terms of an average 8Gdmlity and there will be a huge
difference in the total revenue available. Nowwtdn you apply a staff ratio to that
— that dispersion of funding levels. And on toglwdt, how do you accommodate
that important aspect of quality of life, not jagtality of care. And this is where you
have to accommodate in a ratio allied health, esenghysiologists, for example, not
to mention pastoral care workers. It's — the ugribat’s out there, to my mind,
doesn’t lend itself to staff ratios, and you wohklcreating an administrative swamp
in trying to go down that path.

We used to have something similar to that prid®@%under the old CAMs system,
but — under which effectively each facility was fiel on a deficit funding basis. It
was based on a certain number of hours of careenain number of residents so
each facility was getting a certain amount of mowych had to be audited. If you
didn’t spend the money it has to be paid backeoif've spend too much the auditors
came in and asked all sorts of questions and ydiblgparguments about what was
care and what wasn't. It was a nightmare and thvere court cases going on.
Instead of going down that path we decided, ogtheernment decided to fund
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individuals on their — based on their care needsvanch — and at the same time
they introduced accreditation and complaints —cthraplaints scheme which was to
be the way to support quality of care, rather tingimg to control inputs.

DR McEVOY: | think you said at the outset of yamswer to my question that
there needed to be an upskilling of personal can&evs as a part of dealing with
this problem.

MR MERSIADES: Yes.

DR McEVOY: If upskilling is part of the answer tiois ratios conundrum, I'm
wondering what that really means. Does that meanhytou or Catholic Health
supports registration and mandatory qualificatifmmgpersonal care attendants or
does it mean — what precisely does it mean?

MR MERSIADES: We would support credentialing ardistration of the
unregulated portion but you can’t do that overnigiétause they’re not out there. So
you would have to phase it in. And part of thaagihg in is making it more
attractive for people to take aged care up as taeeer. It's all — it's all a circle, |
mean, you can't just pick out one little aspedit.ofit’s a virtual circle that you have
to work on.

DR McEVOY: What do you do in order to achievetthben? Addressing that
particular question.

MR MERSIADES: Well, you have to start increasthg remuneration. You've
got to change the perception out there that agedisdhe last place that you want to
work in. | mean, that's a community perceptiont’hheld out there. If you go to a
barbecue and I've heard, you know, you say you wodged care, they sort of look
at you, because despite — the fact is that tharkis of negative publicity out there
and a lot of mixed messages which is clouding épeitation of the sector as a
desirable place for people to work in. But thea®o — the effort has to be put in
through the new Aged Services Industry Referenaar@ittee, working with the
sector, to actually change the curriculum and suemthat — that the — that the
people graduating through — through the VET sysiegrappropriately skilled to
deliver care in — given the — the residential peofve have these days.

DR McEVOY: Can | leave that aspect of the probfema moment and go to
dementia care.

MR MERSIADES: Yes.

DR McEVOY: You deal with this in about paragra@hof your statement and
identify clearly enough that there are instancesrelolder people with dementia are
not receiving appropriate care. What are the fadtwat Catholic Health attributes as
the cause of this problem?
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MR MERSIADES: | think there are two aspects of@ne is the ready availability
of — of people who are skilled, you know, the Briydaof this world who are skilled
in the care of people living with dementia. Thase special — this is specialist
information that’s required. Now, we do have tHlgRS, Severe Behaviour
Response Teams, which the government has introdndid last couple of years
and — which — that providers can access for pewpteare demonstrating severe and
challenging behaviours, which is not uncommon fogle with — living with
dementia. Quite often it can be that their undegd\linical conditions which are
hard to identify, and — but — so we need to getenspiecialists being available,
coming into that in-reach issue, coming into agae ¢o support the local staff. But
there’s also an important — it's also importantupskill the local staff as well, you
know, whether it's through their formal trainingthrough — through education and
support provided by the specialists through the B8Ror example. | think there’s
probably a need to expand the reach and availabiiithe SBRTSs.

DR McEVOY: Are some of the problems that you atit@ in connection with
appropriate dementia care linked to the use caimeé on chemical and physical
restraints in residential facilities?

MR MERSIADES: | think you've heard from other ther witnesses that this is a —
a problem in the sector. And the fact is thainkh- well, it's recognised that

they're overused and they're of questionable effyjdar most people. If we are

going — if we're looking to reduce their use, Irtkiwe — the answer has to be that we
upskill the capacity of the staff to be able to g without resorting to — to

sedation and psychotropics. I'm not a clinician thkere’s evidence out there which
suggests that appropriately applied and there @mgopharmacological responses
which can be effective, but I've also heard thattban be time consuming and,
therefore, time equals dollars, and as | saidpésdequire people who are
sufficiently skilled to be able to explore thosdiops.

DR McEVOY: Commissioners, | don't have any furtijeestions for Mr
Mersiades.

COMMISSIONER TRACEY: | won’t detain you much lomig Mr Mersiades, but |
wonder whether you were in the hearing room thisning when Ms Sparrow gave
evidence?

MR MERSIADES: Yes.

COMMISSIONER TRACEY: And she mentioned that taald she said that she
thought occurred in Tasmania in about 2011 of tiegchursing homes. | wonder —
she indicated that it was successful, but therebest no follow-up and — would the
institutions that you represent be amenable, eithpart or as a whole, to providing
their facilities for such training in a way to exygband do the upskilling that you've
been referring to?
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MR MERSIADES: Well, most definitely because amsingther things it's a good
recruiting approach. If you have students plaoegbur facility, in your home to
deliver services, and you treat them well and #ggy their experience, there’s a
fair chance they will come back. Now, I'm awaretludt — that particular trial that
was done but I'm not quite sure what the outcomexewlike Pat, but it's not
unusual for there to be partnerships now betwesnimg institutions and various
home — various aged care homes. Because theregsiaement under the — under
the — under the various curricula that a certamimer of hours are spent in an aged
care home, you know, working on the ground, sqtak.

COMMISSIONER TRACEY: Thank you. Well, we've datad you a lot longer
than we promised but thank you very much for sommuery useful evidence which
we will take into account and | think on a numbgissues, not least financing, we
may need to have some further evidence from yau iatthis process. Thank you
very much.

MR MERSIADES: Thank you Commissioner, I'm morarnhhappy to help as
much as | can. Thank you.

COMMISSIONER TRACEY: Thanks.

<THE WITNESSWITHDREW [4.16 pm]

COMMISSIONER TRACEY: Nothing more today, Dr McB/
DR McEVOY: Nothing more today, no.
COMMISSIONER TRACEY: The Commission will adjouantil 10 am tomorrow

morning.

MATTER ADJOURNED at 4.16 pm UNTIL
WEDNESDAY, 20 FEBRUARY 2019
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