_AUSCRIPT

FAST PRECISE SECURE

AUSCRIPT AUSTRALASIA PTY LIMITED

ACN 110 028 825

T: 1800 AUSCRIPT (1800 287 274)
E: clientservices@auscript.com.au
W: www.auscript.com.

TRANSCRIPT OF PROCEEDINGS

O/N H-1030606

THE HONOURABLE R.R.S. TRACEY AM RFD QC, Commissioner
MSL.J.BRIGGS AO, Commissioner

INTHE MATTER OF THE ROYAL COMMISSION INTO AGED CARE QUALITY
AND SAFETY

PERTH

9.46 AM, WEDNESDAY 26 JUNE 2019
Continued from 25.6.19

DAY 28

MR P. ROZEN QC, counsd assisting, appearswith MR P. BOLSTER,
MSE.BERGIN and MSE. HILL

.ROYAL COMMISSION 26.6.19R1 P-2488
©Auscript Australasia Pty Limited



10

15

20

25

30

35

40

45

COMMISSIONER TRACEY: Yes, Mr Rozen.

MR ROZEN: Good morning, Commissioners. | calié&8t Woodley. | understand,
Commissioners, there have been some problems hathink but we’ve largely
resolved them.

COMMISSIONER TRACEY: Good.

MR ROZEN: Mr Woodley, can you hear me okay?

MR WOODLEY: | can, yes.

MR ROZEN: Thank you. Perhaps if Mr Woodley cobilsworn, please.

<STUART RANDALL WOODLEY, AFFIRMED [9.47 am]

<EXAMINATION-IN-CHIEF BY MR ROZEN

MR ROZEN: Mr Woodley, could you please state ymlirname for the transcript.
MR WOODLEY: Stuart Randall Woodley.

MR ROZEN: And Mr Woodley, did you make a statetrrecently for the Royal
Commission?

MR WOODLEY: |did.

MR ROZEN: A statement dated 23 June 20197

MR WOODLEY: Yes, thatis correct.

MR ROZEN: And our code here for that is WIT.0ZX®1.0001. Have you had an
opportunity to read through your statement befavang evidence this morning, Mr
Woodley?

MR WOODLEY: Yes, | have.

MR ROZEN: Is there anything in the statement tloat would like to change?

MR WOODLEY: No, there’s not.

MR ROZEN: All right. And are the contents of yaiatement true and connect?
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MR WOODLEY: They are.

MR ROZEN: | tender the statement of Mr Woodleyedia23 June 2019,
Commissioners.

COMMISSIONER TRACEY: Yes. The statement of Stdbodley dated 23
June 2019 will be exhibit 5-21.

EXHIBIT #5-21 STATEMENT OF STUART WOODLEY DATED 23/06/2019
(WIT.0272.0001.0001)

MR ROZEN: If the Commission pleases. Mr Woodlimgnk you for making
yourself available at short notice to assist usu Yiave been asked to answer a
number of questions about your involvement in resjitg to a complaint that was
made by Ms Noleen Hausler in late 2016, early 204@u understand that?

MR WOODLEY: Yes, | do.

MR ROZEN: Yes. And Ms Hausler has given evidetacthis Royal Commission
in the form of a witness statement which is exHib# | think.

COMMISSIONER TRACEY: Ms Hausler is 5-9.

MR ROZEN: Thank you, Commissioner Tracey. | st to read you three
sequences from her statement, Mr Woodley, becgseprovide us with some
context for the questions that I'm going to ask.y@o you understand?

MR WOODLEY: Okay. Yes.

MR ROZEN: All right. At paragraph 233 of her tgiaent, which is
WIT.1124.0001.0031, Ms Hausler says:

It was extremely concerning to me on 11 Decemb&6 2¢hen emergency
paramedic services needed to be contacted to iaseritravenous cannula to
administer fluids and antibiotics.

Now, | just pause there in the reading. That'thacontext of some health concerns
about her late father who was a resident at thehdin facility.

MR WOODLEY: Yes.
MR ROZEN: You understand that.

MR WOODLEY: Yes.
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MR ROZEN: Going back to the statement she said:
The RN could not find the contact number for th&EP
The emergency paramedic service. Then she goes on:

It took over one hour plus a phone call initiatedrhyself to Rachael Musico to
find the number.

MR WOODLEY: Yes.

MR ROZEN: And then she went on at paragraph 23ay:
| raised this concern at a meeting on 13 Decemiodi62

And she says:

Those at the meeting informed me there is a coptamie numbers book in the
nurses’ station.

She said:
This being the case, why didn’t the RN know?

So | just ask you to accept that's the contexttiercomplaint that she raised with the
Aged Care Complaints Commissioner. Do you undedsthat?

MR WOODLEY: |do.

MR ROZEN: All right. Now, | will just ask you kttle bit about yourself, Mr
Woodley and then | will ask you some questions abmat. You've been employed
at Japara since 2012.

MR WOODLEY: That is correct, yes.

MR ROZEN: You initially were employed as qualihanager; is that right?

MR WOODLEY: Yes, that is correct.

MR ROZEN: Sorry, I didn’t mean to talk over yowe’ve had evidence from other
guality managers. Your responsibility was to dassith ensuring that various Japara
facilities that you were responsible for met thegislative obligations; is that right?

MR WOODLEY: That's correct, yes.

MR ROZEN: And you were also — part of your tasksvio ensure that they met
internal procedures and policies that were appléctbthem.
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MR WOODLEY: Yes.

MR ROZEN: All right. Now, in 2017, in Februarypu moved into a different
position as group quality manager.

MR WOODLEY: Yes.

MR ROZEN: And in the hierarchy at Japara thaffgaition that's senior to the
position of quality manager.

MR WOODLEY: Yes. Itwas a new position.

MR ROZEN: Right. And you had quality managensoring to you from that time
on; is that right?

MR WOODLEY: Yes.

MR ROZEN: You managed a team of about seven tyualnagers who performed
the functions that you were previously performingew you had that role.

MR WOODLEY: Yes.

MR ROZEN: They were accountable to you.

MR WOODLEY: Yes.

MR ROZEN: And you were accountable to the CEO,Svdholz; is that right?
MR WOODLEY: Yes.

MR ROZEN: Right. Now, we’ve had evidence from Mdie Reed, who you
would know from previously employed by Japara.

MR WOODLEY: Yes.

MR ROZEN: Her evidence is that she resigned nudey 2017. Was the role you
came into a role that was similar to the one thatlsad previously held, albeit under
a different title?

MR WOODLEY: No. Julie Reed’s role was taken obgnVendy Waddell.

MR ROZEN: | see.

MR WOODLEY: At the time of Julie’s retirement, weeated a few extra roles in

between Julie and where Julie was and the quabtyagers, so it was a new role that
| took on some of the responsibilities that Jubedito have.
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MR ROZEN: All right.

MR WOODLEY: She used to manage the quality marsadieectly; now | manage
them directly and then | reported to Wendy Waddell.

MR ROZEN: Okay. | wantto ask you some quest@sut the complaint that was
made by Noleen Hausler and just so that it's ciéaras a complaint she made to the
Aged Care Complaints Commissioner and their codéhtt complaint was
S17/006439. Don’t — you don’'t need to concern gelitoo much with that, but it's
important that we know what complaint we're talkidgout. As you will be aware
there were 11 issues raised in that complaint. (Malerstood that?

MR WOODLEY: Yes.

MR ROZEN: Yes. And it was part of your functitmenable Japara to respond to
those 11 issues; is that correct?

MR WOODLEY: That's correct, yes.

MR ROZEN: Your task was to interrogate — | usa tierm in a neutral fashion —
you would interrogate relevant documents and engasyf Japara to enable the
response to be made; is that right?

MR WOODLEY: That's correct. | was in Victoriadlwhole time so the people at
Mitcham collected the information and sent it oieeme, and then | reviewed that
and made sense of it and wrote a response.

MR ROZEN: And the events that were the subjee ocdmplaint all occurred in
2016 when you were a quality manager employed pgrda is that right?

MR WOODLEY: Yes. | had not much direct contaatidg Clarence Hausler’s
time at Mitcham.

MR ROZEN: Yes.

MR WOODLEY: You know, that was handled by Diam&ds who you've spoken
to.

MR ROZEN: Yes.

MR WOODLEY: Itwas in 2017 when | took on the nesle that | was involved in
the actual responses or decision-making.

MR ROZEN: All right. And the way the complaintaw processed was that a letter
was sent to Japara by the complaints commissi@teng out the 11 issues and
seeking a response from Japara in relation to ebittem; is that right?
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MR WOODLEY: The complaints department called nilyaad Wendy Waddell
and went through the 11 points with us and we dised, you know, we understood
what the issues were.

MR ROZEN: Yes.

MR WOODLEY: And then they sent us the letter afteat discussion and asking
us to respond.

MR ROZEN: Okay. And issue number 5, as | thiok'ye aware, is the issue that
we’re concerned about, and that’s the one thate@l® Ms Hausler’'s concern about
the inability of the nurse to find the number foe tparamedic on that night on 11
December 2016. You understood that that was isso@er 5 that was being
explored and investigated by the complaints comonges?

MR WOODLEY: Yes.

MR ROZEN: Now, paragraph 13 of your statementyado have a copy of your
statement in front of you, Mr Woodley?

MR WOODLEY: | will getit from someone. Yes, tilayou.

MR ROZEN: Thank you. It might assist you if ymad it with me.
MR WOODLEY: Paragraph 77?

MR ROZEN: Paragraph 13 at the top of page 3.

MR WOODLEY: 13. Yes.

MR ROZEN: Yes. Do you see that you write:

| believe that when the complaint was first recedilbg Japara we were
contacted by the complaints department by telephone

MR WOODLEY: Yes.

MR ROZEN: That “we” is yourself and Ms Waddell aviiou mentioned a moment
ago.

MR WOODLEY: Yes.
MR ROZEN: All right. You then go on:

During the telephone call we advised the compladefsartment that the
facility manager had provided the number for thePEE
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that’s the paramedic.
MR WOODLEY: Yes, service.
MR ROZEN:

...when contacted on 11 December 2016.
MR WOODLEY: Yes.
MR ROZEN: So that was the information that yoayided. You said:

The facility manager gave the relevant informationthe night.
MR WOODLEY: Yes.
MR ROZEN: Relevant phone number.
MR WOODLEY: Yes.
MR ROZEN: And you write:

| recall being told that this would not be a sufiat response to issue 5.
Do you see that in your statement?
MR WOODLEY: Yes.
MR ROZEN: Doing the best you can, and | undeisthrs was some time ago,
what was said by the representative of the comisl@immmissioner. Did they say
that that wouldn’t be a sufficient response orttiiely give any - - -
MR WOODLEY: No, what they said — sorry.
MR ROZEN: Go on.
MR WOODLEY: They read out the issue that wasesiand, you know, that we
could not locate the number, and | said, but theeyitshe may have been under
pressure, she may have been a bit flustered. @hérct find the number so her
action was to ring the facility manager who codidrt tell her the number and that
number was 000. And | said, “Is that a sufficimdponse?”. They said, “No, that is
not what the complainant is looking for. She wdatknow that we’ve done
something about it so next time if the nurse ne¢bdsumber, that won’t happen
again”. So | had to not just say what happeneladi to say, you know — | had to

reassure Ms Hausler that we had put somethingaicedo it would not occur again.

MR ROZEN: All right. In paragraph 14 of your s&ment, you say:
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Following this call I sent the emails in document —
and then you identify the document which is attadoeyour statement.
MR WOODLEY: Yes.
MR ROZEN: And you say:

...in the context of trying to determine what ferthesponse could be provided
to the complaints department.

Do you see that?

MR WOODLEY: Yes.

MR ROZEN: And the email that we're talking aboarhich is what | really want to
ask you about, are attached to your statementachatent SW-4, and in the
evidence before the Commission, they're tab 144&kwhthink you have in front of
you. An email chain involving yourself - - -

MR WOODLEY: Yes.

MR ROZEN: - - - Ms Jones and Ms Musico?

MR WOODLEY: Yes.

MR ROZEN: 1 understand it can’t be shown on tbkeeen for technical reasons, but
as long as you can see the document, Mr Woodley.

MR WOODLEY: Yes.

MR ROZEN: All right. Now, we need to read thés, with any email chain, from
the end going upwards, don’t we, Mr Woodley?

MR WOODLEY: Yes.
MR ROZEN: To understand the sequence.
MR WOODLEY: Yes.

MR ROZEN: And this email chain only concerns sswmber 5. | take it there
were other emails to do with other issues that weesubject of the complaint?

MR WOODLEY: Yes.

MR ROZEN: And in each of them, you were writigthe relevant officers within
Japara who had direct knowledge of the relevantargt is that right?
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MR WOODLEY: Correct, yes.

MR ROZEN: And so we see at the bottom of thatepthgt you've written to Ms
Jones who was the quality manager with responsilidr the Mitcham facility; is
that correct?

MR WOODLEY: To Diane Jones and to Rachael, yes.

MR ROZEN: Rachael Musico was the facility manager

MR WOODLEY: Correct.

MR ROZEN: And you've then set out — you’ve quotkd question that you've
been asked by the commissioners, that is — the é¢sgioner, issue number 5:

Concerned that the service could not locate theamirdetails for the extended
care paramedic on 13 December 2016.

Do you see that?

MR WOODLEY: Yes.

MR ROZEN: And then if we turn to the second pafithe email chain.

MR WOODLEY: Yes.

MR ROZEN: There’s a heading Our Response. Dosgmuithat?

MR WOODLEY: Sorry, yes.

MR ROZEN: Our Response, and you have, theredtyipe answer that you — you
were proposing to give to the commissioner in raspdo its investigation about that
issue; is that right?

MR WOODLEY: Yes.

MR ROZEN: Yep. And other than some very minaarfes, that is, in fact, the
response that appeared in the letter that went toaitle commissioner; is it not?

MR WOODLEY: That is correct.
MR ROZEN: Yeah.
MR WOODLEY: That is correct.

MR ROZEN: Yeah. The attachment number changtunk, because there was a
bit of a change in the numbering; is that right?
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MR WOODLEY: Possibly, yes.

MR ROZEN: Yes. Allright. So that was the ansWet you were proposing and
then underneath it, you wrote to Ms Jones and Msiddu

Do we have evidence that it was listed somewhetbeday?
And by - - -
MR WOODLEY: Yes.

MR ROZEN: - - - that question you were inquirinctieem whether there was a
listing of the number on the $3f December 2016 at Mitcham, weren't you?

MR WOODLEY: Correct.

MR ROZEN: Yeah, and that was because you knetwthat the Complaints
Commissioner wanted to know. What was the stafdayfon 13 December 20167

MR WOODLEY: Where could the number be found oywbuldn’t the number be
found, yes. That's what they were asking.

MR ROZEN: Yeah. They wanted to know whetheratsvavailable to the nurse?
MR WOODLEY: Yes.

MR ROZEN: Yep. And so you asked Ms Jones andVMsico whether it was
available, and you then went on and said:

If not, add it to the contact list now.
MR WOODLEY: Yes.

MR ROZEN: Why were you directing them to addithe contact list now in
February?

MR WOODLEY: When | — 1 was just trying to find bwhat the situation was on
the night, was it on the contact list or was it.n@then they said it wasn'’t there, |
was actually quite happy because then | thouglaty,akow | know what | can do,
what improvement | can make to reassure the congiaiwe’ve made an
improvement so it won't happen again. So as larpd, they weren't privy to the
conversation with the Complaints Department, sa$ wxplaining that's what we
need to do. We need to fix the contact list torskitat we've made an improvement
so it won’t happen again.
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MR ROZEN: Mr Woodley, you well understood thatatthe Complaints
Commissioner was asking was whether the numberawatable to the nurse on the
night in question, didn’t you?

MR WOODLEY: | think we had established that thember wasn’t available on
the night in our phone call.

MR ROZEN: Well, you don’t say that in your statemy, do you, that that’'s what
you told them in the phone call? Or have | missemiething? The paragraph - - -

MR WOODLEY: Well, | said at the — during the ntgthe nurse could not find the
number anywhere, so she contacted the facility gemaho gave her the number.

MR ROZEN: Yes, but, Mr Woodley, you understanéréhare at least two
explanations for the nurse not being able to fmniumber. One s - - -

MR WOODLEY: Yes.

MR ROZEN: - - - the number was there, but she ‘tikirow where to look - - -
MR WOODLEY: Yes.

MR ROZEN: - - - which might raise a question of haining.

MR WOODLEY: Yes.

MR ROZEN: Yes, and another explanation is the Ioemwasn’t there which might
raise a more fundamental problem about — of a systeature at the Mitcham
facility. Do you understand the distinction I'magving?

MR WOODLEY: Yes.

MR ROZEN: Yep, and you understood that that'sisedy what the Aged Care
Complaints Commissioner wanted to ascertain. Yegot to ascertain what the
problem is first before you come up with a solutidan’t you, Mr Woodley?

MR WOODLEY: |- yes, | suppose.

MR ROZEN: Yep. Going back to your email, thighe email of the 20of
February. Atthe very end of it, you wrote, “Ifthe- in other words, if the number
was not there on the day - - -

MR WOODLEY: Yes.

MR ROZEN:

- - - add it to the contact list now.
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Do you see you wrote that?
MR WOODLEY: Yes.
MR ROZEN: And you went on:

We are only saying it is —
capital I, capital S —

on the list, not was —
capital W, capital A, capital S.
MR WOODLEY: Yes.
MR ROZEN: What were you conveying to Ms Jones leisdViusico there?
MR WOODLEY: | was saying we're not saying thatvis there on the night. I'm
saying that we've fixed it now and it's there noWthink it's quite clear what my
intention of the statement was. | was makingeacl
MR ROZEN: | suggest to you, Mr Woodley, that tkason you have included the
words “is” in capitals and “was” in capitals is thvehat you're conveying to Ms
Jones and Ms Musico is that, “We’re not lying irr oesponse to the commissioner.
We're just not giving them a complete answer toghestion that they’'re asking.”
What do you say to that?
MR WOODLEY: No, | was explaining — they didn’'t derstand what | had to do to
make the complainant happy, that we had to tethtti®at it was there now, not that

it was there on the night. That’s what they warttekinow.

MR ROZEN: Well, the concern that they wanted now couldn’t be clearer, could
it, Mr Woodley? If you go back to the first pagietioe email exchange.

MR WOODLEY: Yes.

MR ROZEN: The concern is only concerned with wiiat the state of play on 13
December 2016.

MR WOODLEY: [ will grant you | could have writtesa much more thorough
response, but | was not trying to - - -

MR ROZEN: Well, it's notjusta - - -

MR WOODLEY: - - - mislead them.
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MR ROZEN: It's not just a matter of a more thoghuesponse. You didn’t answer
the question that they were asking. You answermitferent question, didn’t you?

MR WOODLEY: | answered the questions that thegedsme to answer in the
phone call.

MR ROZEN: 1see. Isthere any reason why youn'tidetail that that's what they
asked you to provide them in the phone call in ygiatement at paragraph 13? You
said - - -

MR WOODLEY: No. And, in hindsight, | should haegplained that we'd had
that conversation, but | didn’t. There’s no reafmrthat.

MR ROZEN: You see, all you say in the statemeatiena few - - -
MR WOODLEY: Yes.
MR ROZEN: - - - days ago is:

| recall being told that this would not be a suffitt response to issue 5.
Do you see that?
MR WOODLEY: Yes.
MR ROZEN: In paragraph 18 of your statement, gocept, don’t you, that, in
hindsight, it would have been preferable to spettig/circumstances that existed on
11 December 2016. | think there’s a bit of condasiand I'm not criticising you for
this, about those two dates, 11 and 13.

MR WOODLEY: That was the department’s error.

MR ROZEN: Indeed. You accept that it would haeen preferable to tell them
about the circumstance on 11 December 2016.

MR WOODLEY: Yes.
MR ROZEN: You say that, don't you?
MR WOODLEY: Yes.

MR ROZEN: What I'm trying to understand, Mr Woedl| is why you didn’t. It
was such a simple question and it could have besmgply answered.

MR WOODLEY: | wrote a bad answer. That's my aesw

MR ROZEN: So | think we're agreed that you didar‘tswer the question.
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MR WOODLEY: Very well. Yes.

MR ROZEN: Yep. You want the Commission that g@tdkat there’s an innocent
explanation for that.

MR WOODLEY: Yes.
MR ROZEN: That's what it comes down to?
MR WOODLEY: Yes.

MR ROZEN: Are you able to tell us the date oftthlaone call that you describe in
paragraph 13 of your statement?

MR WOODLEY: No, I'm not. The letter that theyrdaus to outline the complaint
is often sent the same day or the day after.

MR ROZEN: It's a pretty small window that we'r@oking at, isn’t it, between the
date of the letter and the date of your responsehwik 20 February; is that right?
The phone call happened in that intervening period?

MR WOODLEY: Yes.

MR ROZEN: Are you in the habit of making notessath phone calls when you're
talking to regulators about formal complaints?

MR WOODLEY: No, because they go through the lihtscof the complaint and

then they say, “We’ll send you a summary of thas®mglaints at the end of this
phone call.” So we don’t know what they're goilgalk about when they ring so

MR ROZEN: I'm not sure you're answering my questi You understood you
were having a formal phone call with the regulatoout a formal complaint that had
been made with your employer; that’s right, ist?t

MR WOODLEY: Yes. Yes.

MR ROZEN: And are you saying you made no notabalf telephone call?

MR WOODLEY: | made no notes of that meeting.

MR ROZEN: Do you know if Ms Waddell made any reotd that telephone call?
MR WOODLEY: No, she made no notes of that meeting

MR ROZEN: You've inquired of her, have you?
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MR WOODLEY: No, but she was there at the time asdwvere just listening.

MR ROZEN: |see. And is that standard practie ho notes are made of such
telephone calls within Japara?

MR WOODLEY: Of those phone calls, no, it’'s not.

DR RUNGIE: It's not standard practice.

MR WOODLEY: No.

MR ROZEN: Ordinarily, notes would be made is tivaiat you're saying?

MR WOODLEY: No, if they rang me tomorrow with teame thing, | wouldn’t
have taken notes. | would wait for what they hpuein their letter.

MR ROZEN: |see. You accept, don't you, Mr Waegdlthat, particularly in the
position you hold which is a very senior one witBapara, that it's important that
you are — not only provide honest answers to regusainquiries, but you also have
to provide complete answers, don’'t you?

MR WOODLEY: Ido.

MR ROZEN: You accept now that the answer you jales was not a complete
answer - - -

MR WOODLEY: Ido.
MR ROZEN: - - - in hindsight?
MR WOODLEY: Ido.

MR ROZEN: The reason it's particularly importéot someone in your position is
you set the tone, don’t you, as for a quality mamndgr your subordinates?

MR WOODLEY: Yes.

MR ROZEN: Yep. You know that part of your roteto lead by example.
MR WOODLEY: Yes.

MR ROZEN: That s, to lead the quality managerexample.

MR WOODLEY: Yes. Can | read para 19 of my stataim

MR ROZEN: You may.

.ROYAL COMMISSION 26.6.19R1 P-2503 S.R. WOODLEY XN
©Auscript Australasia Pty Limited MR ROZEN



10

15

20

25

30

35

40

45

MR WOODLEY: Well, as you know, | was new in thiate at the time. Since that
time in the two years I've been in the role, wefegiewed the way we respond to all
complaints.

MR ROZEN: Yes.

MR WOODLEY: So, you know, we're more thorough nemplaining what
happened at the time, what actions we’'ve identiiedhat gaps we’ve identified in
the situation, what we’ve done about it and eveatwye've evaluated that what we
did is effective. Now, that’s also an increasepestation from the Complaints
Department because it's changed from the Aged Cameplaints Commission to the
Aged Care Quality Commissioner. So we have magedwements since that time.
MR ROZEN: Thank you.

MR WOODLEY: And I don’t think this would happemgain.

MR ROZEN: Thank you, Mr Woodley. Can | ask drede changes documented in
some way?

MR WOODLEY: No, | said process, so when I'm taliito quality managers and
they've begin me a draft response, | say, “We haveren thorough enough here.
Can you go through and make those particular pdints

MR ROZEN: | want to ask you about one more mattémay - - -

MR WOODLEY: Yes.

MR ROZEN: - - - Mr Woodley. You should have a doent in front of you which
has got a code in the top right-hand corner, JOBH.@D05.5917.

MR WOODLEY: Yes.

MR ROZEN: It's behind tab 123. Do you have thdtf8 headed Reconfirmation
of Issues letter.

MR WOODLEY: Yes.

MR ROZEN: Do you see that?

MR WOODLEY: Yes.

MR ROZEN: Once again, if we go to the second pEdbat, please. First, you
will see in the middle of the page, there’s an ¢ifnam Jerome Jordan. Do you see

that?

MR WOODLEY: Yes.
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MR ROZEN: Mr Jordan was the Executive DirectoQOgferations at Japara
Healthcare Limited at this time, October 2016.

MR WOODLEY: Correct.
MR ROZEN: Was that a position senior to yourdwntthe hierarchy?

MR WOODLEY: Yes. It was of the same level asel&#eed, but he was more
operations. Julie was more clinical care.

MR ROZEN: |see. This is an email dated 19 Oetd916.
MR WOODLEY: Yes.

MR ROZEN: Sent to you notifying you of an issletter in another complaint that
had been made by Noleen Hausler.

MR WOODLEY: Correct.

MR ROZEN: That's right. A different one to thaethat I've been asking you
about.

MR WOODLEY: Correct.

MR ROZEN: Mr Jordan wrote:
Hi Stuart, please find attached complaint in redatio Mitcham and Mr
Hausler for your attention. Please engage wittbjsat to a non-publication
direction]who is happy to take your call.

Do you see that?

MR WOODLEY: Yes.

MR ROZEN: And [subject to a non-publication diieaJwas Ms [subject to a non-
publication direction] from the Aged Care Complai@ommissioner; is that right?

MR WOODLEY: Correct.

MR ROZEN: And then, to see your response or ttemthat you then took, we go
to the first page at the bottom. There’s an efarh you to Ms Jones and Ms
Musico of Mitcham; is that right?

MR WOODLEY: Yes.

MR ROZEN: And the subject is the same and you say
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Good afternoon.
And then if we go to the second page it continues :

Another complaint re Mr Hausler’s care. | will digss how we are to
approach ongoing complaints with Julie on her reton Monday.

MR WOODLEY: Correct.
MR ROZEN: And the Julie there is a referenceuleeJReed.
MR WOODLEY: Yes, | think she was on sick leave.

MR ROZEN: All right. And you’re writing this iyour then capacity as a quality
manager; is that right?

MR WOODLEY: Yes.

MR ROZEN: Then if we go back to the first pagand I'm sorry to jump you
around - - -

MR WOODLEY: That's all right.

MR ROZEN: Ms Jones responded to you on the sayel® October 2016. She
wrote:

| don’t want to say this is getting really old. d&eds Di Jones.
Do you see that?
MR WOODLEY: Yes.
MR ROZEN: That probably should read “I don’t knevhat to say”.
MR WOODLEY: Yes.
MR ROZEN: That's what you understood she wasrgpio you. And do you see
your response at the top of the page? | mighiyasko read that out if you could
please, Mr Woodley.
MR WOODLEY:

| was speechless. | want to talk to Julie abowagpess with VCAT. We need
to stand up for our rights and say this is harassime

MR ROZEN: You thought it was harassment, didiotiythe complaints that were
being made by Ms Hausler?
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MR WOODLEY: No, that's not what | meant. | wasymg it was harassment by
the department.

MR ROZEN: The department conveying to you commpait had received from Ms
Hausler was harassment by the department.

MR WOODLEY: Okay. So the — we all agree thabaible incident happened to
Mr Hausler in — the end of 2015.

MR ROZEN: Yes.

MR WOODLEY: We reported to the police what hadweed. We reported to the
department that we need to report to you that saudishad occurred. The Aged
Care Accreditation Agency came in and reviewedithele process. The aged care
agency came in again and reviewed the whole proddbik after it was on
television they came in for a third time and reweeleverything we did for all our
residents. Not one of those people had said tlaseanything wrong with what we
had done. A whole year later after that incideatthis is October 2016, the same
department writes a letter to us saying we’ve fosghd out there was an incident in
2015. Can you tell us all about it and what youleme. And I'm like how many
people from the same department are going to carharml want the same
information when possibly couldn’t they communicaiéh each other and say what
do we know about this and what can we do.

MR ROZEN: Mr Woodley, you knew that there wersethassaults within a period
of 10 days concerning the late Clarry Hausler, digou?

MR WOODLEY: Yes, | did.
MR ROZEN: And one of those, the very first, was31 August 2015, wasn't it?
MR WOODLEY: Yes.

MR ROZEN: And it wasn'’t reported to the departinentil more than a year after
it occurred, in 2016.

MR WOODLEY: Isita year; is that correct?

MR ROZEN: Perhaps | stand corrected there; ghthave been August, but it was
nearly — it was either just before or just aftgrear. |1 don’t have the date in front of
me.

MR WOODLEY: Yes.
MR ROZEN: Now the explanation that has been gieenhat by Ms Reed was that

Japara didn’t know about that incident until it iieg he Advertiser, the Adelaide
Advertiser newspaper. Do you understand that?
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MR WOODLEY: | understand that's her evidence,.yes
MR ROZEN: So itwasn't as if this was as at OetoP016 old news, was it?
MR WOODLEY: Sorry, it's 12 months later.

MR ROZEN: Yes. But the report had only just camé relation to one of those
incidents, hadn't it?

MR WOODLEY: 1don’t think so. The incident was 2015.

MR ROZEN: Yes.

MR WOODLEY: It was a reported a couple of mordlffter it occurred.

MR ROZEN: That was the 1 September incident wes reported a couple of
months later. The 31 August incident was not reggbuntil 2016. Are you not
aware of that, Mr Woodley?

MR WOODLEY: |do not have the dates straight ip Inead, I'm sorry.

MR ROZEN: The use of capital letters, which yautbviously fond of, indicates
what, emphasis presumably, does it?

MR WOODLEY: [ was trying to support Di and Rachdbkat they're trying to care
for 30 other residents including Mr Hausler anddepartment keeps going back and
asking them the same questions.

MR ROZEN: So what, Japara was the victim intal twas it, Mr Woodley?

MR WOODLEY: No. Diane was a co-worker; | wastjgupporting her, you

know, saying you're going to have to spend anotvesgk answering the same
question again.

MR ROZEN: What's the reference to VCAT, Mr Woogllewhat's that all about?

MR WOODLEY: VCAT, | said the wrong thing. | ddrknow what the South
Australian version is. As | said, I'm not — itlset Guardianship Board.

MR ROZEN: Do you mean SACAT, the - - -
MR WOODLEY: Yes, SACAT, sorry. |---
MR ROZEN: - - - guardianship application.

MR WOODLEY: At the time | was working in Victorial didn’t know what it was
called in South Australia.
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MR ROZEN: | see.

MR WOODLEY: | can’t recall what | meant. | canags that maybe Julie Reed
was answering the same questions that were indtngent the department had sent
us and so was saying rather than Rachael havisigtofrom scratch and write all

the response again, she might be able to justusasome of the information we had
gathered for the guardianship hearing.

MR ROZEN: Was there some proposal to initiate s@moceeding in, | think it's
the South Australian tribunal, | think we’ve estabkd, by Japara against Ms
Hausler or does this relate to her guardianshificgipon?

MR WOODLEY: | have no knowledge. | only knew tiJallie was responding to
some questions from the Guardianship Board.

MR ROZEN: Finally, Mr Woodley, we’ve got a statent from the man who'’s
ultimately your boss, Mr Sudholz.

MR WOODLEY: Yes.
MR ROZEN: He was asked:

What is Japara’s attitude towards complaints magéamily members about
care?

And this is the evidence that he has given in paggy54 of his statement to the
Royal Commission. He says:

Japara views any complaints, including complainglmby family members,
as a means to improve the services and care wedaov

Do you understand that'’s the evidence he has given?
MR WOODLEY: Yes.

MR ROZEN: Do you think your email of 19 Octob&1®, in which you're
accusing the regulator of harassment in pursuirggonse from your organisation
about a complaint made by a family member, is ctest with that approach to
complaints?

MR WOODLEY: It doesn't read that way. | wasrdysng we shouldn’t respond. |
was just saying to my colleague, you know, youoeg to have to do a lot of work
again.

MR ROZEN: Is it another - - -
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MR WOODLEY: [I'm the biggest complainer in the webm my personal life
because | know it results in better service foeotbeople.

MR ROZEN: Is it another example of unfortunategaage in an email in
hindsight, Mr Woodley?

MR WOODLEY: Yes. It was an email between me Bahe.
MR ROZEN: No further questions, Commissioners.

COMMISSIONER TRACEY: Yes. Thank you for your dence, Mr Woodley.
You're excused from further attendance.

MR WOODLEY: Allright. Thank you.
<THE WITNESSWITHDREW [10.24 am]
MR ROZEN: Commissioners, | think we need to havwief break while we

reorganise the seats.

COMMISSIONER TRACEY: We will break the link to NMlmurne and the
Commission will temporarily adjourn.

MR ROZEN: Thank you.

ADJOURNED [10.24 am]

RESUMED [10.34 am]

COMMISSIONER TRACEY: Yes, Ms Hill.

MS HILL: Commissioner, | call Anna Urwin, Emma Ky, Gaye Whitford, and
Patti Houston. Commissioner, they will give theindence in a panel form.

COMMISSIONER TRACEY: Yes.

<ANNA CHRISTINE URWIN, SWORN [10.35 am]
<EMMA-KAITLIN MURPHY, SWORN [10.35 am]
.ROYAL COMMISSION 26.6.19R1 P-2510 URWIN/MURPHY
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<GAYE MARGARET WHITFORD, SWORN [10.35 am]
<PATTI ANNE HOUSTON, SWORN [10.35 am]
<EXAMINATION-IN-CHIEF BY MSHILL

MS HILL: Mrs Whitford, if | could start with yougould you please tell the
Commissioners your full name.

MS WHITFORD: Gaye Margaret Whitford.

MS HILL: And whereabouts do you live?

MS WHITFORD: Streaky Bay, South Australia.

MS HILL: And how old are you?

MS WHITFORD: Forty-one.

MS HILL: What is your occupation, Mrs Urwin — palogise. Mrs Whitford.
MS WHITFORD: Yeah, registered nurse and resi@tiare coordinator.

MS HILL: And what qualifications do you hold iespect to those?

MS WHITFORD: Bachelor of Nursing and I've justrapleted a graduate diploma
in aged care.

MS HILL: And have you prepared a statement déttedd” of June of this year?
MS WHITFORD: | have.

MS HILL: Operator, could you please display doemtiID WIT.1129.0001.0001.
Mrs Whitford, do you see that statement displayefilant of you?

MS WHITFORD: Yes, | do.

MS HILL: Are there any changes that you'd seekntake to that statement?
MS WHITFORD: No, there isn't.

MS HILL: Are the contents of that statement taunel correct?

MS WHITFORD: They are.
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MS HILL: Commissioner, | tender that statement.
COMMISSIONER TRACEY: Yes. The witness statemeinGaye Whitford dated
4 June 2019 will be exhibit 5-22.

EXHIBIT #5-22 WITNESS STATEMENT OF GAYE MARGARET
WHITFORD DATED 04/06/2019 (WI1T.1129.0001.0001) AND ITS
IDENTIFIED ANNEXURES

MS HILL: As the Commission pleases. Ms Murphguid | ask you to state your
full name, please.

MS MURPHY: Emma-Kaitlyn Murphy.

MS HILL: And whereabouts do you live, Ms Murphy

MS MURPHY: I live in Brisbane, Queensland.

MS HILL: And how old are you, Ms Murphy?

MS MURPHY: I'm 21 years old.

MS HILL: What is your occupation?

MS MURPHY: I'm aregistered nurse.

MS HILL: And what qualifications do you hold iespect to that?
MS MURPHY: A Bachelor of Nursing.

MS HILL: Operator, could I ask you to display doeent ID, WIT.1131.0001.0001.
Ms Murphy, have you prepared a statement datedh& diithis year?

MS MURPHY: Yes, | have.

MS HILL: And do you see a copy of that statem@mthe monitor before you?
MS MURPHY: Yes, | do.

MS HILL: Is there anything you'd seek to changeamend in that statement?
MS MURPHY: No, thank you.

MS HILL: And are the contents of that statemeuétand correct?
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MS MURPHY: Yes, they are.

MS HILL: |tender that, Commissioner.

COMMISSIONER TRACEY: Yes. The witness statemasfEmma-Kaitlin
Murphy dated the'7 of June 2019 will be exhibit 5-23.

EXHIBIT #5-23 WITNESS STATEMENT OF EMMA-KAITLIN MURPHY
DATED 07/06/2019 (WIT.1131.0001.0001) AND ITSIDENTIFIED
ANNEXURES

MS HILL: If the Commission pleases. Ms Urwinubd | ask you to state your full
name, please.

MS URWIN: Anna Christine Urwin.

MS HILL: And you live in a coastal town in WesteAustralia?
MS URWIN: Yes, | do.

MS HILL: And what is your age, Ms Urwin?

MS URWIN: I'm 22.

MS HILL: And what is your occupation?

MS URWIN: I'm a physiotherapist.

MS HILL: And what qualifications do you hold iespect of that?
MS URWIN: A bachelor of physiotherapy.

MS HILL: Operator, could I ask you to display dogent ID WIT.1127.0001.0001.
Ms Urwin, have you prepared a statement dated @& dfithis year?

MS URWIN: Yes, | have.

MS HILL: Do you see a copy of that statementloamonitor before you?
MS URWIN: Yes, | do.

MS HILL: Are there any changes that you'd seeknttke to that statement?

MS URWIN: No, | don't.
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MS HILL: And are the contents of that statemeuné tand correct?

MS URWIN: Yes, they are.

MS HILL: Commissioner, | tender that statement.

COMMISSIONER TRACEY: Yes, the witness statememiena Urwin dated the
12" of June 2019 will be exhibit 5-24.

EXHIBIT #5-24 WITNESS STATEMENT OF ANNA CHRISTINE URWIN
DATED 12/06/2019 (WIT.1127.0001.0001) AND ITSIDENTIFIED
ANNEXURES

MS HILL: As the Commission pleases. Mrs Houstmyld | ask you to state your
full name to the Commissioners.

MRS HOUSTON: Patti Anne Houston.

MS HILL: And where do you live, Ms Houston?

MRS HOUSTON: At Gawler in South Australia.

MS HILL: And what is your age?

MRS HOUSTON: I'm 64.

MS HILL: What is your occupation, Ms Houston?

MRS HOUSTON: I'm a personal care worker, ceréfelll.

MS HILL: And is that a certificate Il in - - -

MRS HOUSTON: Yes. So a certificate Il in agede

MS HILL: And have you prepared a statement d#ted4” of June of this year.
MRS HOUSTON: | have.

MS HILL: Operator, could I ask you to please thgpdocument ID
WIT.1130.0001.0001. Mrs Houston, do you see a @ipypur statement on the

monitor before you?

MRS HOUSTON: Yes, | do.
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MS HILL: Are there any changes or amendments ¢seek to make to that
statement?

MRS HOUSTON: No, there’s not.

MS HILL: And are the contents of that statemeunétand correct?
MRS HOUSTON: They are.

MS HILL: Commissioner, | tender the statemenMo$ Houston.

COMMISSIONER TRACEY: The witness statement oftitdbuston dated the'4
of June 2019 will be exhibit 5-25.

EXHIBIT #5-25 WITNESS STATEMENT OF PATTI ANNE HOUSTON
DATED 04/06/2019 (WIT.1130.0001.0001) AND ITSIDENTIFIED
ANNEXURES

MS HILL: As the Commission pleases. Mrs Houstgoy've been a personal care
worker for about 10 years after a varied careasul€| ask you to describe to the
Commissioners a typical day shift in your role ggeesonal care worker.

MRS HOUSTON: Sure. So my shift starts at 7 @kl the morning. | usually
arrive at about 6.30 and make sure that | am wate with all my messages and
handovers that | need to be prepared before | ghefloor. Once we start working,
there’s not much time to be looking at computeis r@ading notes. So | will find
out which residents are going to be showered f@ddy and also whether anyone
needs to have a urine sample taken or maybe hawes/eotheir weight taken, so
forth, and | write that down on a piece of papemiy pocket and take that onto the
floor with me so that I'm well prepared to care foe people I'm looking after.

| also read a handover sheet which is presenteninhead Care computer program
and that will fill me in on everything that's happl in the home, all the residents
for the day. Such things as if they had a fallroight or they’ve become ill or
anything out of the ordinary is recorded on that trat helps us to give our best
care. Then at 7 o’clock, I will go into handovehieh is given by the night
registered nurse. The staff that had been on @tdrwill hand over anything
significant that's happened overnight in the hoare] that's across the home. And
then | will grab my keys and my phone and my — aeyca computer in our pocket
so that we can do point of care contact, do ouudmmntation on that. And then |
will go onto the floor, find my partner and givertay information that she needs to
know from that handover.

And then we commence work. So that involves helpieople out of bed,
showering them, dressing them and preparing therntihéday, and that will happen
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between 7 and 8 am, and | mostly work in the dera@mea of our home which is
my passion, and we will work together till 8 o’clgsometimes separately with
individuals or, otherwise, we may have to assist@person assist where lifters are
required to help the person out of bed. And thehaiclock is breakfast time, so we
need to collect the trolley from the kitchen anohfithe porridge and cereal to the —
the area where we’re working. And we make theast@nd their coffee and, as
much as possible, we bring residents to the tabtba they can enjoy their meal
sitting in the dining area.

Some people will refuse that and others are na tab+ we just physically haven't
got the time to have everyone in, in an hour, &tdble, so we may have to take
meals to rooms and some people will need assistaticeheir food as well. So that
takes a little bit of extra time. After breakfastturn the trolley to the kitchen and
then we continue with personal care work for tret of the residents in the area, and
that generally takes from 7 till 12 o’clock to atteto 12 people with two carers
assisting. So the dementia area is actually divid® two sections. So we have
eight people at one end and eight people at thex.otho there’s two carers for one
lot of eight and two carers for the other lot ajldi but in the other part of the home,
there are two carers to 12 people.

So at 10.30 in the morning, we provide morningviaach we prepare and serve to
the residents, and, sometimes, we’ll need to biedakat to them and actually
physically assisting them to eat that and have tireiks. And then the care work
will continue after that until lunchtime, and thence again we — a bain-marie
service comes to the dining — to our dining room we assist residents to the table
to have their meal where possible. We encouragjesththere’s social interaction
and, once again, some people will need to havetaase with eating their food. At
12.30, | take my lunch and that’s for half an haurg then at 1 o’clock, I'm back on
the floor and the afternoon mostly consists ofsisg] people to the toilet and
attending to their personal needs in that resp&nt, where possible, we take as
many residents as we can to the main living arezrevthey are able to join in with
activities provided by our lifestyle staff.

Yes. So my shift finishes at 3.30 in the afternoémbetween all of this, there will
be documentation happening. It's supposed to hrepppoint of contact, but it's not
always possible, but the other things that nedzbtdone such as delivering laundry,
skips to the laundry, returning trolleys to thecki#n, making beds, showering
people. It's, you know, quite a busy time, anddeewalk quite long distances from
various areas of the home to get everything d@ee- and — and then we will — we
will be caring for people who may be in palliativare as well as those who are, you
know, in more healthy circumstances, | supposeahYeSo, basically, that would be
my day.

MS HILL: Mrs Houston, are you able to describeaivperson-centred care means
to you in your role?
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MRS HOUSTON: Person-centred care means to meawikg a person very well.
So when they come to the home, we do a completeptan, so that really looks
after their more physical sides of their needs.st®ople that come in have
multiple health issues that need to be cared @me part of — of — one that | feel that
we’'re failing in — particularly dealing with peophdath dementia is not addressing
their emotional and personal needs as a persom pgson — I've actually written
down here. This is a quote from Professor Tom Bddwho has done a lot of
work, written a lot of books in regard to persomiced care and his description is:

A way of thinking and doing things that sees thsg®using the service for
the consumer or resident as equal partners in thampng, development and
monitoring of care to make sure it meets their sedtinvolves working with
people and their families to find the best wayprtwvide their care.

So this is a whole — looking at a person as a whejust they need to be in a
room, they need to be washed and cleaned. Wetadedactually filling their needs
as human beings, and so much time happens whepéeps@e sitting alone in a room
or even sitting in a community room where they dtave any interaction with —
one-on-one with people, and as a person workirgmentia care, | find that really
confronting and disturbing, and | would like to $kat change.

MS HILL: Mrs Whitford, you've worked in aged casence 1997, and in the last
nine years, you detail in your statement that yeuyeen the coordinator of a 15-bed
home.

MS WHITFORD: Mmm.

MS HILL: In your role, how many personal care kens are working in that home
with you on a day shift?

MS WHITFORD: On the day shift, we have two in therning, we have two in the
afternoon and one on night shift.

MS HILL: And how do you feel about person-centoade in your role?

MS WHITFORD: | feel that person-centred care isran that's overused. | think
we are not fulfilling that term adequately enoudie need to be looking at a holistic
view of the person, their emotional and spirituaéds, not just their chronic
conditions. | feel that we don’t provide enougheiin order to achieve this with
these people, and mental and emotional outcome=s) ywu do provide this time, is
very rewarding.

MS HILL: Do you feel that you're able to supptie personal care workers
working with you to provide person-centred care?

MS WHITFORD: | certainly hope | do. My role -ebme in — my hours vary a
little, but | generally come in the morning and toyget what | can done in the office
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and then | make it my duty to go out and at leasish one person every day to
prepare for that day. | feel, in my role, you née#&now what the care needs of the
residents are before you can coordinate their @ageto support the care workers
because there may be certain aspects that | cemupion that perhaps have been
missed. In order to provide more comfort to thespe, you know, maybe that’s
appropriate footwear or something small that cakevebig change in their day.

MS HILL: Are there particular challenges that yage, Mrs Whitford, to
delivering person-centred care because your facditocated rurally?

MS WHITFORD: Yes, very much so. Some of our teses are very limited. Our
staffing is minimal. We have a very small volumtbase. Even access to allied
health or geriatricians is, yes, very difficultglstical concerns. And even often the
inability to organise contracted alternative thézago come in and assist because of
the financial regulations. So, you know, providingome people we've trialled
before, enjoy yoga and I've had a local girl coméoi provide this for them
voluntary, and they've actually really enjoyed uit ve haven't been able to have the
funds to support this as an ongoing activity.

MS HILL: Ms Urwin, you graduated as a physiothesain 2008 and you've had
some exposure to working in aged care. Could lyaskto describe what the
physiotherapist’s role is in aged care?

MS URWIN: Yes, | graduated in 2018. So the pbysie in aged care, what I've
seen since | graduated and during my degree asisvgbu attend the facility, and
we go in. Our role is to apply specific therapidsch we’re funded through the
funding model to provide. These consist of eitleehnical equipment which is
specific for pain management or therapeutic mass&gewe can apply one of these
two therapies for pain management, and that israin role is for pain
management. And what we do with the residentsiput them on a pain list and
it's called the pain clinic. And we apply one b&se two therapies.

MS HILL: And who directs what you do when youeaiti upon a residential care
setting?

MS URWIN: From my role that | participated in Wity current job, it was the
facility managers provided the paperwork and thgseti and my colleague would
carry out the work, but I didn’t really have muahidance per se because it wasn't —
it's not really a job that’s very difficult. It'aot hard to complete once you have the
paperwork and you have the list of residents andkymw what to do. You just go
to each person that's on your list and then yduttiem off. It's basically a box-
ticking system.

MS HILL: Would you ever have any interaction witie personal care workers of
the places you're at?
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MS URWIN: Yes, multiple — multiple times, andhiik that personal care workers
— | admire the work that they do in aged care. Whek that the physio does, | think
is a lot more passive and a lot more pointless tharcare that the personal care
workers give.

MS HILL: If I can turn to you, Ms Murphy, you'weorked as an agency nurse in
several aged care homes since 2017. How manyehtfplaces have you worked at
since that time?

MS MURPHY: It would be countless. Anywhere frdi@ to 20 facilities
throughout Queensland.

MS HILL: And how many residential care places Vdoyou attend in an average
week for you, Ms Murphy?

MS MURPHY: It could vary. | could do five shifta one facility in a week or |
could do five shifts in five different facilitiesithe same week.

MS HILL: And do you see the same level of st&ifoss the different facilities that
you attend upon?

MS MURPHY: It does also vary so some facilities quite a bit smaller so they
might have a 60 resident capacity. Others ar¢ lariger, perhaps 150 residents in a
facility.

MS HILL: What is the approach that you take wiyen walk through the door of
somewhere new?

MS MURPHY: It's quite overwhelming looking aftanywhere from 20 to 60
residents that you're not familiar with. So aftkendover | make it my duty to go
around and see everyone, see what sort of needfidlyshave that aren’t necessarily
documented. Everyone in aged care is at a diffée@pl of care so | think it's really
important to understand the needs that they have.

MS HILL: In your statement, you give an exampledwusband and wife who live
at the same facility, and if | could ask you toadse that example to the
Commissioners.

MS MURPHY: Yes. So as an agency nurse I've saeltiple examples that |
identify as poor person-centred care. The oneyth&te referring to was a married
couple that live in residential aged care. Thegmd together. The wife has late
stage dementia. So she has a tendency to abscerahder, so she resides in a
secure wing of the facility. And her husband, vetisn has dementia but is not as
cognitively declined as she is, resides in a sépan@a of the facility, and so he
often becomes confused and would like to go andhsewife, asks when can | go
and see her. So because of restrictive restralitigs in aged care, he cannot reside
in the same wing as her because he doesn’t havertdency to wander.
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So he will come to the nurses and ask to be esttrteee her. He's allocated one
hour twice a day to see his wife and he will comé ask us many times a day to
come and see her, and often due to time constraatsave to let him know that he
has already seen her twice today, he has to waittamorrow, or it's not his time
yet. Or sometimes staff might be busy and he noght be able to see her once a
day.

MS HILL: Why did you bring that example to the iB@mission’s attention?

MS MURPHY: | think this is a really good examplew person-centred care is not
being executed correctly in aged care. It's dertratesd by the sheer volume and
demand of our residents. As | said previouslyould look after 20 to 60 residents.
Our care staff have the same volume issues so megree the time and attention
that each person deserves. And this example uskyow, it really displays the
challenges that we face in delivering person-ceintege in aged care.

MS HILL: Mrs Houston, with that example in mirftave you been in that situation
yourself from the perspective of your role as apeal care worker.

MRS HOUSTON: Yes, certainly. That would be dyaccurrence where | work,
and particularly working with people with dementieach of those people has quite
different needs. And we have probably a large @rign who are two-person assist
due to their mobility and so if you have two careran area and they are both with
one particular person, then they’re not able tsug@orting anyone else during that
time, so it does become difficult. And we needb¢oaware at all times that even
when we’re trying to be focusing on the person Wxte with, that we have to be
aware of everything else that might be happeningid® the door, you know,
making sure that people don't have falls. We hawe restraint policy so people are
free to move as they are able and want to. Asdv/gry demanding to try and cover
all bases.

MS HILL: Are you able to cover all bases?

MRS HOUSTON: In a physical sense we are, buagdst not in an emotional
sense. We're very lacking in that respect andhoune has a few volunteers but not
a lot and that would certainly fill the gap if wene could have some volunteers who
could come and sit. Because often people with aémngist need company. They
just need to be being with. It's not that you hawéave fantastic craft projects or
anything like that happening. Sometimes it's pusomfort for them to have
someone sitting with them and talking to them arsd peing in their reality at that
time and, yes, so it is difficult at the moment.

MS HILL: Mrs Whitford, have you had to deal wihsituation like that in your role
as a manager?

MS WHITFORD: Yes, | have. It's probably almoketopposite. People assume
that married couples want to be together whichnofte’t the case. We've had a
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lady with quite advanced dementia recently be egkxtto the high end of the local
hospital where her husband resides and they hakepat putting them together.

But | sort of said to them perhaps that may ndtdérewish. So it's getting to know

the person and their history and who they are ranigust assuming.

MS HILL: And what do you do to support the peralocare workers that you're
working with to understand the need for flexibilitythose circumstances?

MS WHITFORD: Yes, | encourage, if they do stayitdonger, that, you know, |
try to help them out or let them — it's sort of piding that flexible time because we
do have a lot of time constraints. Yes, I'm ndtthink it's just being there, being a
voice for them, going out and assisting them whaun know that they’re busy or if
someone’s calling out and you know that they’rastieg) someone, going out and
attending to that person and maybe re-directingnthed letting them know where
they are. Yes.

MS HILL: How would you describe the relationshifat you have with the personal
care workers at your facility?

MS WHITFORD: 1 think we work quite well as a teaand that’s really what it's
about. It's not just the team with the workers, the team with your residents as
well. It's being almost an extended family. Josing aware, particularly in a
smaller facility; I've worked interstate in Victarin large facilities and | find a
smaller facility is much more accommodating to parsentred care. We know each
other. You know the needs. And yes, you just lkarsort of working in different
places, you tend to find who people are and wteit tileeds are and monitor their
progression and their care needs.

MS HILL: Mrs Houston, what do you need from yooanager to be able to
provide care that'’s flexible and responsive tortheds of your residents?

MRS HOUSTON: Well, I'm fortunate to have a veoyward-thinking director of
nursing and we’ve just currently undertaken tragnomovided by Dementia Care
Matters which is — they call it the Butterfly moa#lcaring for people with
dementia. And it’s just a wonderful program theslly gets to the heart of people
and their slogan is Feelings Matter Most so thatiere the care comes from. And
we’re in the process at the moment, a transitiochahge starting with our memory
support area, so we're changing the environmeng’ré\thanging — we’re not
wearing uniforms anymore, we come in colourful lelngg. We’re using music. We
are — there’s a whole process of about 70 diffel@ngs that we need to do to
actually achieve the Butterfly model status andrev@orking towards doing that.

We have a group of very dedicated care staff wea@aning — volunteering their

time to meet with one another and continue thisgse so that it does happen for the
wellbeing of our residents. And I'd really like ¢dfer that model to the
Commissioners and ask them to look at that as aolvgging forward. From the
point of view of training as well for care staffiet— part of it is an emotional

.ROYAL COMMISSION 26.6.19R1 P-2521URWIN/MURPHY/WHFORD/HOUSTON XN
©Auscript Australasia Pty Limited MS HILL



10

15

20

25

30

35

40

45

intelligence screening and | think people who anmiag in to work as care workers
should go through that process prior to even sigittie Cert Il training because |
think if you don’t have the right make-up in yowerpon to be able to care for older
people, then you're probably not the right perambé doing that work.

And I think it needs to be supported with educatoound dementia. The University
of Tasmania has a free course which is very gdowi the Dementia Care Matters
people have already written a great training pnogrdhe work is already done.

And I've handed some of that information to Erirdasked her to forward that on to
you so that you can see all the work that’'s beiiged It's already operating in the
UK and Canada and has been for the last 20 y&uosve've seen it work and I've
been to Barunga, the Butterfly House there, as ¢hdyt, and so I've walked
through that home personally and that's what hggiiad me so much to want
change, and to see that it actually can happdrouttt having to be a major
building project. There’s just lots of things thet can just do on a daily basis, and
it just sits at the heart of what care work shdagdand it is — it revolves around
person-centred care so | really hope that youladlk at that as an alternative to
training for the future and as a model of carepieople in residential care.

MS HILL: How did you find out about that model cdire, Mrs Houston?

MRS HOUSTON: [I'm just trying to remember nowcdn’t — someone had been
speaking about it, | had heard about it and thesdme reason one day | just
decided I'm going to go and have a look so | askeduple of girls at work if they
would like to come. And a registered nurse canth mie and a couple of care
workers and we went and met with Louise Charltoo wias the person who did all
the work to get the Butterfly model happening atuBga and she was so
inspirational. And they had just completed thecpss, | think, when we went to
have a look and they were then building some moits to attach to that.

But that was just a life-changing day for me jusing into that home and seeing
what could be done and just how happy the peopie wew home-like the
environment was, the engagement with people andstvery homely. They had a
front door; you had to knock on the front dooyou went to visit. It just wasn’t
people walking through there willy-nilly. And sk&d me that there was a lady
there who hadn’t been speaking for quite some &intehow she had sort of come
out of her shell once she was living in this diéier environment with a smaller
number of people and having lots of interactiorhwzidrers and — and they live like a
home. They have their meals together. They cookes and have them for
morning tea, and they go out in the garden and fieey the chooks and tend the
vegetables. You know, it's more real; it's a rig&l instead of we’ve just put people
in a box in a home and said, well, sit there, aedmil get back to you when we can.
That'’s just awful. It's not acceptable.

MS HILL: Bearing in mind that your home is intate of transition, what does it
mean for the care that you're able to provide torésidents of where you work?
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MRS HOUSTON: Well, we're gradually — people acening on board with it as
they are seeing it happen. | think for a littleil@some people have felt a bit
uncomfortable about it and, you know, worried alibetsafety of residents, you
know, risks involved in letting them do things thia¢y might not have done before.
So it's a complete culture change because it'suinatt we've learnt. When | first
started aged care, we were very much a be poliddramdly but there’s no “dear”
or “darling”, or you know no terms of endearmenb®used. And we’re finding
now that — not all residents, but many of the rexsid do respond to human touch.
They like to have a hug, particularly if they'reatg or whatever, and because they
are seeing the same faces continually, they’réistgto build a bond with people.

We've probably just cut down the number, the amaidmhange we have in that
area so that the residents just get to be fanilidr the faces that they see. So, you
know, you can imagine if you're not able to showeurself and every morning
there’s a different person coming in there and'tleegoing to take all your clothes
off and they’re going to wash your body, and yoownif we think about those
things, that's really confronting and this is whad're doing to our older people.

MS HILL: Ms Murphy, as someone who goes to cerads upon different aged care
facilities throughout the course of a week, howydao manage providing a
consistency of care in overcoming those tensioasNiis Houston has just
described.

MS MURPHY: So I think it is a really real challgmto have new staff coming in
all the time, and some residents aren’t very opdmving new people come in and
deliver their care. They much prefer having mdra tamily feeling to the care that
they receive. They like to have familiar faces f& me, | tend to spend a lot of
time providing emotional and social support, yoownmaking them feel like
they’re actually a person, they're not just a tdek I'm completing. So often | will
spend more time with them rather than just doimgtésks that are required to be
done.

Again, because of the sheer volume of residentsatbdook after this means that
time management is really challenging. Often aagency nurse | will be staying
back well after I finish just because | have sghat additional time talking to them
and making them feel like they are valued and wuahile of the time that | have for
them.

MS HILL: Ms Urwin, when you attend upon an agatlecfacility are the residents
that you see given a choice about the physiotharapyment that they receive?

MS URWIN: Initially, when they first arrive at éfacility they’re assessed for their
pain levels to determine if they're appropriate fbysiotherapy treatment. Once
they’re on that list, they have a trial period @nein they get put on it permanently.
From my experience, | haven't specifically seenpgieteing asked if they’re okay
with this service. It's basically a trial run ane tell them that we’re coming in to
give them this service. We do it for a week arehtthey get put on the list,
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essentially the majority of the time they don’t mally get a choice to say yes or no.
And if we are going to treat them — | worked mogtighe dementia ward, so that a
lot of them are not cognitively intact. | didn&es much of a choice being given
because it was a box-ticking type of service.

| had to go, | had a certain list of people, a nandf names | had to get through in a
certain amount of time, and the majority of thesegde couldn’t communicate
verbally so | would sit down next to them, appliher the electrical equipment that
is required for the — for their pain managemertherapeutic massage which also
supposedly delivers the same relief. But | — anligt that we are given we're
supposed to ask them for their pain rating befokatter the service. There’s no
real way to do that. You can do it through phylsiehaviours with cognitively
impaired people but you couldn’t really ask the®o | didn’t see much of a choice
being given to them.

With the residents that were more cognitively ifitggou would go and some of them
would refuse and if you could ask them you woulilhme of them would say yes,
some would say no. If they refuse, we're requiedo back, ask them at least two
times throughout the day if they wanted the sersite basically if we couldn’t get
to them and they kept saying no, you kind of gor@rel you talk to them, and |
would be told to essentially start the treatmermtnew they had said no and try and
just apply it in a way that they almost wouldn’allg notice. And I think that’s quite
demeaning, really, if you’re cognitively intact,cayou’re saying that you don’t want
something then you're still given it. Why — | fdide that's — it's not really — they’re
not really given much element of choice becaudleely have to be ticked and it's
what we’ve been told we have to do, | don't see ltfwat’'s really much choice given
in the matter.

MS HILL: Is it important to you that residentseagiven that choice?

MS URWIN: Yes, I think so. Ithink it's very ingptant because if you're living in
a place that’s going to be your home indefinitetd gou don't have that sense of
choice in what you do throughout the day or whedittment that you'’re given, how
can you expect to have any sense of independerangyomprovement in quality of
life.

MS HILL: You've given evidence earlier that yoeltfyour role as physiotherapist
was a lot more pointless than that of a personal warker. Can | ask you to expand
on why that's your view.

MS URWIN: Yes. So the service we provide is saggally for a service of pain
relief. Evidence shows throughout — because IiMg cecently graduated, we’'ve
been obviously taught the most up to date evidéased practice. From evidence
based practice that | have learnt, therapeutic aggsand electrical equipment that is
supposedly to deliver pain relief is not a goodction or deliverance of pain relief.
So massage and TENS therapy which is often whatsee- the electrical

stimulation — may provide very initial pain reli@ir some acute soft tissue injuries
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but the majority of people who are in aged careohreously older, they have more
chronic pain, it might be due to something différen

We tend to go in and assess these people forgairbut we don’t — we ask them
where their pain is and what it's like but we ddimd out where it's coming from,

so we don't give them a full proper assessment@icause of the pain and then we
apply a standardised approach to every singleeresahd that to me doesn’t really
seem like — that isn’t what I've been taught to diomy degree I've been taught to
assess impairment to see where the problem is ¢piram and how to appropriately
treat it, and | feel | have the tools to be ablappropriately treat it. However, in the
model that is currently in the system, I'm not atdeise my clinical skills to treat the
problems that are at hand in these people.

So, for example, there would be maybe someone \al@ain in their hip and the
reason for that is they have very weak hip musatesme giving them a therapeutic
massage for 20 minutes is not going to improve fioeiction or their quality of life
whatsoever, whereas if | was able to go in and theen an exercise program, do
some functional rehab training with them, maybe/tiveuld be able to sit to stand
out of their chair a bit more easier. So that widag less work for the carers when
they have to come in and help them off the todat] this person would gain more
dignity, more sense of independence, a high lei/lrection, and then it would take
the workload off the rest of the care staff thatldootherwise have had to help them
get off the toilet.

MS HILL: The Commission has previously heard evice about the aged care
funding instrument ACFI, and it has heard that easident in a residential facility
Is assessed across three domains, daily livingg\wetr and healthcare. Mrs Urwin,
has the — do you have anything to do with ACFlenryrole as a physio?

MS URWIN: Most of our physio role is based on theding model. So if a person
comes in and they're assessed for their pain, whikpe put under a level 4A or a
4B. Four A means that they get 20 minutes of nggesgaeekly, and 4B means that
they have to be seen four days a week for 80 nsralteip, so 20 minutes four times
a day. Essentially, we have to deliver this serwicthis amount of time for this
particular — the particular services that are gpetin the ACFI model, and it's
either, like | said before, therapeutic massagaestrical equipment specific for
pain management which is not evidence based.

MS HILL: In your view, Mrs Urwin, can choice amdntrol be achieved in the
current aged care system?

MS URWIN: In terms of physiotherapy, | don't tkiit's being achieved to its full
potential. | think if the model changed its — hibwwas funded for us to give
treatment, then maybe there will be more a sensba@te and control because we
would be able to apply an individualised treatntergach person who needs help to
improve their quality of life and their functiome, therefore, overall, kind of
independence and, like, helpful in the way thay th¢hat they live in — in their home

.ROYAL COMMISSION 26.6.19R1 P-2525URWIN/MURPHY/WHFORD/HOUSTON XN
©Auscript Australasia Pty Limited MS HILL



10

15

20

25

30

35

40

45

which is essentially the aged care facility. hththat | don’t have the ability to
deliver person-centred care in terms of — of chaioé control at the moment in the
current funding model. No, | don’t think so.

MS HILL: Mrs Whitford, if | can turn to you, howo you deal with the ACFIl as a
manager?

MS WHITFORD: Really, we're a MPS site so we ddméve a lot to — | don’t have
a lot direct to do with the ACFI. Our referral pess is through that system.
Unfortunately, we have one physio for quite a laaigga. So we're lucky to get him
for an hour a week. There is a physio assistanthat is very infrequent as well.
So, yeah, we — there’s not a lot of communicatietwieen different departments as
to how things are funded or what we’re entitledeiceive and the processes
involved.

MS HILL: Do you feel that you're able to give r@snts, Mrs Whitford, choice and
control at your facility?

MS WHITFORD: Sometimes. There’s a couple ogdlf blanketed policies which
are very metro based that just don’t work out m¢buntry. For example, our falls
policy, being a small facility, I'm the only nurfleere. So when I'm not there, if
residents have a fall, they have to be transfdoeth acute — acute hospital. If it's
an unwitnessed fall or if they fall and hit theead, they must be transferred for a
minimum of 24 hour neurological obs to be done Whitind extraordinary that it's
very distressing, particularly those with dementatake them out of their familiar
environment and put them into an acute ward whsdbud and very unfamiliar.

And, consequently, in my experience, they’'ve atyuzdd more falls because they
get up in the night to try and go to the toilet éinel toilet is no longer there, or they
get agitated because they’re not sure where treeyldmnow in larger facilities, they
— they would have the registered nurses thereawaige those services for the 24
hour up to 48 hours observation, but, certainlyeigional small facilities, we don’t
have that luxury. So residents do have to be fearesl usually by volunteer
ambulance officers.

MS HILL: Mrs Houston, if | could ask you to respmbto that example that has just
been given by Mrs Whitford.

MRS HOUSTON: Well, we are a larger home wheretky We have 53 residents
and we always have a registered nurse in the hdifte So a fall would be attended
to immediately and the registered nurse would thenthe enrolled nurse in charge
would decide and go through the process of asgesnperson to see whether
they're injured or whether they are able to stathmfacility. If it was something
obvious that there was, perhaps, a broken hiproetiung, well, an ambulance
would be called immediately, but if there’s no aims harm to the person, then they
would have the constant monitoring of temperataresblood pressure and so forth
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over — | think it's at least 24 hours and just aaumlly monitoring that person to
make sure that there’s no ill effects from thak fal

MS HILL: Mrs Murphy, do you find that with thefterent residential care facilities
that you attend, there are different practicesoiities in place when it comes to
falls?

MS MURPHY: Yeah, there is. So most facilitiewéahe same policy. So
regarding a fall, the registered nurse on duty @allan initial assessment and ensure
that there’s no acute injuries. If there is antadnjury or if it was an unwitnessed
fall, generally, we would send them to hospital ethi find, sometimes, can be
unnecessary. If itis an unwitnessed fall and th&yt have any injuries, we'’re
sending them as a precautionary measure, but they rmkecessarily need to be in
that acute environment. | think it is sustaininglty of life if we can manage them
in the home.

Other times, if there isn’t an acute injury, we camtinue to monitor them in the
home for 24 hours which, sometimes, depending emakident, | think can be
maybe not the best practice. If they are a demagatiient, we're doing neurological
observations on them which means asking them wthegeare, what the date is, you
know, what the time is — things like that. Thirtgat somebody suffering
neurological issues — or cognitive decline, songuldn’t generally know anyway.
It's intrusive, invasive. We’'re often waking themthe middle of the night to
continue doing these observations, and | thinkrigedly impinges on quality of life,
and it's definitely not person-centred care.

MS HILL: What do you say would support a residequality of life and your
ability to deliver person-centred care in that - -

MS MURPHY: So dignity of choice, | think, is dte centre of person-centred care.
Letting them exercise their right to choose howytiwant to be treated. Obviously,
we have advanced health directives and assessthahtghen they are admitted,
then in conjunction with their family, they will obbse what they wish to happen, like
whether they want to be sent to hospital, but,pftacilities can override this as
precautionary measures. As | said, if it's an unessed fall, regardless of whether
they want to be sent or not, we send them to halspithink having a doctor more
easily accessible for — for facilities would hefpveell. That way, we could have
more comprehensive management in the facility. jstreally understanding the
needs and the wants of each resident, makingiitichchl care.

MS HILL: Would you like to respond to that, Mrshitford?

MS WHITFORD: Yeah. Ijustfind this, in this dand age, we take them out of
the familiar home environment and put them in antedéacility where no one knows
them. Other than their basic neurological obsewuat | think they could be better
assessed in their home, if you want a better wmygheople that do know them and
can tell when maybe something is a little amis®viGusly, | think it is very
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difficult, rurally, to access, you know, the recadrphysio review in the time that
they request post fall. It's difficult to even ass the doctor, to be quite honest. A
lot of rural towns, we’re supported by locums. ®oneekends, we may not have a
doctor. You know, we need to be looking at nunsetitioners for these regions to
assist the elderly and aged care facilities wigspribing basic antibiotics for a urine
infection, or redoing the medication chart so @ragnalgesic can be given because,
oh, we’ve used the last signature. | think it'geah, we just need to be — what works
in the city does — definitely not work in a lot@duntry areas. We don’t have the
resources.

MS HILL: And what’s your experience of that, Mswin?

MS URWIN: Honestly, | was going to ask if | couddd to that. When | worked as
a therapy assistant whilst | was in Perth — | wagiiviously, the physio running it —
as soon as there was a fall, they would be — ildvoube a referral based system. If
there was a fall, the physio would go and assesg#rson to make sure that they
had no acute musculoskeletal injuries. Since kedin my current role, it's a
referral based system. So if somebody falls andn®oputs in a referral, so a carer
or a nursing staff member doesn’t put in a refeioaphysio, we don’t see them,
even if we know that they have had that — thatrinjuso if there’s no referral there,
we’re not funded to see them for that fall, we deee them.

And there was actually a situation where | — | vealknto one of the main living
areas and someone was on the floor being attendstet a fall by the carers and
the nursing staff, and | went over to try and assisd the actual staff, they — they
didn’t want me to help because they — | don’t knbivwasn’t because they were —
weren’t aware of the — of the training that we hawvassessing musculoskeletal
injuries or because they were told that we're +evaot supposed to be helping with
that because of funding issues or — I'm not reglise why. But | was kind of almost
brushed aside in that situation, whereas, | f&elthe training that we are provided
with during our degree puts us at the forefroi@ping with — with those
situations, and it just really shocked me thatat the aren’t included in the — in the
first on-call, kind of, assessment for those typiesituations.

MS HILL: How could you be included?

MS URWIN: Well, you — you would initially — becae of the knowledge that we
have of — of soft tissue and bony landmarks anmthhiyou just — you'd initially
assess for — for any fractures, for any hip brefaksanything to do with the major
joint areas. We can assess neuro observationscawassess for dermatome level.
So, like, any skin or neural issues. Like, we havet of assessment training to see
that — if there’s any initial injuries and thengamng from that, if they did have any
injuries that weren’t immediately needed to betedan hospital, that could be a part
of our ongoing treatment if we were able to havittla bit more autonomy in how

we treated a resident.
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MS HILL: Mrs Whitford, you've given evidence alidihe valuable relationships
and the importance for you of getting to know tesidents in your home. Do you
bear consistency of care in mind when you are vmgrkiut the rosters for your
personal care workers?

MS WHITFORD: Yes, certainly. | also try not tovg the care workers late earlies
because they have voiced to me that they strugghesmes with those sort of
shifts, so | will try and — where | can, put them bke, a couple of earlies in a row
to just try and — yeah, some consistency, but we lahve numerous things that
happen in the home. Like, on a Friday afternoaamhave happy hour. So between
4 and 5, they get together — and it can often exéerd we have some young kids
who play music come and do that, and I've givemtla@ old music book so maybe
they can learn some of the older songs.

Uniting that aspect of their — and they — you knavgt of these people danced and
met at farm balls and stuff like that, so it reallyes stimulate memories and good
times, and we also just have regular — once a mamthave the community lunch
where — we put on. We set up the main activityw@nd encourage family or
businesses to attend and they make a small doretthat includes a two-course
meal that they can actually sit down and have tt#ir relative because they can’t
necessarily go out. And that just — it minimisesial isolation.

MS HILL: Do you have a kitchen at your facilityirs Whitford?

MS WHITFORD: A limited kitchen. We used to haaéull working kitchen, but
that got, sort of, decommissioned and a lot ofroaals come from the hospital now.
There is a recent push to start using it againt -Oane of our late shifts, the L-shift
we call it, primarily, their role from 1 till 4.3 activities, and some of the carers
will get residents in the kitchen, and they wilkbascones and do lots of different
things because a lot of these ladies were fantegtiks, you know. On the farms,
they cooked for shearers, they cooked for all tbekers, for numerous children, and
they've still got that skill. There might be elemte they need assistance with, but
they certainly have got that skill and they fedlreal, you know. If you give them a
purpose each day, they’re happy to get up andiokapd help.

MS HILL: Mrs Whitford, what do you say the roléthe kitchen was?

MS WHITFORD: It was the hub of the home. It pd a fantastic atmosphere.
Just the smell, the sensory stimulation. You knga, can wake up, smell that
cooking, I'll go and inspect. It was also an exded of eyes in the facility, you know.
And residents often had a great relationship withamoks because it was someone
that wasn’t in their personal space that theytfelt they could go to and just have a
general chat, you know. A friend there.

MS HILL: Mrs Houston, you've given evidence abgaur role in delivering food
and understanding where residents are with footiatWé your view of the role of
food and meals in a kitchen space in a residecdia setting.
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MRS HOUSTON: Okay. Well, in our home we haverfaings so the meals are
served to each wing. As | said earlier, the brastiolley is collected from the
kitchen by the care staff, by a carer in each wiligat has on it cornflakes and
porridge and juice, that sort of thing. And thka tarers make toast in the wing so
we have that experience of the smells and it ¢etsppetites going because the
smell of toast goes right through the home whiahiée. And our meal times are
fairly set in time. So 8 o’clock for breakfastwhen breakfast is supposed to be
served, and lunch is at 12 — well, it starts a##31the first trolley comes out.

But | think that is something that is a part of Bugtterfly model which is a major
change that's required in that we need to have stli2d hour access to food service.
It encourages care staff and — or any staff, maariee staff to sit at the tables with
the residents and enjoy the meal with them, asdatld be like a slow process
where the food is enjoyed and it's an interactirreet And currently we just serve
the people as you would in a restaurant where wéhpuood in front of them and
some people will need some help but they have theal and then they leave the
table and we clean up after them. So it's a vemhat would you say, it's not home-
like. Whereas, you know, in your home, people came go, they sit at the table,
they get up and leave, they talk to one anothey, llugh, they interact and | think
that we could just do our meal service so mucha-nmuch more homely and
friendly way and that actually would help peoplé letter which obviously would
help their health.

It's a social activity. It's conversation. Andatly when you don’t have a lot
happening in your life, meals can become quitargyortant part of, you know, what
happens to you in the daytime and that's your engnt. So that’s the one thing
we’re moving towards with the Butterfly care in tthementia area is to just be much
more flexible, not so time driven by meal times.

MS HILL: Mrs Whitford.

MS WHITFORD: Yes. | would just like to add taath | know the kitchen staff

that assist us in our facility often remark howthie acute high end they actually need
to physically assist feeding because it won’t happ€he nursing staff are so busy
out on the acute end that they drop the mealsref; go back to get them and
they're still there so - - -

MRS HOUSTON: We had a lot of people that we havassist like physically put
the food in their mouths for them so - - -

MS WHITFORD: Yes.
MRS HOUSTON: - - - that's quite normal.
MS WHITFORD: It's time constants.

MRS HOUSTON: ltis.
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MS HILL: Ms Murphy, as someone that attends aevaiof different residential
care facilities do you have any examples to offeche Commissioners as a positive
example of food service and delivery done wellgeccare?

MS MURPHY: Yes, so a lot of facilities have wdlbcumented care plans for each
resident. So in aged care depending on cognibitgyaor motor skills they could be
on a modified diet or thickened fluids, for exampteaid in swallowing, so if this
isn’t well- documented it can obviously mitigatéoaof risks, clinically and social. |
mean, if you aren’t aware that the person can fieechselves then the meal may be
dropped off and then if you go to pick it up, yoight think maybe they're not
hungry today, we’ll take it away, but in actualtféwey can’t cut up the meal
themselves. They can't feed themselves. So kthigood example is when it's
really well-documented and when you have a reallydgteam environment.

As an agency nurse, sometimes you aren’t very wedcbto the environment, and
sometimes you're not very well supported. Agaiwpolld say that this mainly stems
from time constraints. A lot of the time you dohdve the time at the start of the
shift to be well orientated. You kind of just getur handover and off you go. So |
think it's really important to understand the neefieach person and if this is well-
documented or you have staff that support yourlkifitimakes it a lot easier and then
it's a safe environment as well.

MS HILL: We’ve heard evidence in this Commissadyout the lack of motivation
for people to work in aged care. In particular, Misrphy, you refer in your
statement to the lack of motivation for qualifiegrses to enter aged care. Why is
that Ms Murphy?

MS MURPHY: |- personally, | believe it stemsrt@a misconception of aged care.
Personally, going through my training in my degtigg,not focused towards aged
care at all. We're trained in a hospital sortettiag so a lot of the clinical
placements that we do are conducted in a hospitaélaament. Aged care isn’t very
well talked about. | don’t think it is identifiems a speciality area, and it 100 per cent
is a specialty area. |think you need very spedsifaff. As we were saying, you need
people that are the right fit to provide emotioaatl social care. You need people
that identify emotional and social care as an irtgogdrparamount part of the
wellbeing of people.

And | think sometimes working in aged care can &imgbur career opportunities.
So, for example, | think — well, I don’t think, iraexperiencing applying for hospital
jobs you're less qualified to progress, so | thi@cause aged care isn’t very clinical
and there isn’t a lot of clinical opportunity besauf something happens we will
send them to a hospital, we're not managing theoaie in the home and we can
provide that care. So | think it's a misconceptaom | think that, generally
speaking, the community isn’t aware of the care wWeprovide in aged care, and
certainly as a nurse that’s training, preparingrexuate, | had no idea of the
opportunity of the care that you could provide.

.ROYAL COMMISSION 26.6.19R1 P-2531URWIN/MURPHY/WHFORD/HOUSTON XN
©Auscript Australasia Pty Limited MS HILL



10

15

20

25

30

35

40

45

MS HILL: Ms Urwin, you're no longer working in &g care, are you?
MS URWIN: No, I'm not.

MS HILL: Is it something you're interested inueting to?

MS URWIN: At this point in time, probably not, no

MS HILL: Why is that, Ms Urwin?

MS URWIN: We have very limited potential as plogeerapists to actually apply
the evidence-based knowledge that we’ve learnutiivout our degree, and | think
that affects people’s willingness to go into agatedollowing their graduation
because people know as soon as you graduate argkyan aged care job, you're —
unless you are making a huge effort to get out @f apply for somewhere else
you're pretty much stuck in — in that position.k&iEmma was saying, you don’t get
good clinical experience, you don'’t get to use yexidence-based knowledge. You
don’t learn or progress in your physiotherapy skilorking in aged care.

So | think there’s a huge lack of motivation, &kla€ — of, yes, basically motivation
to go into aged care because people know thatiiegot be using any of the skills
that they have learnt as a physiotherapist to ingppeople’s quality of life. It's all
very passive. We don’t improve function, we ddrétp people to gain a better sense
of independence. It's almost when people knowe gpoken to students who are
past, present and future, about pracs in aged-carest people do tend to have a
practical placement throughout their degree — en@yjust — it's the worst attitude
towards it. So people will just say “I cannot kek that | have to go to this prac for
five weeks. It's going to be such a drag, it's AdIm not looking forward to it”.
Because you don't learn anything, it's static, gassive.

MS HILL: If I can turn to you, Mrs Houston, yowewdescribed the work you've
been doing with Dementia Care Matters, and thedsiljtmodel, what opportunities
are there for your career progression from yourezirposition?

MRS HOUSTON: Well, probably nothing, really. WHan doing is committing
myself to my work and having the opportunity toapéoday. But as far as
improving myself or having a leadership positiowtratever, there’s no — you
know, there’s nothing offering at — you know, natipithat | can aspire to at this
stage, as far as I'm aware. If | was to go throtlghnursing path, perhaps if | was
an enrolled nurse or a registered nurse there rbghkt| might be considered for
something, but because | am a personal care watkemnpt considered that | would
have a leadership role, despite my passion andedestlo better. But it won't stop
me from giving my best and that's where we’re @ éss.

MS HILL: Mrs Whitford, you've described to the @mnissioners the difficulty in
attracting or engaging workers in a rural settifgould you like to make some
observations on what has been said?
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MS WHITFORD: Yes, | think the job description®atery generic and often our
roles, we’ve got different caps on, basically. ¥heed to be more direct and more
clear, the roles that we're expected to have acitlitéde. | find that there’s a very —
feedback up is very muted. Often we may have sthat if it's not — we’ve got no
way of feeding that upward and | find, yes, it'sywenuch a dictatorship-type
industry. 1 would love, yes, for some of the pglimakers to be able to explain why
they’'ve made that policy and perhaps receive tadidack as in this will work, this
won’t work, or just constructive, you know, crions, really. Yes, rurally, | just — |
don’t think there’s a huge incentive for staff t-g other than a small locality
allowance, there’s not a huge incentive or drawdargrofessionals to advance their
career in the rural areas.

MS HILL: Ms Murphy, as someone who’s at the begig of their career in
nursing what would motivate you to continue to wirlaged care?

MS MURPHY: My passion would probably be the omigtive. As | said, career-
wise there isn’t a huge progression ahead of naygone for that matter in aged
care. | think you’re quite restricted to where y@n go with your career. | mean, |
could move rurally which I think would expand mype of practice a little bit but
other than that | don’t think there’s much of a meto stay in aged care. | guess,
unless you are passionate about it and you dodomading the care, then it’s
probably not something that people would tend&y 8t. And | do find that there is
quite a large staff turnover in aged care becauseuch a demanding and stressful
industry. | think that people often — they burrt and then they go and look for
something where it might be more manageable, pdatiy hospitals where you do
have legislated staff minimums.

We don’t have that in aged care which I think is thot of a lot of issues that we all
face. We just have too many people to care forldhithk the quality of care is
sometimes affected and it's hard. It's hard teefdat.

MS HILL: Mrs Houston, you've described in soméailethe work of the Butterfly
model, would you like to, using that model, deserbpositive example to your mind
of person-centred care?

MRS HOUSTON: Okay. It would be — it would bemgiable to go into a person’s
room and give them my full attention for howevendat takes for their needs to be
met in relation to getting them out of bed and séwmg them and dressing them,
whatever. So it would be allowing them to choo$matithey want to wear, allowing
them to do whatever they can in dressing themsel8esit might take five minutes
for them to do up all their buttons but that wob&lso lovely just to let them do that
instead of reaching over and doing it for themst do choose whatever clothes they
want to put on, decide whether they even want tmgeof bed. Sometimes people
don’t want to get up until 11 o’clock and that shibbe okay, if that’s their choice.

And also with their food, just to — not just to leaw come and sit at the table now
because it's mealtime. To be able to say are ymgty or if they’'re not able to
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respond obviously you have to present the footieant but sometimes people just
don't feel like eating, and the food gets whiskegwg then, so then they've just got
to wait until the next lot of food arrives — anet&’s plenty of it, people are not left
hungry at all — but I think we can just do so muauobre with food and allowing
people to participate in the preparation of footlether that might be pouring a cup
of tea or spreading a piece of bread or sometlhieg would have done themselves
and just giving them little jobs to occupy thenb.cdn be as simple as folding some
washing, some tea towels or, you know, just housktnings like sweeping the floor
or going along with a duster, or just something thakes them feel they're doing
what they did before. Taking someone outside atiohgy them hold the hose on the
garden. That can be so enjoyable to them, andnt'spportunity to chat. You can
talk about the weather, you can talk about thesteawl the flowers and whatever it is
in their past that we know through their persoifaldtory. It's an opportunity to
share that.

And the Butterfly Model is excellent in the way thitzapproaches behaviour
management, and people with dementia often act ey have what we call
behaviours, but that comes from trying to expresseed, and there will always be a
need whether it's they're hungry, thirsty, theired, they have pain, whatever that
might be, and it's up to care workers to be ablaok through a process and find
out what — what is causing that behaviour and theating that need and, you know,
that takes a lot of time. It takes a lot of knogviof a person to do that. It takes a lot
of patience and it takes a lot of teamwork and compation with one another so
that we can compare observations about what’'s gmingnd is this happening at the
same time every day, and there’s just so many ifaétoit.

And | think for a long time, aged care has not bagmowledged as a specialist field
and it certainly is, and care work — care workis@ctually a specialised field in

itself as well. And I've had other employment thgh my life, done lots of other
things, but | just love doing what I'm doing. |#going to be a nurse. That's what |
wanted to do, but once | was hands on with peopéged care, | didn’t want to
move on with that any further. | felt a real desiw be with people and to meet their
emotional needs and not just be handing out pifig, then as you work down the
scale, it just takes you further and further awayrf the resident. And, you know,
nurses spend all day sitting in front of a comptgpmg care plans, but they don’t
actually come and sit with people and — and knawthand we do. We're the eyes
and ears of nurses, and we are the voice and tloeaie of residents.

MS HILL: Mrs Whitford, what needs to change?

MS WHITFORD: Really, staffing. You know, we wovkery hard to make these
care plans, but no one has time to read themedifact, like, it ticks the
accreditation boxes, but the time given could bbetter spent. You spoke about the
Butterfly Model. In our region, there’s a big puskely for the Spark of Life which

is a similar philosophy, and that is really pereemred care and how to adjust your
environment to provide that. But a lot of trainiaugd a lot of time is required and
everyone needs to be on board. Yeah, it's morfthseparation. | think just access
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— | often go in on a weekend to provide wound clke, | might — | — | just know if

I don't do it, it won't be done. And that’'s prownd) person-centred care because if
it's not done and they have to be taken to the ikeddpr it to be done, well, that's
not always appropriate in my eyes.

And we — about 12 months ago, had a resident wisosteage — end stage palliative
care. She was very fearful of hospitals. She nzde you know, wanted us to
promise her she would never go to the hospitaff 8tent above and beyond to
ensure that she was comfortable in her home, dlesl e and up until the last 48
hours, we managed to keep her there. That waso Volunteer time, people just
being with her, sitting with her, and then she hddll. Thankfully, by that stage,
she probably wasn’t quite aware that she had lreesferred. But that was a major
effort and everyone felt so proud that they weedtgrwell able to keep her wish. So
it's just, yeah, you can’t just knock off and gonine.

MS HILL: What's your message to the Royal CommoissMrs Whitford?

MS WHITFORD: 1 just think that aged care needbédunded like the acute

sector. Particularly in our rural hospitals, threycombined and it's often very — not
very transparent where the lines are. A lot oftigh end aged care are left when an
emergency comes in. Now, | personally think trefreuld be someone with them
24/7. They are your higher end care recipientsrtbad someone to be there,
particularly if they have a behavioural outbursd &mat could definitely impede on
the other residents. For their own security astl your holistic view, you know.
Being — someone being the eyes and ears and s svith them, being with them.
It's very much understaffed, but not just undefs@@f It needs to be an improved
skill mix. You need to have people on the floattban educate and assist the carers
to provide the best care we can.

MS HILL: Mrs Houston, if | can turn to you, whatyour message for this Royal
Commission?

MRS HOUSTON: Well, I guess | wrote my submissimm the point of view that,
you know, so much has been said in previous hemadnd is still to come, | guess,
about the negatives of aged care and what’'s hapg@mihomes, and my experience
is that there are some fantastic homes, some fantase staff and dedicated leaders
in the community, and that needs to be acknowledgedell. But my purpose was
to try and find a way forward so that's why | browighe Butterfly Model to the

table. | have no connection to them whatsoeveionlt belong — I'm not affiliated
with them in any way, but | do absolutely beliemenihat they’re doing and | think

it's just such a positive and appropriate and teated tried method of moving
forward with aged care.

So | really just wanted to bring that forward satth would be somewhere to go
because at the end of this, there’s — there’s sthreadness and so much hurt for
some people, and | think, for them, we need to sthmm some change and that we
—you know, there — there is a way through thig, aged care in Australia just has to
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have a complete culture change and we need tolbmgaur older people. They
are all people who have lived lives, paid theiresand they're just ordinary people
like us. We've had, you know, nurses and schookpals and hairdressers and
people of all walks of life that have come into care that have worked really hard
and had productive lives that, now, through notfafitheir own, their age is
affecting the way they can live, and we shouldus fhere to serve them and to fill
the gaps in their life and just to make a diffeeetxjust their ordinary everyday part
of their living while they are still alive.

So that it's not just, “Well, we’ll just stick thewver there where we can’t see them
and we won’t worry about that because it’s alltaybicky when people get old and,
you know, they’re just not themselves any moreridAve are fearful of that. 1 think
we’re all are fearful of where our lives are gotngyo which is why we have to of
something. Start making chance because we'reoaijgo get older and any one of
us here in this room could end up with dementiber&’s no cure and there’s no
known cause, so any one of us sitting here todaidagasily end up in a residential
facility. So think about how — what do you wantht happens to you, how you
want to be treated, what choice do you want to haveu know, at the moment, you
get put in a — a small room and you have a vanépeople coming in and providing
care for you, but there’s so much missing, anéé&sh’'t have to be like that.

MS HILL: If I can turn to you, Ms Urwin, what'sour message to the Royal
Commission?

MS URWIN: | think that we have an ageing popwatipeople are getting older,
they’re living for longer and, with it, it is comjrmore issues, like physical issues,
emotional issues, social issues. | think that \ghabst important in aged care
which has seemed to be overlooked for a long tsrike resident, is the person that
lives there. That's their home; that’s their life

MRS HOUSTON: Yes.

MS URWIN: They should be the most important thimgny aspect of care,
whether it be emotional, social or physical. Mystration is that the function is on —
sorry, the focus is on pain, not physical functidrie more that we focus on
somebody having pain, the harder it's going todrnprove their physical function.
And the happiness and satisfaction that you ca@ gismeone from such a small
input for — to improve something that they can doenndependently, like a hand
movement or strengthen their legs or some soraokter so they can do things
easier is so immense and none of us — because fuettoning physically so well,
none of us would know how that feels, but you camthe results of people who
have been rehabbed that they just — that it affepisysical function can affect
emotional health.

So I think it’s really, really important, and thesue is that we have — from a
physiotherapy perspective, we have the skills, axgelthe knowledge, we’re willing,
and we're able to improve these people’s qualitffef and we have so much access
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to evidence based practice at the moment with tlogvledge that we have on the
internet and — and studies and things that argp4o date is so immense and we're
not using these skills to improve the most impdrfseople in aged care’s quality of
life, and I think that — that needs to change soaa¢her than later.

MS HILL: Ms Murphy, if | can ask you that sameegtion. What's your message
to this Royal Commission?

MS MURPHY: Yeah, so | just want to elaborate omsthing Patti said earlier that
personal care workers do provide the forefrontrobonal care. | became a nurse
because | want to care for people. At the momeatdo — nurses, we spend a lot of
time in front of the computer. We're doing docurntaion, we're doing medications,
and while they're all equally important parts gierson’s care, it's fundamental to
be able to look after and nurture their emotiomal social wellbeing. And I think
that what that would look like in aged care in terof change is legislative
minimums for staffing ..... care staff, allied hbakegistered nurses, we need more
people in the industry.

I would like to see a bigger influx of qualified nses, like, new graduates coming
into aged care, a greater appreciation for thestrgluand a bigger focus on the
emotional side of care. Like, it is so importanti@o fundamental if you don’t have
a good social or emotional wellbeing, then you'ot likely to engage in clinical
care. You won't engage with the physio, you wonmtk to improve or maintain
your quality of life, and I think to do the besatiwe can in delivering this care is
dignity of choice, it's individual care. There’s one size fits all. You've got to
adapt to each person, and I think, again, thatsooisly such a time consuming
process. So we just need more staff to facilitaése sort of changes that need to
happen because these people, they deserve betderidaey're paying for better care
and we want to provide that.

MS HILL: Would any of you like to respond to whedch of you have said?

MS WHITFORD: Yeah, I'd like to. | agree —in ShtAustralia, the enterprise
bargaining agreement recommends 3.2 hours pepearday for each resident.
Currently, we're still not achieving that, and itist very clear either, like, what do
you class direct care? Is that allied healththds diversional therapy? Is it direct
carers? So | think there needs to be some clatidic around the actual staffing
ratios. | also think that the fee structure needse a lot clearer. A lot of the elderly
that come and want to enter are very concernedtdabewost, and there’s still
definite confusion out there as to how much it'sngdo cost them. Do they need to
sell their home? What can they do? They're veeyy fearful.

These people have worked extremely hard and saagdaell through years of
depression, and that is a major concern for thewh | shink we would be able to
assist them earlier if they felt more confidenthwithat they were — the requirement
from them was. And regarding care plans, we de lthe internet. However,
rurally, we’re still paper based. We don't have ttetwork to facilitate Lead Care,
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so we’'re still using a lot of our carer hours, stthool. So even though the
recommendations state that we use Lead Care onatitee, we don’t have access to
that. So we still have to do the full assessmedtthen write up the care plans.

MS HILL: Commissioners, that concludes my exartiioma

COMMISSIONER BRIGGS: Ms Urwin, thank you for yoewvidence. Why is it
that you're not allowed or not able to apply yokitls in the workplace? Is it there —
you have got a strict requirement, but those twmgoof therapies and that’s it?

MS URWIN: Yep. So if you actually go and look-aback to the funding model
under the Complex Healthcare heading, there isvbtixes, and it's got a whole
bunch of different things on ..... caring thingat the things that relate to pain
management is that you're either a 4A or you'rd3a &0 you get — 4A is the 20
minutes per week of either electrical therapy fedf basically, pain — to treat pain
or therapeutic massage. If you actually go ineo-ttthe model says the funding —
sorry, the funding model says that we use evidéased assessment to assess
people’s pain. If you actually go into the websitee Australian Pain Association
website that has that assessment on it, part bivblasite says these two therapies
should not be used as a base intervention formpamagement as they’re only
passive temporary interventions.

So | don't know — even know where that has commfr&o it seemed to have been
kind of a gradual input of this system. It wasalt,of a sudden, everyone has to be
on a list. It's gradually management, kind of, @mraging people to get put on it and
then more people and more people and, all of assudtls just turned into this. We
have to tick these people off. This is the onipghwe have time to do. If we get
time, then maybe if we have a referral for mobitigsessment, then we’ll — then
we’ll do that as well. But this has become, someltbe main treatment, and | just
don’t understand how — who'’s decided that thesefhes need to be implemented
when strengthening and exercise based intervengienso much more evidence
based for improving any sort of pain and qualityifef

COMMISSIONER BRIGGS: | couldn’t agree more, anel will certainly have a
look at that because enablement and rehabilitatome effectively is pretty
fundamental to people’s quality of life.

MS URWIN: Yep.

COMMISSIONER BRIGGS: So thanks for your evideraad | might say thank
you to your colleagues too. | really appreciatanfoankness and your very
interesting commentary on what it's like to worktive system.

COMMISSIONER TRACEY: | would only add that thertg that impressed me
most, despite all of the practical difficulties whiyou confront on a daily basis, the
humanity that came across in your obvious great frarthe patients who you've
looked after over the years came through. Andutss$ so important that good aged
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care be available in this country, and you've besny helpful in guiding us to know
how that can be done. Thank you all.

MS MURPHY: Thank you.
MS WHITFORD: Thank you.
MRS HOUSTON: Thank you.
MS URWIN: Thank you.

COMMISSIONER TRACEY: The Commission will adjounntil a quarter past 12.

<THE WITNESSESWITHDREW

ADJOURNED [12.02 pm]

RESUMED [12.20 pm]

COMMISSIONER TRACEY: Yes, Mr Bolster.

MR BOLSTER: Commissioners, before we turn todkielence of Dr Patterson,
there’s an issue from Broome with the evidence tleads to be resolved. There’s a
statement of Mr Jaye Alexander Smith that neediettendered formally. It is
WIT.0128.0001.0001. And it's dated 10 May 2019 #rshould become exhibit 4-
17.

COMMISSIONER TRACEY: 4-17.

MR BOLSTER: Thank you.

COMMISSIONER TRACEY: Yes. The witness statemainiaye Alexander

Smith dated 10 May 2019 will be exhibit 4-17.

EXHIBIT #4-17 WITNESS STATEMENT OF JAYE ALEXANDER SMITH
DATED 10/05/2019 (WIT.0128.0001.0001)

MR BOLSTER: Commissioners, | call Dr Kay Chrisgtihesley Patterson.

<KAY CHRISTINE LESLEY PATTERSON, SWORN [12.21 pm]
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<EXAMINATION-IN-CHIEF BY MR BOLSTER

MR BOLSTER: If document WIT.0247.0001.0001 cob&lbrought up. Dr
Patterson, that's a copy of your statement yousesnthere on the screen.
DR PATTERSON: No, | can see you.

MR BOLSTER: Well, you should in front of you have-

DR PATTERSON: | have a copy here.

MR BOLSTER: You've got a copy there. All rightVell, take it from me that on
the screen that I'm looking at there’s a copy afirystatement.

DR PATTERSON: There’s one here now.
MR BOLSTER: Good. That is your statement, st
DR PATTERSON: Well, it's the cover of my staterhen

MR BOLSTER: Yes. Okay. Well, is there anythadgput that statement that you
wish to change?

DR PATTERSON: No.

MR BOLSTER: Is the statement true and correthé&best of your knowledge,
information and belief?

DR PATTERSON: Yes.

MR BOLSTER: Now, Dr Patterson, you have beenGbexmonwealth Age
Discrimination Commissioner since July 2016; cciPe

DR PATTERSON: Correct.

MR BOLSTER: And that followed a long career, batha lecturer and senior
lecturer in gerontology.

DR PATTERSON: Yes.
MR BOLSTER: A senator for the State of Victoraa 21 years.
DR PATTERSON: Yes.

MR BOLSTER: Two years as the Minister for Healtid Aged Care.
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DR PATTERSON: Yes.

MR BOLSTER: Two and a half years as the Miniéte=amily and Community
Services.

DR PATTERSON: That's correct.

MR BOLSTER: Could you talk very briefly about yowork in gerontology, and
your experience in gerontology particularly witlerence to aged care and
observations that you would like to make about yeyrerience there.

DR PATTERSON: In the mid-1970s after | finishegt RhD | was teaching allied
health professionals — physios, speech therapistsipational therapists, etcetera —
and they were all doing child development and pteds. And | believed that they
should be doing more work looking at the well olderson, gerontology. And | said
to the clinicians, “Why aren’t they doing gerontgy@” and they said “They’re doing
geriatrics”. And | said, “That’s about the sicldef person; they need to be looking
at the well older person”. So | believed thatadticing gerontology and lifespan
development or psychology was important.

| did that at the undergraduate level and | alsapewith two other staff members,
the first diploma — postgraduate diploma in gertogp. So it's been a passion of
mine since the mid-seventies, this area of ageing.

MR BOLSTER: And what's your view about the needdcus on gerontology
today?

DR PATTERSON: | think it's absolutely vital. hink it's — | think one aspect — |
think one of the things we need to do is to se@ dbanges in education, not only of
health professionals, including general practitrsrend nurses, but also of any staff
that are working in aged care facilities to actugkt them to focus on what well
ageing looks like, because many of them spend lilkes working with sick elderly
people and expect that that's how everybody isthatlinfluences the way they treat
older people. So | believe that education is aliebyt vital — absolutely vital part of
trying to get rid of some of the scourge of eldeuse and ageism that we see in our
community.

MR BOLSTER: Well, that leads into your currenleras the age discrimination
commissioner. There’s an educative role in thspeet, isn’'t there?

DR PATTERSON: There is.

MR BOLSTER: And could you describe for us howttlrde is developed by you in
the period that you have been the commissioner.

DR PATTERSON: Well, it has taken many formss Ioking at how can we
educate older people about what their rights aterims of what they should expect
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from the community, and it's about also educatieggde about the negative effects
of ageism, for example, how it impacts on eldersahtow it impacts on people’s
attitudes to older people and their treatment déppeople. So | think it's
absolutely vital that through my — all the worktthdo, and | do a lot of speeches
and attempt to actually raise the issue of ageistitlae effect it has, or negative
effect it can have on older people.

MR BOLSTER: All right. Recently we've had Eldabuse Awareness Day and
awareness week. What's the focus of your roléat tield?

DR PATTERSON: Well, it's varied. It's about emgg that older people
understand what their rights are. For exampleragently had a function in Dubbo
and after it a woman came to me and said, “My smldeen stealing money from
me. He has my power of attorney, | didn’t knowuld revoke it.” I've been
working with the Law Council, for example, to sayyers have a responsibility in
making sure people understand their rights whey tieke a power of attorney, and
attorneys need to know their responsibility. Artdihk we’ve all fallen down in
educating people about those issues.

And in aged care, because we’re focusing on agedheae today, it's imperative
that the staff understand their rights — what ofgkwple’s rights are in terms of their
enduring documents and what their responsibildies It's not okay, when a power
of attorney says, “My mother can’t have visitorsitlat’s a financial power of
attorney — we’ve had an example of that recentiptto be able to say, “I'm sorry,
that’s not the right of a power attorney to dictat®o visits”, and to know what their
residents’ rights are.

MR BOLSTER: That complaint you were talking ahoumas that a formal
complaint to the commission?

DR PATTERSON: No, it wasn’t a formal complainttte commission.
MR BOLSTER: Could you talk briefly about what tissue was there.

DR PATTERSON: The elderly woman believed thatwhated to move to another
nursing home because her daughter had put her wheréhought it was convenient
for her. She realised there was a mediation proghat was being trialled with a
family mediation centre. | don’t — we don’t knowva she got on to them and rang
them and said, “I'd like you to come and visitmlhaving money taken out of my
bank account and | want to move”. And they themtacted the nursing home and
said, “We want to come” and they said, “Well, yantt because the power of
attorney said she can't have visitors”. They thaid, “We’'ll test that, we're on our
way” and she realised that she had got it wrongd ey had a mediation session
with the family and she was moved and the powettoiney was — | don’t know
what happened with the power of attorney but | knlog/whole thing was mediated.
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And | think that we're seeing a lot of good workngedone now with Family
Relationships Australia and with family mediatientres in mediating some of
these issues that older people don’t want to enid gpurt.

MR BOLSTER: In paragraph 5 of your statement igtantify three priorities. The
one | want to focus on is elder abuse. We've athid talk about that in some detail.
And you identify five actions that you are involvetth in paragraph 5. The first
one is community awareness. Could you speak priefivhat’s going on in that
space?

DR PATTERSON: Well, I have two staff and one bared from health and an EA,
so | have to cut my coat to fit my cloth and | obdisree areas. And as you've said,
elder abuse is one of them. And it's about bewigtloere, getting information into
the press. | think people would agree that weaenghat issue, not just because of
me, but because there’s an increased intereseiaréa of elder abuse in the last five
to 10 years than there had been before. | thinlag a bit like child abuse and
family abuse earlier. It's about raising awarenéssabout educating older people,
about working with the law and lawyers about wihatytcan do.

It's about working with all these groups. | cadd it on my own but | can actually
be an impetus for getting change. There’s alsbsagl, about education which |
think is vital. We only have six elder law course®\ustralia. Some of them are
electives and | believe that the universities calddnore to introduce elder law and
the lawyers could do more to educate people. &eth— really, elder abuse is
everybody’s business and it ranges right across/titde community.

MR BOLSTER: You refer also to the implementatairthe ALRC report on elder
abuse. We will talk about that in a bit more ddtder but just broadly speaking
what is the general state of the response to dpatrt and the recommendations
contained in it, particularly when it comes to #ged care related facts.

DR PATTERSON: Well, there were 43 recommendatiansl when | took on the
position, we had — are willing to work report tisatsan Ryan had written and the
elder abuse report, and | have a — a version +d@ports that sit on a — on a shelf, but
nothing happens, and | vowed that | would actudtlye those recommendations.
One of the things I've done is I've met with alethttorneys-general across the
States. It's like painting the Harbour Bridge. eytkeep changing. So actually talk
to them about what they can do. One of the thihgsthe Law Reform Commission
recommends is to have harmonised powers of attorney

It's impossible when you’ve got your mother livimgMelbourne, your daughter in
Sydney and your son in Queensland all getting &divam their public advocates
and information that’s all different. It shouldive beyond the wit of mankind to
actually harmonise the legislation. There is —rtagonal plan was one of the
recommendations. That was launched at the begjrofithis year, but the
recommendation regarding the harmonisation legisiait’s pretty mealy-mouthed
and soft, and I'm determined to impress on people important it is to protect
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people, to be able to educate them. You can’ta@ubem at a national level with
seven or eight different systems in terms of emdudocuments.

MR BOLSTER: Now, the fifth focus you identifyals combating ageism, and I'd
like to spend a bit of time about that particulegaaand ask you this question: do we
value older Australians?

DR PATTERSON: | don't think you can generalisghat way. | think that a large
number of people value older Australians and reibeen, but, sadly, they're not
represented well in the press. Sadly, they'rer@ptesented well in various walks of
life, and there is a lot of ageism in terms of dedyelieving that older people are had
it, dependent, a burden. | think sometimes, sohoeiopolicy affects it. Some of

the language in the — in the — can’t remember #gmenof the report. In terms of the
inter-generational report - - -

MR BOLSTER: Yeah.

DR PATTERSON: - - - actually talks in languagattls rather negative. So we use
negative language, and we actually, in fact, nét orfluence the community in
having negative effects, but older people themsebegin to feel that they're
worthless and useless. We may appreciate whatdiheg carers, for grandchildren
and for their partners and for children with a difty. We — we value what they do
as — as volunteers, but we underestimate and dettadir other contributions to the
community.

MR BOLSTER: You define ageism in these terms:

Discrimination against people based on their aganifested through negative
stereotypes and perceptions.

What's the best way for the Commission to undestgeism in the practical
context, particularly with reference to aged care?

DR PATTERSON: Let me just answer it by sayingisigecan also affect younger
people as well, and that’'s why that is a very gahewmment, but when we’re
focusing on older people, it can influence — foamyple, if you see that somebody is
— or believes that somebody is frail, incapable,alide to make decisions, then the
balance between autonomy and the balance betwegtegsaving a protection gets
out of whack, and you end up with overprotectiarg awill give you one example.

When [ first came into the commission, somebodsyeaiit with me, not as a
complaint, but as an issue. An elderly gentlemanted to go from a nursing home
to an RSL function in Queensland. The managenefacility thought that was not
good for him, that was a risk. Two staff volunezkto go without pay, and — you
know, go voluntarily, and he was prepared to paytiem, and there was still this
tussle about that he shouldn’t really go. Now,ngpeople take risks. We all take
risks, and | think, sometimes, we can overprotétevery people and we have to let
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them make decisions for themselves that are céedi,dbut not overbearing, and |
think ageism can lead to people being overprotet¥al can’t go out. You might
fall in the garden.”

MR BOLSTER: You talk about negative beliefs abolgier people. What are some
of those beliefs and how do we challenge them amddo we turn them around?

DR PATTERSON: | think one of the — one of thene @f the beliefs is that you're
not as capable of making decisions as you — a®goea were, and | think that we
need to do a lot more about assessing people’sitgp&ome of the
neuropsychologists I've met with are now tryinddok at, “Yes, | can make a
decision about who’'s my power of attorney, butvérdt got the capability of
making a decision about my investment of my suparation or whatever else,” and
they’re trying to actually refine and look at caréf how they change, that decision-
making changes over time.

It sometimes can improve when you've got — whenwy@moved from an area
where you've been, you know, victimised to whera'y@being protected. So |
think that we need a much better way, not this #mpni mental test of people’s
capacity. It's about saying we all need to be ablmake decisions as far as we
possibly can and to estimate that I'm able to nthkse decisions, and | don’t think
that’s the case because people, if they assumgdbatan’t make a decision, they
assume it about everything in your life.

MR BOLSTER: In paragraph 17, you say that:

Ageism undermines the human rights of older Australand is an obstacle to
achieving an aged care system that respects angbstgshuman rights.

Could you speak briefly to that? What can we dsttp ageism undermining people
in the aged care context?

DR PATTERSON: Well, as | said at the beginningelieve education is absolutely
vital. That you need deep changes exposing peopie educative process of the
workers who go to work into — in aged care, the @Rs visit aged care need to
actually have experienced and thought about theohdr person, how they — how
they cope, and the fact that when somebody, thédfoye, they go to an aged care
facility is no different from the day after they-eater an aged care facility, and that
they have all the rights of anybody out in the camity. Although, those rights
wither away - - -

MR BOLSTER: Yeah.

DR PATTERSON: - --when | lose some of my autogpwhen people make a
decision about what | should do and where | shgoldr what | should eat or about
my medication. That if we don’t have that deepng®in education, then I think we
will continue to see ageism affecting what hapgensder people. 1think, also, that
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people should be reminded that one day, unlesshivey a premature death, they
will be old, and | remind every group | talk to thle culture they set now is the
culture they will inherit.

MR BOLSTER: Allright. Can we turn to the pregate of ageism, and you make
some comments there about the fact that therttlesdividence about it, but that the
Law Reform Commission recommended a national peexa study back in 2016.
Are you familiar with where that study is at the ment?

DR PATTERSON: Well, just let me clarify something/e’re talking about two
different things. We're talking about ageism afdeeabuse, and there isn’t a study
about ageism. | did actually refer to a — a pefceesearch that Susan Ryan
undertook which was talking about how people p&extibther’s attitudes towards
them, and a significant proportion of people, ok@mper cent, feel that they're
discriminated against. So that’s quite a diffetdimig from the abuse. The Law
Reform Commission recommended a prevalence studyamelder abuse. They
actually — the government has funded a — to loakdgfinition because there are
quite different definitions and — to look at a défon. Australian Institute of Family
Studies has been doing that. They looked at asg&tudy, and they've just closed
the tender for a prevalence study, and | beliewgliitbe announced as to who will be
having that in the near future who will be undeinigkthat prevalence study.

MR BOLSTER: Thank you for that. The prevalenegadn relation to ageism, the
Ryan study that you referred to, 50 per cent opfeesaid that ageism was present in
healthcare, government policy and access to servidéhat’s your feeling about
those statistics based on your experience?

DR PATTERSON: Well, I think many of these arealg@eople, and they were
experiencing what they've seen, and it doesn’tljagtpen in aged care. | mean, you
see people in — older people in public hospitaid, there was, in 2015, a very
moving monthly quarterly essay by a doctor of gaheredicine at the Royal Prince
Albert Hospital in Melbourne.

That’s very sober reading about the treatmentadropeople in aged care, even to
the point where somebody said to her, “Why on eamthyou doing general
medicine? You don’t make money working with olgeople?” Now, that’s the
attitude that prevails amongst other specialistsatds a general — a specialist in
general medicine working with older people. Healelp us because that's ageism
at its worst, and that she talks about the treatmemospital of people having meals
presented to them and it being taken away witheconding. People being left in —
inappropriately without receiving help when thellexfor help. So it's —it's
prevalent in all aspects where older people aredna needing care.

MR BOLSTER: Do you have a particular view aboutritional issues in aged
care?
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DR PATTERSON: | have a very strong view aboutitiohal — nutrition in aged
care and medication in aged care. It is appatlag we have research which is
reported by the Dietitians Association of Australravhatever its formal name is
that significant proportions of people in aged e malnourished. How can that
happen? That's a question | ask. How can you pawgle in the care of facilities
where they are malnourished, and there’s a sedodg /hich demonstrates that
they have very low protein.

Now, we all know as we age — my physio reminds orestantly that | should have
protein in every meal because, otherwise, our negsghste. Why should somebody
in a nursing home not have physical therapy, neé lzgpropriate nutrition to
maintain as much of their mobility as possible, emdee that we have malnourished
residents in aged care is totally unacceptable.

MR BOLSTER: And - - -

DR PATTERSON: With regard to medication, | havarge number of general
practitioner friends who are appalled and pharniaepds that there isn’t sufficient
review of medication. There’s some recent work Has been done using
technology of putting in all the medication, angiits up flags when there are
counter or polypharmacy outcomes. That's the @oatilvance we should have that
people’s medication is appropriate, that they doaihe back from hospital where
there’s some medication that the GP doesn't reuallss# they're having, doesn’t see
it till the next visit, or doesn’t even go throughmedication review.

Those are simple things that can be fixed, nutrjtroedication, to actually approve
the lot and the life of people living in nursingrhe care. We’re going to have the
peak of aged care in the next 15 years of the babyn going into aged care. We
have no time to waste. I've been talking about #imce 1976 when the baby
boomers thought it was never going to get oldés. on the threshold of aged care,
and | — | think we should be — | hope this Royah@aission will be acted on and the
recommendations adhered to, to actually improvéahef people in aged care
because, at the moment, in some facilities it'allpinappropriate.

MR BOLSTER: Could we turn to the issue of uncaomss bias which is something
you make specific reference to in paragraph 10af yeport. How do we see
unconscious bias in health and, more particulanlpged care when it comes to
older people?

DR PATTERSON: | think it's — that’s part of thgeism that they're frail, they're
incompetent. People don’t see them as the pehsgnare and have been and, for
example, belitting comments, you know, “Dear. $W&” not calling somebody by
their name, or some older people prefer to be @&lleMr and Mrs Jones or
whatever. Not respecting them as people who hdwstary, who still love, who

still care about their grandchildren, who still areole human beings and shouldn’t
be infantilised by an unbiased attitude of peopieking they’re lesser persons
because they're now in care.
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MR BOLSTER: What about benevolent ageism? IsetBech a thing?

DR PATTERSON: Well, there is. It's about overgating people. | maybe did
that to my mother, | suppose, when | was lookinigrafer. We often want to
overprotect them. We want to surround them — Wihats talking about before of
getting that balance of autonomy and protectionobstep and, sometimes, the
benevolence can lead you to be overprotective ahdctually taking into account
the person’s wishes for themselves.

MR BOLSTER: Closely related to that, you refex amother basis for ageism, the
fear and dislike that some people have for oldestralians. Why is that?

DR PATTERSON: | think it's quite difficult for gecially younger people who are
dealing — and middle age and even at my age, ér'g ¥onfronting that your life will
come to an end, and — and so sometimes you endtluja dislike. And we’ve got a
program — The Benevolent Society are doing a wbatepaign on ageism, and they
say that some people basically weren't very nicemthey were young, and they
don’t turn into very nice older people. We're aditthe same. And — I've forgotten
your question.

MR BOLSTER: | was asking you about the fear aistikek that people feel for
older Australians.

DR PATTERSON: That's right.

MR BOLSTER: It’s difficult to go into a nursingpme sometimes, isn’t it?
Confronting.

DR PATTERSON: Itis confronting because you’ve goconfront your own
demise.

MR BOLSTER: How should people approach that fymur perspective as a
Human Rights Commissioner?

DR PATTERSON: | believe it's absolutely vital thae expose people to lives well
lived and, for example, I'm doing a project at thement, assisting with it, or
supporting a project of a young woman who has lgeemg a project of 100 young
people in Melbourne, Sydney and now in Brisbaneetétaunched on 16 or 17 or 18
August. 100 young people, painting portraits dd t@ntenarians. In 1976 there
were 122 centenarians; there are now over 400@marnans. In 2040 there’s going
to be over 40,000 centenarians. Let’s face bt anlore people are going to be living
a very long life. And what we're trying to do withis project is to get an army of
young people who've sat, painted, talked to, bettexl, written about these older
people who have lived 100 years, and then to shamples of what you can do
with intergenerational reports.
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And there’s research now that shows that intergeiogral reports, combined with
education — there’s just been, only on 20 July ihiery up to date, the Public
Health Journal of America has actually reportedethmd study of 63 pieces of
research, commissioned by the World Health Orgéinis#o look at what are the
factors that can counteract ageism. And when dieyhis meta-analysis of these 63
studies of over 6000 people published this weedy thund that together
intergenerational activities and education havegtieatest effect in reducing ageism.

MR BOLSTER: Let’s talk about intergenerationaliates. Can you give us some
examples of the sorts of things that the Commissiwuld be looking at to involve
younger people in an engaged way with someone whalged care?

DR PATTERSON: |think there are a host of thitigst can happen. Aged care
facilities aren’t always very interesting placesyoung people to go. You know,
sitting in a room with an elderly person is note@e’s idea of fun but if there are
activities that they could join in. For examplegmlace | read — this is recently —
has a pool table, and | watched a son and a fattiex father with very, very severe
dementia still able to play pool. What a bettéeiaction, how more interesting for
the son to visit, to be able to play pool with father. | think people need to be
creative about what can we do to make this pladeon@ng to the community and
the families. We know that many families don’tivigeople in aged care.

The other thing that we’ve seen recently is colocadf kindergartens and day care
— sorry, playgroups. There’s a — the play growgmaistion is doing a very active
program of bringing young people into — into thellity. The other thing that we’'ve
just recently — I've just recently heard aboutigHiolland, they’re co-locating
students in aged care, not to work in aged car¢obactually do things with older
people, playing chess, taking them out for walaking them down the shops to buy
birthday cards for relatives, whatever, naturatymal activities. How much better is
that for the resident and what is the young pergouang student going to learn. |
think we need to see much more creativity of brigghe community into aged care
facilities.

MR BOLSTER: We then turn to the harder edge @isg, which is elder abuse,
and if we could just focus our attention on howperates in the aged care context.
Where do you see it either with people making thegion to go into aged care or
moving from one aged care service to another dr dacisions that have to be made
about their finances or about their care. How do see elder abuse in that context?

DR PATTERSON: | think the seeds of elder abusepainted well before you go
into aged care. | believe that we need a much@reancerted effort from many
sectors, including the law, in encouraging peopleave their enduring documents
in place early. | would encourage everyone wheerd8 to have their enduring
documents because you can have an awful acciddrdgrahup in care. | think that’s
important, that they aren’t forced into doing —rptheir documents without time to
think about it when they're rushed and — they stidnd in place. So there should be
a concerted effort and campaign to get people ¥e tzem in place.
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The other thing is that they ought to be taughualdat their rights are in terms of
those, as | mentioned before. So they can revudie power of attorney, they can
change the documents. 50 per cent of people dieutia will, and even fewer have
an advanced care directive as you at the Royal dssion have now found, about
three per cent. They need to be in place. Theraling is that I've talked to aged
care assessors, assessment teams; many of theeryaexperienced, although
we’re seeing some changes in that, but some vgrgreenced health professionals,
who can wangle a time with a person on their ovagirgy “I need to test them at the
office”, or whatever else. But they've said theguld like to be able to have
mandated that they could actually have time orr th&n with the person they're
assessing. Because often the person who's petipgtedder abuse to get them out
of the home and get their hands on the money are thhile they're being assessed.

And | think one of the things — recommendationg tlveould like to see coming out
of this is that consultation with the assessorsidertaken to ensure that they can
have time alone with the person they're assesslimgn you get into the nursing
home and not only the nursing home, one of my greaterns is aged care in the
home where you don’t have other staff observingwede seen other staff
reporting abuse. And | believe that attentiontiodse given to how do we protect
people from their carers and from their profesdigeavices in the home where
they’re more at risk, but also making sure thay'tieenot being abused either by
their family or by providers. And | don’t know btitere is a lot of Twitter stuff
about guardianship and the taking away of rightsldraven’t investigated that but |
think there’s most probably some areas that neesktigating there.

MR BOLSTER: That leads me to the issue of harsetion of enduring
documentation. Have you been talking to the Ipgalession about that, and what's
your perception of the ease with which that canasmot occur?

DR PATTERSON: As you know, | was a Federal Migisand did health
agreements; it's like herding cats. But as | nogr@d before, | think that to be able
to educate people, especially in the CALD and ledaus communities where we
need — especially as older people have trouble tvéin — or revert to their first
language, that they need to be able to have tinlabkmaterial. It's very hard for a
State to do that, and also, as | said, there’smeoos duplication of educational
material because we’'ve got all these differenspligtions. But it’s difficult
managing families across jurisdictions and acrasddys. That's where it has been
raised with me. Mum’s is on one side of the rigad the daughter is on the other
side and the rules are different.

| think it's an absolutely vital recommendationtbé ALRC and needs to be
implemented and, as | said, | don’t think the naigolan is strong enough on it, and
I could go feral at some stage and talk about th&eS that are reluctant to do it, but |
actually believe it's absolutely vital, a vital momendation of the commission.

MR BOLSTER: What about a national register okecaorkers?
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DR PATTERSON: That’s a bit out of my kin. Shoutithe only people who are
convicted of abuse or maltreatment of an oldergrers believe there should be
some system in place that means that somebodydastbmething in one State and
move to another State with impunity.

MR BOLSTER: All right. In terms of the ALRC resomendations you highlight in
paragraphs 33 through to 39 the education and aessdhat’s required on the part
of medical professionals and carers about eldeseabaod how to identify it and how
to deal with it. Could you speak briefly to thai?here is the state of the law in
Australia on that?

DR PATTERSON: Well, the ALRC report recommendddaation of health
professionals and people dealing with older peopkectually had a meeting of 10 of
the peak bodies, physiotherapists, speech thesapistupational therapists only a
couple of weeks ago. At two weeks notice theyuahed up which | thought was
amazing. They all said, we need material, we neéaiow, and they needed to
know what are the flags. They said we need to kwtvat we can do about it. We
also need to know how it affects our patient/clencrelationship. We have - - -

MR BOLSTER: Privacy, it's a privacy issue then.

DR PATTERSON: We have a Commonwealth Privacy #ethave State Privacy
Acts. In some States the rules are different deipgnon whether you are in a public
or a private hospital. How on earth can you eduttae health professionals who
feel — and banks tell me the same thing. You knegye got a relationship with

our clients; when can we tell people, and | thti&kabsolutely vital — again, at least
if we can’t get harmonisation, at least materiagde can go to say, “I'm in New
South Wales, I've got a problem, | believe my diienfinancial advisers are in the
same position — “I've got a client, where can laga not breach the privacy laws”.
They also talk about understanding how to deal aitth where they can get
assistance.

And | believe that we could put together some @ahgcational materials and top and
tail it with specifics for the particular profeseg They're keen to do it. We don’t
have the money but I think it's an absolute — ithdn't take a fortune but it would

be an important tool for educating those who agdidg with older people.

MR BOLSTER: You've had an opportunity to read sadmission lodged on
behalf of the late Barney Cooney to the Commissamdl, you knew Mr Cooney?

DR PATTERSON: Yes.

MR BOLSTER: It's fair to say he was very widebspected, down to earth,
respectful, talented senator for the State of Viatrom December 1984 through to
June 2002, nearly 18 years, and for 15 of thosesygai sat across from him in the
Senate.
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DR PATTERSON: Yes.

MR BOLSTER: What are your reflections about whets going to tell the
Commission when his evidence is tendered latemihisk?

DR PATTERSON: Well, you caught me off guard bessalwas on the plane and |
read the submission and | burst into tears on ldx@ep | thought | wasn’t going to
cry here. But Barney was a character. He andtimnemerable times in
innumerable aged care facilities because whendity pras in government he would
be sent out to open a nursing home, and | wouldlgag because | was visiting
every nursing home in Victoria. And Barney woukt gp and say “I shouldn’t be
opening this nursing home; Kay Patterson shoBlde knows more about aged care
than | do”, to the horror of his State colleaguésid in the chamber he would
always get up and say that | knew more about agesl ¢

But having read the submission, if Barney were heveuld be saying to him — and
Barney was still alive — “Barney, you now know mdém@m your lived experience
about aged care than | ever hope to know”. But bawit be that Barney didn’t ring
his bell because people didn't come when it wagnti,gvhen he needed to be
shifted in his bath chair or his bed chair becauseems so insignificant he didn’t
have his coffee or his tea. Isn't it the righteekry single human being in care or
wherever that those basic needs are met. | — Baraeice is one that should be
heard. It was articulate. It was sensitive. IHdarstood the point of view of the
staff.

But there he was, and very much like another friginchine, who was made a
quadriplegic in an awful car accident where somghostt putting shopping in the
back of a boot. The car ran into her and she endeddquadriplegic for the last 10
years of her life from 80 to 90. She had to usgag machine. | wentin and saw
that she was trying to type stuff so made a slogdidr, | would like to go to my
bedroom, the day room, outside, and put all thegthshe’d like to do frequently.
We discussed it. | plasticised it — I've forgottée word for it, and did two copies.
| was appalled every time | went in, they were setmere else, not near her, and it
would have facilitated that she could ask for tkingry easily and quickly without
having to type laboriously out, “| want to go tettday room”

Barney talks about using technology in the submrssiAnd I'm referred to the
medication, the technology, | think he would agnath, and we agreed on a lot of
things. People see the nasty parts of the chamlidrwas very fond as — Amanda
Vanstone wrote the most amazing obituary about &aride was highly regarded
by both sides. Barney writes about technologwt ise talking about those
medications that mean that somebody in aged caugt igoing to have an adverse
effect from polypharmacy. Are there other techgglthings that can occur? We've
got one nursing home | know of where the nurses wdmooch — their name badge.

At night-time when somebody presses a bell, theqgrewho owns this nursing home
— she’s got a couple of them — says to the nuMe Such and Such rang for your
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assistance to go to the toilet and it took you 1ihutes to go and you weren’t in any
other room”. When they walk into the room it régrs they've gone in. Technology
has got a part to play. Barney told us what it ikaesas lived experience. He also
talks about some of the solutions and | dip mytbdtim and | wish he were here to
be giving the evidence himself.

MR BOLSTER: Finally, before we conclude, everyness is given an opportunity
to indicate what should change. What's your wist?| What does the Commission
need to know about to make the system betterfiete anything you wanted to say
in that regard?

DR PATTERSON: Well, I think we need to reset tiance of power between
protection measures and autonomy and independé¢neeemphasised the need for
workforce education. | would like to see the Rogaimmission focus on best
practice. There are some — many — aged caretievhich are giving world-class
care to their residents. How can they do it onstlme funding as another one which
isn't? And | believe that we should have a ranKmgbest practice. And we should
have a carrot for best practice. The aged canglatds provide a minimum. We
saw Oakden meet all of those old 44 standards a&ne failing. You can have the
rights on a wall but if they’re not in the heartglaninds of the staff, you may as
well not have them.

You have the standards; unless they're upheldddighest degree, again, they're
failing. And Barney talks, and | hadn’t read itevhl wrote my submission, he talks
about the tick-a-box approach. The tick-a-box apph in meeting standards is just
good enough. But what we should achieve throughRiblyal Commission is more
than good enough. Thank you.

MR BOLSTER: That's my examination. Thank youn@uissioners.

COMMISSIONER TRACEY: Dr Patterson, you mentionegour evidence your
concern for the care of the baby boomers in theomtistant future, and we’'ve
been asking the specialist gerontologists, | tlyiok use the American term —
geriatricians as seems to be the term still us&lstralia about whether there’s
going to be enough people with that specialist Hedge available when they're
going to be needed. And that has led to more munésy) about whether there is an
adequate provision within our medical system ferttlaining places necessary if
more are going to be needed, and we’ve been gettiogof general reassurance
from current practitioners that, yes, there’s erfioocgming through the system. Is
that your impression or do you have concern thamag be needing to train up
more specialists and also, of course, in the ngrsositions?

DR PATTERSON: Commissioner, there are two diffiédisciplines. A
geriatrician or a geriatric physiotherapist or @ajeic OT, occupational therapist, is
about working with the elderly and sick elderly areshtment of disease in the
elderly. The gerontologist, however, could be@dgist or a sociologist or a
psychologist or even a statistician who looks atdhanging nature of individuals as
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they get older, not necessarily old and sick, bdeip changes in cognition, changes
in physical attributes. Or what does an older patman mean when you've got a —
dependent on a smaller youth population.

So it's two — quite different separate issuedhirlk I'm not up to date enough with —
in terms of — of the trainings, but | will say thate comparison | used to make in the
1970s was we had one professor of geriatrics imtia@e of Australia and we had

12 professors of paediatrics. | don’t know whetiat balance — that ratio is still the
same, but it — we really do need to make sure waedH don’t know — | don’t — |

can't give evidence — give an accurate responsauseamy education days are long
behind me in terms of knowing the field that well.

COMMISSIONER TRACEY: Yes. Thank you. Dr Pattarsthank you very

much for your evidence. It's been very enlightgnio hear your views on the areas
that we're considering and how they overlap withiryesponsibilities as the Age
Discrimination Commissioner, and we’re very grakéfuyou for coming all this
way, and if | may say so, personally, | share yoews of Senator Cooney. He was
a wonderful man and a colleague at the VictorianfBamany years so - - -

DR PATTERSON: And a wonderful character.

COMMISSIONER TRACEY: - - -that document that jweiread has had a
profound impact on this Commission and will, no biguide our inquiries and the
results of those inquiries as we progress. Thankwery much.

DR PATTERSON: Thank you. Thank you.

MR BOLSTER: Commissioner, | tender Dr Patters@taement.
COMMISSIONER TRACEY: Yes. The statement of thgeADiscrimination
Commissioner, Dr Patterson, dated th& @#June 2009 will be exhibit 5-27.

EXHIBIT #5-27 WITNESS STATEMENT OF AGE DISCRIMINATION
COMMISSIONER KAY CHRISTINE LESLEY PATTERSON DATED
14/06/2009 AND ITSIDENTIFIED ANNEXURES

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

<THE WITNESS WITHDREW [1.08 pm]
ADJOURNED [1.08 pm]
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RESUMED [2.02 pm]

COMMISSIONER TRACEY: Yes, Ms Bergin.

MS BERGIN: Thank you, Commissioner, | understemdfriend would like to
announce his appearance.

MR TRAN: If the Commissioners please, my naméran. | appear with the
Commissioners’ leave on behalf of the Silver CHaroup in respect of Ms Fisher’s
evidence.

COMMISSIONER TRACEY: Yes, Mr Tran. Thank you.

MS BERGIN: Thank you Commissioners. | call DAlg/son Fisher.

<DALE ALLYSON FISHER, AFFIRMED [2.02 pm]
<EXAMINATION-IN-CHIEF BY MSBERGIN

MS BERGIN: Thank you, Ms Fisher. You may takseat if that's more
comfortable for you. What is your full name?

MS FISHER: Dale Allyson Fisher.

MS BERGIN: Is there a copy of a withess statenmefront of you?

MS FISHER: Yes, there is.

MS BERGIN: I'd just ask you to leaf through thaeges and confirm for the
Commissioners that that is your statement.

MS FISHER: Yes, itis.

MS BERGIN: Operator, could you please bring upudoent WIT.0210.0001.0001.
Commissioners, | tender the statement of Dale AlyBisher dated 3 June 2019.

COMMISSIONER TRACEY: Yes. The witness statemeinDale Allyson Fisher
dated 3 June 2019 will be exhibit 5-27.

EXHIBIT #5-27 WITNESS STATEMENT OF DALE ALLYSON FISHER
DATED 03/06/2019 (WIT.0210.0001.0001)
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MS BERGIN: Ms Fisher, | should start with youby asking you if you have any
amendments to your statement.

MS FISHER: Yes, | do. | have two correctiondheTirst correction is on
paragraph 83 where the sentence reads:

Our client base is split 70/30, non-malignant/maégt.
That should be reversed and say 30 non-malign@nmfyalignant.
MS BERGIN: So the new sentence will read:
Our current client base in PCS is split 30/70 noalignant/malignant.
Is that correct?
MS FISHER: That's correct.
MS BERGIN: Thank you, Ms Fisher. What was thgtrsanendment?

MS FISHER: The second amendment is paragrapth&last sentence which
reads:

We employ more than 4100 people including more gftadoctors.

We do not currently employ more than 90 doctorse &wploy 52. The reason for
that amendment is when we were collecting the watancluded our trainee doctors.

MS BERGIN: So in that case should we delete theds/“more than 90" and
substitute “52"?

MS FISHER: Yes.
MS BERGIN: And then your sentence will read:
We employ more than 4100 people including 52 dector
Are you satisfied with that amendment?
MS FISHER: Yes, | am.

MS BERGIN: Thank you, Ms Fisher. Could you pkedescribe your current role
and any prior roles that may be relevant to younlence today.

MS FISHER: Yes, I'm currently the chief executo#icer of the Silver Chain
Group which is a national aged and health carenisgtion that focuses on home
care. | have had held that appointment since Dbee2018, and prior to this
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appointment | was the chief executive officer & feter MacCallum Cancer Centre
and institute, and that’s in Victoria. | held thate for five years. And prior to that |
was the chief executive officer of the Royal WonseiHbspital, again in Victoria in
the Parkville precinct or nine years.

MS BERGIN: Thank you. You've mentioned that 8i\Chain provides home care
services. Could you tell the Commission a bit maiyeut the services that Silver
Chain provides.

MS FISHER: Yes. Thank you. The services thapveeide are community-based
services. So we provide health and aged careeicammunity and we have been in
Perth for over 30 years in palliative care but$iger Chain organisation has had a
history of 110 years in Western Australia. Andal&o have services in South
Australia which is the Royal District Nursing Sex@iso we look after people in the
community there. And we also have services in @siead, which is around
hospital in the home. We also have services in Beuth Wales, palliative care,
and also in Victoria.

MS BERGIN: Where are home care services provitsdfFisher?

MS FISHER: Predominantly they are provided inPeeth area and we also have
home services, aged care services in South Awstrali

MS BERGIN: How many palliative care clients in $#&rn Australia does Silver
Chain look after?

MS FISHER: We look after 600 people a day antisleound three and a half
thousand. That’s in our palliative service in Rertmetropolitan Perth.

MS BERGIN: In Perth alone.

MS FISHER: Yes.

MS BERGIN: And do you have some numbers at anatilevel?
MS FISHER: Yes, we have over 100,000 clients sgtbe nation.

MS BERGIN: The Royal Commission has heard aboeiirhportance of home
care, particularly during Adelaide hearing two.the context of this hearing which
is in person-centred care, how is palliative caoided in the home by Silver
Chain?

MS FISHER: As | said, Silver Chain is focusedassisting people to stay in their
home, whether that — because that’s the choicetibgtmake, and in Perth in
particular, by a decision of previous governmentsas determined from a policy
perspective that — 30 years ago, that the commpaitiative care should be built up
as opposed to building institutions. And so Sil@&ain was able to develop a model
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of care that over those years that’s able to sersich a large amount of people, so
that people can choose to live and die in the home.

MS BERGIN: How does Silver Chain assist peoplsayp in the home through the
provision of palliative care?

MS FISHER: We assist in many ways. We use aopecentred model of care
which means that we work with the client, as wé €aall them, within that domain
of their home. Philosophically, we believe it'sillg important that we transfer the
power and control of care to the person affectad,cearly the family as well are
important in that definition. So we have developadodel over many years that
we’ve drawn on international best practice, botpenson-centred care, and
palliative care, and we have a model where we @ak &fter a person’s end of life
which in the community it's usually — is about 7&8yd that we will look after a
person at the end of their life through palliatbaze. So initially the visits — if you
would like me to expand? Yes.

MS BERGIN: Yes, please expand Ms Fisher. Thamk y

MS FISHER: Thank you. So initially there would im the evidence, My
Guidebook. So in the first interaction with a nli@nd their family, the goals of care
would be established. So what does that personisvimacontrol and wants to make
decisions about their care and their health outceonhat the person can stay well
and the person can stay engaged and in contrahir@dfrom tertiary institutions
which is geared up to acute care, we have a leigatye Australian health system
where we’re disease-focused and the — usually #raicalisation has taken away the
power from the patient in an acute setting. An&seer Chain, really, it's a small
but seismic shift in giving the power to the persdio is at the end of their life.

And so as the disease progresses — and in camagghit be what we call a more
rapid decline, or in chronic conditions, at endifef, the time can vary. So Silver
Chain is able to draw on its multidisciplinary teaand by that | mean doctors,
nurses, carers, allied health and other social@tigprvices to actually look after the
person in the home. And — but the key is thapirson is always in control. So it's
an iterative process and we build up our servieesupport the client right up to the
death. And so what that will might mean is thatoae bring equipment, oxygen.
We can bring in instruments to, or to deal withnpand symptom control.

We can also bring in support for the carers becassgou could imagine, it's quite a
stressful time. We have a psychosocial model seavement support, psychosocial,
so in — at the end of life we will look after tharer for up to three months after the
death. And so it's quite a complex and, may | saygue model in — in Western
Australia, in Perth in particular, that we woulkldito liberate across the country.

MS BERGIN: Thank you, Ms Fisher, you mentionedlt8ilver Chain has a history
spanning some 100 years. Is the person-centreélmpad of a recent phenomenon
or is it part of Silver Chain’s long history?
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MS FISHER: The person-centred in Silver Chaiarmund 20 years development
and that came about at the same time when thera wewement into consumer
choice and control. And so Silver Chain has, asqgfdts way of doing things,
researches what the best practice is. And so p&eatred care became a key
feature of the Silver Chain model, not only in fzaie care but in other models over
20 years ago.

MS BERGIN: You mentioned that Silver Chain seegdn palliative care include a
range of aspects, such as allied health and meshcatiministration. Could you
inform the Commission a bit more about how palattare is administered in the
home?

MS FISHER: It is administered initially with, agathe multidisciplinary team and
as the disease or end of life experience, if youaadl it that, nears its ends, it draws
on more specialty expertise. So specialist patkatare doctors will be, you know,
looking after, and case managing that particuldividual along with specialist
palliative care nurses, general nurses and alkadtin and depending on what the
needs of the client is at any particular time.

MS BERGIN: Ms Fisher, how involved is the famiydecision-making at this
time?

MS FISHER: The family is key in assisting withcdgon-making. Usually it is the
client’s choice to stay at home, to die at hombatTchoice does need to be
supported by a family member or a carer in somes;asd the carer play not
necessarily be a family member, but family, howealefined. But they are critical to
supporting that client through the various staggsatliative care. And so we
include, in our client, if you like, the carer asliv So we care for the carer to make
sure that their psychological, you know, stresmiisimised during what is quite a
stressful time. And as the parent’s cognitiveigbihay deteriorate through their
disease process or, in fact, through medicatienddpendency on a carer is —
escalates. So we can provide respite care asfpautr — as our model as well to
give a rest, for example, for the carer.

MS BERGIN: So in the context of providing sendcealliative care services in the
home, what is the effect of not transferring cohntinahe — to the family and instead
keeping control and choice with the person?

MS FISHER: [I'm sorry, could you repeat the - - -

MS BERGIN: I'm interested to explore with you therson-centred care model and
to what extent the person receiving treatmentmstaontrol and makes choices,
rather than perhaps a hospital setting where clomight be transferred to others,
the family or to clinicians.

MS FISHER: So, again, the tool that we use isMliyeGuidebook tool which is a —
we also develop what's a care plan which is aggeeds. So when the client — and
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we work with the client and the family to exprelsede goals. So everything is
understood initially. We also encourage as a fofian advanced care plan which
we support so that everyone is clear about whapaltieway is, and so while we
don’t go into what's called an advanced care divectvhen we have those
established and agreed goals, that the family arer evill honour those objectives
of the care plan because it’s all done upfrontwirgy the process. And so that
when, you know, if there is a crisis or there iss@rsode where, perhaps, the family
isn’t coping, the wishes of the client, supportgdte carer, are fulfilled.

MS BERGIN: You mentioned the role of advancedgaanning. Is Silver Chain
involved in supporting the person to prepare t@deanced care planning or is that
something that’s left with the client and their ignto take care of?

MS FISHER: No. Silver Chain will facilitate tlalvanced care plan and the
manifestation of that is through the My Care PlaiMg Guidebook.

MS BERGIN: Okay.

MS FISHER: We do have other models that are iremglence where — a program
called Integrum where we use advanced care planmipgrticular either through the
patient's GP, or we have general medical officeis @aur goal is that everybody in
that program would have an advanced — advancetareand we're very keen to
encourage more advanced care planning in the comynun

MS BERGIN: Ms Fisher, what are the entry criteédgalliative care services at
home through Silver Chain?

MS FISHER: The entry criteria is referral by a palliative care service in a
hospital, for example, or a registered nurse oPacén refer to the palliative care
program.

MS BERGIN: Are clients able to receive palliativ@e through a home care
package?

MS FISHER: The clients can receive a palliatigeec- sorry, a home care package
as part of their palliative care. We — sometinmesyever, the delay in receiving a
package is such that the client doesn’t receivenaehcare package, and we think
that’'s — could be improved. For example, the palle care, 70 days isn’t a long
time. So that's the average sort of length of tforepalliative services with Silver
Chain. So that even if a client is eligible fdn@me care package, the wait for a
level 1 or 2 is three to six months, but a levpbékage can, you know, take a year,
and so, clearly, that that doesn’'t add up. Scay e that the diagnosis is quite
sudden, palliative care is required and so thetwald draw on care packages is not
there. Silver Chain started as a charity, and evprdvide services beyond those for
which we're funded. For example, last year we fted $1.8 million worth of care
so that people who needed more complex care ihdhee which can be done, we
were able to support them through Silver Chain fund
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MS BERGIN: Thank you, Ms Fisher. Your statemsnggests — at paragraph 104,
talks about the delay and — referral pathways &swlthe effect of delay and seems
to suggest that clients who receive palliative @reome receive palliative care
earlier than those in residential care. Why is$ tha case?

MS FISHER: The — the referral for palliative caszvices into aged care facilities
and for this — can | talk about the Western Augtraéxperience — is we believe that
we are not referred to early enough, and so ttetre¢ can come from the aged care
facility registered nurse, for example, or it came from the — the — the client who's
in the aged care facility’s GP. But we believet tie referrals are not early enough
because the rules aren't clearly defined. Thenafeathways are not clearly
defined. The staff in aged care facilities arealotays trained. Aged care facilities
don’t necessarily have registered nurses, and sm\8iver Chain are called in, we
can respond, but it — usually, the end of life is gsually only days left in that
person’s life. So, clearly, with 70 days in thentounity and only several days —
that being said, I'm sure that, you know, peopksarpported, but not with specialist
palliative care. So we think earlier referralairthe facility or from the providers of
care or the GP needs to be more transparent aad cle

MS BERGIN: How can early referrals improve out@snfior clients?

MS FISHER: We believe specialist palliative ceréundamental in looking after
people at the end of their life. So in symptomtominfor example, of pain, and so
the death process, you know, depending on the pevades in different ways. So it
may be that the cognitive ability of the persomimaged care facility is not such that
they can express what they need, but | think webelat Silver Chain that the
discussion of, you know, the reality of the endifef and we believe that, you know,
death is part of the life cycle and needs to bdeesthimore openly and so advanced
care planning in aged care facilities, the conw@sawith the family that it is the

end of the life, and | think even in Australia, den’t talk about death enough in our
community. And so we think that there is theséural barriers to people realising
this is the end.

MS BERGIN: Thank you, Ms Fisher. You mentionedour evidence that Silver
Chain was first established in Western Australiéhy — what was unique about the
Western Australian context?

MS FISHER: What was unique? Silver Chain acyustiirted as a children’s
charity to look after children’s health, streetldhen’s health and education, and so
from that charitable origin, it has developed toki@fter people as a not-for-profit
organisation. So one of the great things abouhthtdor profit is the — we don’t
have shareholders. We only have — we have stadtetsolbut our major stakeholder
is our client, and so it has built up in a senl®el over many years, but, really, the
palliative care program started 30 years ago whea&l that the government
decided, instead of building facilities, it wouldildl a community program, and |
think that in Australia, we're a bit obsessed wiitstitutions.
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We have actually got rid of institutions for mentalalth. We’'ve got rid of
institutions for disability, and here we are dtillilding institutions for our older
Australians. And so | think with the foresighttbe Western Australian Government
at the time, they decided to build up the stremgtthe community palliative care.
And so the Perth community, it's actually enshrinetheir culture now that Silver
Chain is a well-known brand and respected becaeseaw support people in their
home to die with dignity while they’re in control.

MS BERGIN: Ms Fisher, we talked a little bit alb@eccess and | want to explore
that with you further. What changes in — what gemsuch as changes in funding or
other changes are required to improve access tedigepalliative care services in
the home?

MS FISHER: Look, I think the — the — if | coulthg with the patient choice. |
think that we know that 70 per cent of Australiaremt to die at home and only 20
per cent are able to do that, and yet 50 per dgmaple living in Perth can die at
home. So the change of policy needs to be Comm@aite Matters and community
care not only matters to Australian people, batsb matters in terms of economics.
So if you can’t win in an argument, you know, tleahh economics is quite
significant. The Grattan Institute prepared a repp2014 highlighting the value of
community care and the fact that it actually isakes sense in a health economics
sense. So | think that there needs to be a pshidyin each jurisdiction to support
palliative community care. It can be done, thatfeat Australians want.

And then there is this Commonwealth/State dividgparhaps there needs to be a
requirement of the Commonwealth to require Stadesdrease its support of
community palliative care, but also, perhaps, yoavk, new money can be pooled
together to come up with innovative models, arfdrik that we have a very
interesting project in the west of Sydney using@a investment money to do a
seven-year pilot project with the Sydney West HeSkrvice where we’re looking at
a community palliative care and that's two yearsAmd so | will be very interested
in the evaluation of that which is done indepeniyeiotshow the — economic value,
this is what Australia wants, and we can providedgquality care. So | think that
we do have some signature projects to demonstrateatiue in other jurisdictions.

MS BERGIN: Ms Fisher, just continuing on fundingfunding an access issue in
that you mention in your statement that the nunalbetients requesting or requiring
home palliative care exceeds service provisiorthds partly a funding issue?

MS FISHER: Yes. Again, one of the reasons tladligtive — community palliative
care in — in Perth built up so strongly and ones@abecause it was called what's —
block funding, and so it wasn’t capped. So theeetxge, time has built up a very
strong robust service. Usually, most of the headtyiment system is about output or
throughput. So we even — you know, the GPs, yawkimave to look after X

amount of patients because they're paid by patséent,so even the GPs looking after
people in the community perhaps should — we nedabtoat the funding of that to
support people in the home to look after more cemphtients in the home. So a
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case management fee, for example. And so fundiagoroblem at the primary
level, State level and the Commonwealth.

MS BERGIN: You mention in your statement thav&ilChain has self-funded
$1.8 million each year in additional palliative eaervices for Western Australian
clients.

MS FISHER: Yes.

MS BERGIN: And, on average, this is the equivatdB00 clients. Is it — what
does that mean?

MS FISHER: That means that if someone is refetwats and we have met our
targets we will not say no to them. It may be thatfunding over X amount of life
goes longer, we will not abandon our clients ifythe still in need and they don’t run
to the 70-day cycle. So what we do is we havdetysaet for those clients that
either don’'t — aren't eligible for funding, fundilsgrun out or their disease
progressed in a way that we — where the systent sapport it. So we, you know,
that’s one of the reasons | wanted to lead SiN®i€because of the amazing work
it does.

MS BERGIN: Ms Fisher, you've mentioned the 70-dggle a couple of times.
MS FISHER: Yes.

MS BERGIN: Could you tell the Royal Commissiobibmore about that and what
that means.

MS FISHER: That means that when a person finsteinto palliative care
services, their end of life duration is really moiderstood. It depends on the basic
health of the client. It depends on the diseasgrpss, and there is no — every
individual experience is different, and so thahatt70 days is the average of — of a —
the length of stay, if you like, in the Silver Chat in the Silver Chain model in

Perth.

MS BERGIN: Ms Fisher, you've also mentioned tbkerof a carer and the
importance of caring for the carer. Can advaneed planning and having palliative
care at home improve the experience for a carer?

MS FISHER: Yes, we believe it does. The carerisvital to the sense of care in
the home and so the carer needs caring. The sdmerden, if you like, is better
supported or managed if they — if the goals arg ukyar about what the person that
they're caring for is expressed and understoodd While, you know, I've only been
at Silver Chain for a — it's now seven months,tuadly, you know, went out and —
and visited with the Silver Chain staff, into pesmplhome and watched the role of
the carers, and | can tell you there’s some amastinifyhappening. And the carer’s
role is —is vital and — and must be supported,3iher Chain provides respite for
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carers so that they can have a break, and we alsap some training for carers as
well. So we include carers in — in — in our edigraaind training of how to look
after their loved one.

MS BERGIN: So how does Silver Chain provide respi the context of its
services?

MS FISHER: We have — for example, in Perth weehsix social centres that really
support our aged care program but what that ales toactually assist the carers to
get a break. So we have transport as well, soangick up the client, take them to
the social centre and in the social centre thexgoaygrams that range from nutrition
to social engagements, and some physiotherapyereabt and so that time that the
client is in the social centre, that gives a briathe carer so that they can do some
other things that fulfils their — their life amlati.

MS BERGIN: You mention in your statement, Ms [eistthat Silver Chain
provides coordination services for its clients #md seems to come through in one
of the case studies, in particular case study tarélee back of your evidence about
Mrs A. Could you please provide the Commissiorhwibme further information
about this example. Perhaps talk the Commissidhessigh the example.

MS FISHER: Yes, thank you so much and | can satthe case study as presented
would have been understood. But with your indutgehdid get an update on that
particular client to see what had happened - - -

MS BERGIN: Thank you, Ms Fisher.
MS FISHER: - - - with Mrs A; would that be okay?
MS BERGIN: Thank you, please.

MS FISHER: Yes. Thank you. So Mrs A had recéi$édver Chain palliative care
for 12 months, so longer than the 70 days, andsgbst about to be discharged, so
she hasn't died as yet, to a level 4 home careguecknd the GP care and she’s now
in a stable phase. She has not been admittedsptalothrough the whole time she
has been with Silver Chain. In addition to whatiisvided in the witness statement
— and she did give consent for me to share this the Commission — we facilitated
the complex adoption process for her six-year-oéthgson. We communicated with
her grandson about her future, including assigngake a memory box. We
supported her grandson directly managing the coxgaeotions associated with his
grandmother’s illness and we are providing ongdiageavement support for Mrs A
because her daughter died as well, and that is\tiker of the grandson.

We provided medical nursing care to manage her symgand to stabilise her
conditions. | said we organised a home care packagalso importantly we
developed plans for Mrs A to die at home and sorsheome to Silver Chain for
palliative care services when required. And |khinl could go back to the original
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statement, Mrs A mentioned that she believes theedavel of palliative care
support in the social model as we expressed iistoey, should be received by
everyone in Australia.

MS BERGIN: How is Mrs A’s grandson doing now, Hisher?

MS FISHER: We are helping him with his — cledrl/s got a very complex — I'm
not aware directly but the fact that we’re abl®tganise his impending adoption |
think is a remarkable story.

MS BERGIN: You mentioned earlier that Silver Ghlas its own community
social centres in response to one of my questions.

MS FISHER: Yes.
MS BERGIN: Where are they and how do they opé&rate

MS FISHER: They're in various — we have six intrneMelbourne and we have
seven around the Western Australia country. Tleaelbeen around, | think, for
well over 10 or 11 years. And the — they're eithequired or part donated and we
run them as, as | said, social centres that arnéablato Silver Chain clients.

MS BERGIN: And you also mentioned the integrald@ip could you tell the
Commission a bit more about the integral — Integoalel of care.

MS FISHER: Silver Chain wishes to advance the efgdf care in order to support
people to live and die in their homes, as is M@ their lives, you know, confidently
as they choose. Silver Chain, as part of theiowative culture, not only on the
technology but in research and development, haslojged a new model called
Integrum — which | had to look up when | startedaliis Latin for restore. And the
idea of that Integrum program which is one cenirBerth is using a GP practice
model where we look after, and currently we haweiad 160 clients who the
eligibility, you must be over 65, you must have mtiran two chronic diseases. And
you would have had multiple hospital admissionsid Ao this new model, and you
don’t — you only have to be 50 if you're one of Aadia’s first people.

So these clients are being looked after in a gépeaatice setting. As | said
previously, GPs really aren’t funded to look aftemplexity. So this case
management model can look after clients in the hguike effectively and so it is a —
like a GP practice. The client can come in. Theregeneral practice assessment.
Each client has an advanced care plan so we kn@t tiviir — the goals are of the
care. Then the case is managed by a registersd and we can draw on allied
health people to support, depending — we can asspprt, we can assist people to
go to clinics and we can actually — look, the sysie very complex and hard to
navigate and so the Integrum model is part —ntastly case management but also
navigating through the system so that people cabeajter support for their disease,
so specialty support, medical support or genenadnaanity support, and we believe
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it is — could be a model for the future to deahmbmplex people — complex
conditions in the home and it can be done.

So we're really trying to pave the way for a newdwmloof primary care to keep
people in the home. And that has been funded lostlynabout 60 per cent, 50 or 60
per cent by home care packages. We got a grant\Western Australia Primary
Health Alliance, about 900,000, and then Silveri@lagain is investing in this
model as well so that we can prove the conceptl@dutcomes of preventing
avoidable admissions to hospital in particular.

MS BERGIN: Ms Fisher, to what extent is accestmtegrum privately funded?

MS FISHER: There is a percentage of private fngdvhich is diminished and it is
only one per cent of the current program this year.

MS BERGIN: Thank you, Ms Fisher. And does itlire client outcomes to
provide case management, in your experience?

MS FISHER: We believe it is — it helps with thetuaal experience. It prevents
hospital admissions. The review and the assessohéme — those outcomes are in a
report due at the end of June and that will beat'dlbeing done by a university
partner and a commercial partner to demonstratbeéhith outcomes are better for
the client.

MS BERGIN: Thank you, Ms Fisher. Would you béeaio supply that report to
the Royal Commission if it's — when it's available.

MS FISHER: 1 will be very pleased to.

MS BERGIN: Ms Fisher, we ask all of our witnesggwether they could bring a
wish list to the Royal Commission, and if you coaleénge five or a few things
about the current system, what would be on yot® lis

MS FISHER: The first thing that Silver Chain wdwlish for would be to increase
advance care planning in the community and wouligwe that an MBS number for
that — for the advance care for GPs would incréd@as@amount of advance care
planning in the community. The second wish to haveould be to have higher
levels of home care packages, level 5 and perhapkiéh means that you wouldn’t
have to rely on charitable arms to support oldenarinerable Australians in the
home, that they could access specialist palliatare in the community. So the
packages need to be flexible and look after — aad @n quite specialty expertise,
specialist palliative care including medical andsimg so that clients can live and
die in the community.

The third wish list which I'm actually quite passate about is death literacy. We
need as a society to talk about death more. Waathds a part of the life cycle and
socially and culturally, you know, we don’t havese conversations. So we could
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have a national health literacy — public healteracy project where we start to have
that conversation. | would like to see earlieeredl and provision of palliative —
specialist palliative care services and in-reath aged care facilities, and | talked
earlier about that. It's really important thataged care facility is someone’s home,
and so they really do deserve to have specialisapee care in the home and we
would like to see that as a requirement.

And the fifth change, you know, is to see palliatoare in the home be available in
every jurisdiction, and I've said the statisticédse, about that's what people want,
and case 3 — case study 3, Mrs A, does illusthatepoint. And again, you know,
we’re obsessed with building institutions and thgyy know, one of my personal
KPls is when | can work out how to put a ribbonusr@® community care and for
someone to open community care as the new, you kviawal institution health
then that | would have done my job as a leadeiilegéSChain providing health and
aged care in the community so Australians can dently live and die as they wish
to.

MS BERGIN: Thank you very much, Ms Fisher. Tbamhcludes my examination,
Commissioners.

COMMISSIONER TRACEY: Yes. Ms Fisher, you mengaithe figure, | think,
of $1.8 million that Silver Chain provides to suppgalliative care. Are you able to
put a rough percentage on how much of that woutchawe been necessary had it
been for timely government funding, to which thdiudual was otherwise entitled
but there has just been a delay in the funding ngrthirough?

MS FISHER: | do believe that the requirementftording is due in part to the
delay in packages for people in palliative carthencommunity. | wouldn’t want to
guess a figure, but certainly that is a factorsmreqguiring to fund people in —in the
home.

COMMISSIONER TRACEY: And do you find that GPs autther referrers of
people to your services feel inhibited about makefgrrals if they think the person
has got more than the 10 weeks yet to live?

MS FISHER: |think that may play out subtly.

COMMISSIONER TRACEY: And do you think that mighiso be a factor in aged
care residential facilities delaying to the lashute referrals?

MS FISHER: | wouldn’t like to guess how the agede facilities do operate, but
again, | think that that is, you know, perhapsafactor.

COMMISSIONER TRACEY: So one of the things we néthe looking at is
seeing whether that 10 week limit is appropriatalircircumstances and perhaps
looking at creative ways of ensuring that peopletige funding to which they’re
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entitled a lot quicker when they’re terminallytiian they might otherwise do when
they apply for home care.

MS FISHER: Yes. Yes, I think, you know, some vedyast-tracking or bringing
down the barriers at that time would be — | thindudd make a huge difference to
Australians’ lives.

COMMISSIONER TRACEY: Yes. Thank you, Ms Fishak/ell, thank you very
much for taking the time to prepare a very detasiedement. The case studies are
also very helpful for obvious reasons. And we witirk our way through this as
quickly as we can, and hopefully make some recondiaigons that will ensure that
people get timely care and organisations such assyare not bearing expenses that
would otherwise be borne by the public system. nkhau very much.

MS FISHER: Thank you so much. Thank you.

MS BERGIN: Thank you, Commissioners. If thigiveiss may please be excused.

<THE WITNESSWITHDREW [2.44 pm]

MS BERGIN: | now call Matthew John Moore.

MR TRAN: May | be excused, Commissioners?

<MATTHEW JOHN MOORE, SWORN [2.45 pm]
<EXAMINATION-IN-CHIEF BY MSBERGIN

MS BERGIN: Mr Moore, if you could take a seathft’s more comfortable for
you. What is your full name?

MR MOORE: Matthew John Moore.

MS BERGIN: And what is your current role?

MR MOORE: General manager, Aged and Disabilitywges for the Institute of
Urban Indigenous Health.

MS BERGIN: Have you prepared a statement folRtgal Commission?

MR MOORE: | have.
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MS BERGIN: And is there a copy of your witnesstement in front of you?
MR MOORE: Yes, there is.

MS BERGIN: Could you just look through the pages identify it as yours.
MR MOORE: Yes, that's mine.

MS BERGIN: Operator, could you please bring uplfWw162.0001.0001. Do you
have any amendments to your statement, Mr Moore?

MR MOORE: No, | do not.
MS BERGIN: Is it true and correct on the basiyair knowledge and belief?
MR MOORE: Yes,itis.

MS BERGIN: | tender the statement of Matthew Jbtoore dated the 30of May
2019.

COMMISSIONER TRACEY: Yes, the witness statemdrtlatthew John Moore
dated 30 May 2019 will be exhibit 5-28.

EXHIBIT #5-28 WITNESS STATEMENT OF MATTHEW JOHN MOORE
DATED 30/05/2019 (WIT.0162.0001.0001) AND ITSIDENTIFIED
ANNEXURES

MS BERGIN: Thank you, Commissioner. Now, | wamturn first to your
experience, Mr Moore, and it is extensive. Youe® the preparation of the
Aboriginal and Torres Strait Islander Aged Careddsity Action Plan which was
commissioned by Ken Wyatt the former Aged Care Btam and the current Minister
for Indigenous People; is that correct?

MR MOORE: Yes, that’s correct.
MS BERGIN: Could you describe your other relevaxyperience in this area.

MR MOORE: In this area — initially, when | finistd grade 12 at school, | did a—a
retail at Coles/Myer trainingship for about sevelans. On completion of that, | then
worked in a job placement agency getting younghdéshkids into employment
before taking on the role as the manager of a camtgnoontrolled Aboriginal,

Torres Strait Islander aged care service in tha@igdim region of south-east
Queensland for all but 17 years. On completiothaf, | went into aged and
community care consultancy for a couple of yeanwtuth — that’s the capacity in
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which | then came to the Institute to establish camity aged care services for the
Institute of Indigenous Health.

MS BERGIN: Thank you, Mr Moore. Operator, coytnl please bring up
paragraph 19 of Mr Moore’s statement. In this geaph, Mr Moore, you quote
some statistics taken from the Australian Institftélealth and Welfare website; is
that correct?

MR MOORE: Yes, | do.
MS BERGIN: Just want to take the Commissionersugh that:

Indigenous Australians are 2.3 times as likelyimehrly or live with poor
health compared to non-Indigenous Australians.igadous Australians are
2.1 times as likely to have a profound or severe eativity limitation than
non-Indigenous Australians, and Indigenous Austradiare likely to
experience dementia at three to five times theoateon-Indigenous
Australians. Indigenous Australians are 2.7 timewe likely to live in
disadvantaged areas compared to non-Indigenouslipeop

based on the index which you quote. I'm also egezd in taking the Commission to
the statistics in the third dot point of your paegzh 19. You quote that:

The data shows that the Indigenous, 50 plus yedesdensal growth between
2011 and 2016 was the fastest growing Indigenoescaport being 39 per
cent which is double of that of non-Indigenous pgjulation growth.

Could you please put these statistics into itsexdrfor the Commission.

MR MOORE: Yeah. So the — the context is that ginal and Torres Strait
Islander people, you know, age earlier, and thedupf disease and chronic disease
that — that impacts on their lives is more profauehd that whilst the Aboriginal

and Torres Strait Islander highest growth is 5& pyou know, it leads people to
think that the Closing the Gap strategies must bkivg. Unfortunately, the

Closing the Gap strategies are — they’re being @vetpto general Australian
population which are among the healthiest in thedvand, unfortunately, that — that
doesn't reflect that we are actually — whilst Algimals are living longer, the actual
gap of life expectancy is not closing. So to sdmatnof that is that there are no target
strategies to deal with Aboriginal and Torres $tidander iliness in the aged care
system, and we’re going to have to come up withesstrategies to address that.

MS BERGIN: You also quote there:
Growth rate of the Indigenous population aged 68 aver.

What's the growth rate — the projection for - - -
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MR MOORE: The projection s - - -
MS BERGIN: - - - projected growth rate?
MR MOORE: - - - over 200 per cent in the growdlker, yeah.

MS BERGIN: Well, again, like | just said, | thirtkat it means that we’re going to
have come up with strategies to address the Almaligieople living longer. | think
we’re going to have come up with targeted stragetpeaddress how we’re going to
deal with them within the aged care system.

MS BERGIN: So when you talk about the strate¢fies we need to develop, are
you seeing that the existing strategies are deifieie

MR MOORE: Absolutely. | don't think there is tgated strategies to address
Aboriginal and Torres Strait Islander aged carbe @&ction plan which is just in the
— has been presented by the Minister, and theea ho evidence it's been rolled
out yet, that it's made any difference, but apaoirf that, | don't think there is
targeted strategies for - - -

MS BERGIN: Yes.

MR MOORE: - - - Aboriginal aged care.

MS BERGIN: So in terms of the implementation glainat exist at a
Commonwealth level, is your point, really, thatriie a lack of evidence of
implementation, rather than a lack of planning?

MR MOORE: Yes.

MS BERGIN: Okay. So you quote in your evidenome work that's been done
by a centre at ANU.

MR MOORE: Yep.

MS BERGIN: And I'd just like to bring up tab 43 the tender bundle, please,
Operator. | think that’'s the Broome tender bundle.

MR MOORE: Yeah.

MS BERGIN: Thank you. So you might be aware,NMrore, that we had a
hearing recently in Broome — well, last week in @re where - - -

MR MOORE: Yes.

MS BERGIN: - - - we had a focus on delivery otdgare services to remote
communities - - -
.ROYAL COMMISSION 26.6.19R1 P-2571 M.J. MOORE XN
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MR MOORE: Yep.
MS BERGIN: - - - including Aboriginal and Torr&rait Islander communities.
MR MOORE: Yes.

MS BERGIN: And we’re particularly interested iadr from you — hearing from
you on the experience in the urban setting as agelb complement the evidence that
we’ve heard today. Now - - -

MR MOORE: Yeah — sorry.
MS BERGIN: Sorry.

MR MOORE: No, | was just going to say that theEFR report clearly shows — as
— as the Commissioners would be aware, | don'’t liged experience in the rural —
in the remote areas. However, | think that, yoawnbroader Australia, actually,
when we talk about Aboriginal and Torres Straiamgler, their minds go straight to
the remote communities. So what the CAEPR repuadly reflects is that more
than 80 per cent 0 actually close to 85 per ceatalriginal people now live in
urban and large regional settings.

So — so whilst it would never — you know, the —idsies of the problems that our
brothers and sisters have in those remote commearstiouldn’t never be
downplayed and — and not just geographic. Thegttesome significant stuff that
they need to deal with, but | think that peoplecheeunderstand that if we're going
to make a difference for the broader Aboriginal awmity, we’re going to have to
have some urban strategies as well as those restnategies. An example is in
south-east Queensland where — where we operatiastest growing Aboriginal
community in Australia, in — in that pocket of sagast Queensland corner, three
hours drive one way and an hour the other, theneie than 80,000 Aboriginal
people live there, and so | — | suppose the retdsin — in — in my — that | highlight
this, is that there needs to be an urban stratégan’t just be that we generally look
after the remote strategy.

COMMISSIONER TRACEY: One thing we were told ind®dme was that there
wasn't a significant difference between health oates for urban Aboriginal
communities and rural Aboriginal communities, ane évidence seemed to suggest
that one possible reason for that is that urbarrigbw@l people are reluctant to seek
services that are available for cultural and oteasons. Is that your experience?

MR MOORE: That — that is my experience. | thitk a fallacy to think that just
because they live in an urban setting, they haweel gacess, good pathways. | — |
think that there’s — and part of my paper goesiiodbout some of the reasons why |
think that is. But, yeah, absolutely, that's my esience that — the — the same
outcomes across the country.
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COMMISSIONER TRACEY: And just one related issaad it's sort of
counterintuitive, but one of the figures you quiotgour statement is that it's
anticipated that there will be a significant in@ean the number of Aboriginal
people over the age of 65 in the coming years wivahld seem to suggest that
there has been or will be anticipated improvemeiiteialth provision for these
people who, for that reason, are going to live &rthan might have been the case
on average in the past. Is that a contradiction-or

MR MOORE: No, I don'’t think it's a contradictioand | think that if you just
looked at the Aboriginal statistics in populatidn; it — it would lead you to that —
their life expectancy is they're living longer athebir health outcomes should be
better, but when it's compared to a normal Ausaralivho’s also living longer and
their health outcomes are better, the actual -gdpethat we talk about, | don’t think
is closing, but it would be true to say that, yasy will live longer, their health
outcome should be better, but it — they just woatth up to mainstream Australia at
the rate — with the changes — with what’'s happenurgently.

COMMISSIONER TRACEY: Thank you. Yes, Ms Bergin.

MS BERGIN: Thank you, Commissioner. Operatoyldo/ou please bring up
figure 5 of the report. Figure 5. Just — Mr Maqtest while the operator is bringing
up the figure that you wanted to take the Commistio- that’s it, figure 5. Thank
you, Operator. | wanted to ask you about — justhenpoint you were making a
moment ago in discussion with Commissioner Tradmubtage specific disability
rates. Are they higher among the Aboriginal and@® Strait Islander population
than non-Aboriginal and Torres Strait Islander pe®@p

MR MOORE: Yes. The work that we did before, Mi2lS work that we’re doing
currently now, taking the — the — the data froml#st census about Aboriginal
people that identified that they need assistante avi activity in daily living that are
under 65 years of age, yeah, the — the work thatidractually demonstrated that
they’re up to five times more likely to have a digigdy and that the actual rates of
disability as per stated, we think, should neadydbubled, if not tripled, they reflect
what really is.

MS BERGIN: Would support be better delivered gy Commonwealth to
Aboriginal and Torres Strait Islander people whedeare through the NDIS, rather
than through the aged care system?

MR MOORE: Ithink that the aged care systemilbctching up now about the
rollout, as the Commissioners would be aware aad>bmmission, that the — the
changes to the aged care system did not — havekest the most vulnerable into
account through the — the reforms and through hlamges. | think that the aged care
system itself is still catching up with dealing lwthe most vulnerable in our
community, but which Aboriginal and Torres Stralahder people are, and | think
that the — the NDIA and the disability sector igevWurther behind, and that is they
rollout these huge reforms and huge changes. 't ttonk that they are designed to
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assist the most vulnerable people as well. Sosivthiere’s that area of 50 to 65
which actually the — the Aboriginal cohort sit iattveen both, | actually think that
aged care — | think that | would be recommendirag they try to hand — try and gain
access to both systems and have a look - - -

MS BERGIN: Okay.
MR MOORE: - - - at which one they can actually igeo, yeah.

MS BERGIN: And are there other criteria that dddue applied in assessing which
model of care provision is most appropriate in @i@aar community? I'm talk - - -

MR MOORE: Well, | —yeah, | — | was going to gag health — yeah, the success
of the Institute has been that the basis for osessed need of a client, whether it's
in the disability or the aged care sector, is basebealth need first.

MS BERGIN: Yes.

MR MOORE: So ..... health assessment which dgttlen points to whether it's a
health related issue, it's a aged care related@jsss a disability related issue, | think
would be essential. | don’t know where, acrosscthentry, other communities do
that very, you know, thoroughly.

MS BERGIN: Mr Moore, could you tell us about tinstitute’s model of care.

MR MOORE: So the Institute’s model of care isistegrated primary health
care/aged care model, and it's based on the premlgast alluded to that
comprehensive health check underpins everythingaveSo the Institute’s model is
that if there — there are needs, assessed neatmntified needs, particularly in a
health system, then there’s internal communicatwough referral pathways to
make sure that appropriate services are providatdogppropriate bits of the — of
the — the services that are provided. It's a cain@nsive model of care, and if — we
are fortunate enough for the Institute to have iplelincome streams. So
everything from aged care is one funded streamwisiite got clinical care, we have
chronic disease management, we have family welthewe have mums and bubs,
we have health prevention, health promotion. Seevgot a suite of services that
actually wrap around the client, and it's not jasicheme, loan or isolated aged care
service.

MS BERGIN: You talk in your statement about persentred care and consumer
directed care - - -

MR MOORE: Yeah.
MS BERGIN: - - - at paragraphs 28 and 29. Whattlae key differences between

the two in the context of service delivery to Algimal and Torres Strait Islander
communities?
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MR MOORE: For us, fundamentally, | think pers@mtred care is where you put
the person in the centre of the whole — of theklreir required needs and then their
assessed needs, and consumer-directed care is yaduepeit the person in the centre
of either a goods or services — a suite of sergag, So as — for us, if, like | said,
aged care is just one part of the actual make-w@palient’s needs, so for the
integrated model of care and the holistic modd Wehave, if that client has
chronic disease and has some clinical requiremsragbe have some family
wellbeing services happen. To make it person-edrfsr them we refer and get
services that are appropriate for that level anthe@aged care bucket is not left to
pick up the tab for a clinical care requirementasra chronic disease management
requirement or whatever.

So aged care just becomes part of the suite ofcesrthat actually can address the
needs of that client. So we put the person ircémdre of their holistic needs. Now,
for consumer directed care it only puts them indéetre of their aged care
requirements and — and | think my experience isri@e often than not a lot of
their aged care dollars are spent actually for thgetting primary health care or
getting chronic disease management or getting othesport. So their aged care
money is being spent on other services, yes.

MS BERGIN: Are these labels helpful?

MR MOORE: No, I don’'t — well, for a good serviltke ours — we have a no wrong
door approach that our clients, | would say, doetessarily know all the work that
goes in the background to actually unpick the saolsinding and to actually refer
and make sure that we triage appropriately to ppeapriate bucket of money that
we get, you know. Allied health is a classic exmpAllied health is funded in

aged care, it's funded in clinical care, it's fudde primary health care, it's funded
in a chronic disease management. It's fundedvwhale heap of areas. So for us
when one of our clients comes in and actually extwesr entittement to some allied
health services through their clinical care, thenden’'t have to allocate that out of
their aged care package. That aged care moneyecapent on their aged care itself.

So | think for a good holistic service, where thiert is in the middle and it's
consumer directed care, they don’t need to actletgl whereabouts the money is
coming from; they just need to get the care they require in the way that they
require it.

MS BERGIN: You talk about the relationship ofgt@and respect in provision of
care to your clients, including gender and agdnefdare worker and matching up
gender and age wherever possible. Why is that itapt?

MR MOORE: For Aboriginal and Torres Strait Isl@andommunities again, there’s
the cultural considerations around, you know, lderéy Aboriginal female really
does not want — or maybe it's not culturally apprate to get a young Aboriginal
male to come and do the personal care or the, gow kany of those sort of
requirements. But the trust relationship is Abiiad people in my experience want
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Aboriginal community to service them. You knownsoof the barriers that are
broken down by having an Aboriginal person thatarathnds community,
understands culture, understands whatever whefrehgying their caring role gives
us access into their lives, gives us access imio flomes, their families and the
willingness to accept services.

| think it's a real barrier and | think that pafttbe issue around mainstream aged
care providers not being able to understand anceaddhat, because | don’t think
that there’s an understanding that that's notgustght thing, that it's quite — it's
ingrained in culture and it actually assists tcalirdown barriers to provide service
care.

MS BERGIN: How else might Indigenous status beuant to care for your
clients?

MR MOORE: Indigenous status be relevant to caam you - - -

MS BERGIN: So I'm thinking whether or not a worland a care recipient both
identify as Indigenous and Torres Strait Islandanai. For example, can a non-
Indigenous care worker provide care to an Indigsreawe recipient?

MR MOORE: Yes, they can. |think that undersiagdhe culture and being
accepted within the community and by the client ahdtever is an essential part of
that and like | alluded to before, I think thaydu are of Aboriginal and Torres Strait
Islander descent and you have an understandirgapstuff it breaks down some
barriers to do that. If you are not Aboriginal aratres Strait Islander, and you need
to have an understanding, you need to be ablenhmastrate the understanding and
it's just another consideration for the employebéable to gain trust and be able to
access the clients, yes.

MS BERGIN: Mr Moore, how long does it take to lduiip trust with your clients?

MR MOORE: It can take a long time — it can tak&hart time, it can take a short
time. |think that's variable but in my experiengeu know, for all engagements or
most of the engagements we have with our cliengéelegh touch, low impact sort of
approach is taken. So — so again, you know, ktpart of the issues and part of the
problems with the way that the assessment systemkswathin aged care for
Aboriginal people at this stage is that on firsg@gement with an Aboriginal person,
you know, a professional person is going to askal&series of questions all of
which have huge impacts for that person that tteetio, you know, provide
information about not just their personal requiratsdut sometimes about their
family situation, about some other things.

And so to do that the first time if you don’t ungieind around those cultural nuances
around that, you know, I think that whilst the ACA8ams and the assessment teams
are really quite a professional workforce and amg/\good at what they do, | think
they try and hide behind the fact that everyonaislla and it's consumer directed
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care and if we ask these question that peopleas#lilus what they need. If they
there’s no understanding or inherent understandiinigese cultural barriers first, |
don’t think they understand that these clients teillthem what they think they want
to hear to get them out of their face, to get tloeita The result of that is
inappropriate assessments, lower levels of cateateaapproved or the clients walk
away from the system altogether.

So that high touch, low impact stuff for us is that tell the clients enough
information, that they need to mull it over, thiakout it, talk to people to come back
and ask for the next bit. So the more interaciverhave with the lower — the
smaller chunks of bite-size information for undansting, then down the path, three,
four, six months down the track is when they’reuatlty — when the trust is built and
that’s when you can actually get to the real iseifeghat’s happening. Another
good example of that is that typically for blockatied CHSP services for Aboriginal
and Torres Strait Islander communities in my exgree have been at the lower
level, lower impact ones are usually the first otied are agreed upon, some
transport services, maybe some yard maintenangdewahatever.

But the next level up is when — then there’s areptance that you can come inside
the home and you can actually do some domestistasse and maybe some
personal care or some meal preparation becausthdémat we then start knowing
that we’ve built some trust because we then gedsscinto their family situation, into
the life, into some — and it's usually then, yowWwn at the second or third review of
actually what the care plan or what the care mighthat the clients open up about,
well, actually what's going on here is that my dateg doesn’t do this for me. |
actually do need some personal care, | do have sonteence issues. That's the
sort of level; so it can take three months, it @ 12 months, and obviously it’s,
you know, it's different.

But that’s for an Aboriginal organisation that hareAboriginal workforce to go in
and that’s still the level of — that we sometimegage. So, again, for a mainstream
service provider that doesn’t have the appropstd# or the appropriate
understanding of culture there’s significant bagi®r people to access appropriate
care or get the quality of care that they require.

MS BERGIN: Does the high touch and low impacbdik about — you're also
talking about taking things at the pace of thentie

MR MOORE: Yes. Absolutely. And again, the marttiat — one of the mantras
that we at the institute is that under-promise @vet-deliver because, you know,
again if Aboriginal people they're upfront that yoan do the world for them and
then you don't deliver, well, then they’re moredik to walk away from that. And |
don’t even know whether that’s a cultural thingayhe it’s just an aged care thing in
general but absolutely if we over-promise and cdaliver then it resonates through
the community. It does whatever, so we’'ve got theéscouple of mantras. One is
high touch, low impact. The other one is undempse and over-deliver, yes.
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MS BERGIN: Thank you, Mr Moore. You mentionee tiole of Indigenous staff
and the role of an Indigenous or an Aboriginal-colféd and owned entity. How
important is it that a facility with Indigenous dorres Strait Islander care recipients
also has Indigenous staff?

MR MOORE: Yes, it's vital, | think. Our experie@ as we roll services out, the
aged care services in the south-east Queenslarahd.Indigenous health came
about, you know, in, you know, because there wgapain that service system for
elders in that community. So when we first rolésavices out into the northern
suburbs of Brisbane there was no community-cortticdiged care providers. There
was a couple of welfare programs run by some fadtbed organisations but less than
50 Aboriginal people out of a population of 35,00@hat catchment were receiving
care. The scary part was the 12 months prior taseonly four ACAT assessments
for Aboriginal people in that same catchment anlg bmo of them were actually
approved for a service. So there was significaci bf services there.

The first time we rolled services out or attemptedecruit staff into the region, the
first three times actually we only had two peoptari Aboriginal and Torres Strait
Islander background that had the qualificationadiually — that applied for the roles
so very quickly we realised that we had to buildakforce, given that Aboriginal
people want community to service them and givehlibaause there was no
community-controlled services in the region andehgas no Aboriginal and Torres
Strait Islander community targeted aged care servione of the community was
skilled up to be able to provide the services tnth So very quickly that’'s — we
targeted that contextualised training, gettinglskdualifications for community in
that area and we’ve been quite successful in dibiagover the five years now. |
think in excess of 100 Aboriginal people have bpeinthrough the certified training
and, you know, | think a success rate up arounde9@ent and employment rate up
of about 85 per cent which is really quite sucfidss

MS BERGIN: Has the institute been supporting veosko complete certificate 111?

MR MOORE: Yes. Yes, absolutely. So we appliedand were lucky enough to
receive some cert Il guarantee for the aged caneing skill sets. What we did do
though was we negotiated with the RTO in Queenglanhacal one, to actually — to
contextualise the training material to our modetafe, and actually to employ the
trainers internally and the mentors internallytsat twe could work with community
members to actually get them their skills, skitssgp and which — and the model
that we used was pretty much guaranteeing a jaimopletion of the qualification
and what we have done successfully is that oncértdive core subjects are done
we’ve actually been able to offer some casual vaork- until the students completed
their training to which place then we could empilogm wherever necessary.

MS BERGIN: To what extent has this been succéfsfihe institute and for the
workforce?
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MR MOORE: Yes. So for our aged care businesswive got in excess of 70
per cent Aboriginal and Torres Strait Islander esgpient and so, again, Aboriginal
elders wanting community members to service thesrblegn integral to us actually
rolling out and growing as successfully as whatharee.

MS BERGIN: To what extent do you find that stafice they’'ve completed a
certificate lll to what extent has the instituteeheble to retain and continue to train
the workforce?

MR MOORE: Yes, so like | alluded to, | think we\got about 70 per cent
Aboriginal and Torres Strait Islander employmentvndf those 70 per cent, in
excess of 50 per cent have come through our owmirigasystems. Where now the
institute has a leadership program internally,tbnjlsome whereby some of those
people now are doing some middle management tainith a view to be to able to
have a look at career pathways for them. Yes.

MS BERGIN: As | mentioned, this is — this hearpaytly has a theme of person-
centred care and if that label is not helpful we gest talk about good quality care.
In your — does dignity and self-management cagréicular importance for
Aboriginal and Torres Strait Islander elders when talk about provision of aged
care services?

MR MOORE: Yes. Ithink so, and I think the breadustralia, too, also recognise
that for Aboriginal and Torres Strait Islander owvdt elders are held in high regard
and dignity and respect for elders is absolutelyrapriate. | would say at the
institute — and the leadership team at the institditen refer that we think that our
model of care actually demonstrates practically iendeal and respect our elders
by breaking down barriers to access the complexchyally providing services that
were never there before, by allowing them to tap the holistic care and person-
centred care is fine in that context. Consumezatigd care, probably not so much.
That language is a bit problematic and the fadtweathen move in consumer
directed care into a business relationship witih\bariginal elder who, you know, a
lot of the time hasn’t had a life experience ofinguo make informed choices and
live with consequence of choice, when they aréeit most vulnerable. | think that
that can be problematic, that conversation somstimhbeut moving from a
community-based block-funded welfare sort of pragrato an individualised
business arrangement with an Aboriginal elder, sofitkat language is sometimes
difficult.

MS BERGIN: Thank you, Mr Moore. Do you think thraainstream providers and
the mainstream workforce can be trained in theiprow of culturally safe or
culturally appropriate care for Aboriginal and Tes1Strait Islander elders?

MR MOORE: 1 think they could be but I don'’t thinlkey will be. Our experience
when we went through the consultation processhiediversity action plan was
pushed back from mainstream with a lack of undedstey. | don’t know — even
know it was a lack of understanding. | think ttreg difference between consumer
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directed care now is that — and maybe some ofsthees within the aged care system
currently is that, for me, is that — that it's a&ds-based assessment but | think very
quickly the market is driving a wants-based serdekvery product and so even
though you need to meet some criteria to be eégibljoin in, to get a key to the
services, once you're in the services it actuallghianging to a wants-based system.

So clients now actually — the needs assessment isagessarily the driver for the
market. And the marketplace itself is now becondompetitive and there are
providers who are trying to — you know, clients whold up large amounts of — of,
you know, surplus in their budgets are actuallgeted for — to actually transition
across so they can actually, you know — and ittsnegessarily based on the needs
that they have. So it's — it's more of a wantsdohsystem than it is a needs based
system. Does that answer your question?

MS BERGIN: | think so.
MR MOORE: Mmm.

MS BERGIN: I'm interested in what you said abthg surplus in client budget.
Are you talking about home care packages then?

MR MOORE: Yeah, the home care package side pés,

MS BERGIN: What has been your experience of teaton of surplus since the
home care package allocation has changed undeurcenslirected care?

MR MOORE: |think it's a communication error upit — right up front. 1 think,
you know, the elders that we deal with and — aralenbroadly, in the broader aged
care industry, initially, you know, consider — | think there’s a consideration that
money is their money. It's not government allodateoney. | think that because of
their age and because of their life experiencsy, temnt to save it for a rainy day.
They want to save it for when they really needTihey want to — whatever. And so
| think that, of late, five years in now for oues)yway, and some — some
communication and some work with our team, with dients is that we’re actually
getting the staff spending the money and not —emdaving it for a rainy day. But
| — I just think that was a — an oversight inityadls it — that rolled out in the
communication strategy about the way that it wegeted was it's their money
when, you know, we’ve changed all the languageu$or That the — it's government
money which can be allocated against care needskryaw.

MS BERGIN: To what extent did bulk funding progidhore flexibility in your
experience?

MR MOORE: For Aboriginal and Torres Strait Islandl think block funding is
absolutely key to — you know, the viability path tbe providers that — that want to
provide some work, but, again, like, | alluded &dye, to build trust and rapport
with clients who are at their most vulnerable,rioand — and get them services that
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they require, | think you need to have that flezibpproach to doing it. The one-on-
one business relationship straight-up front isetsh too far for Aboriginal people, |
think, to jump into. So the block funded, you kndew level supports to build that
trust and rapport, and then to actually get apealrre of their needs, | think leads to
—to more comprehensive and appropriate assessfoehigher level complexity.
And | think that for Aboriginal and Torres Strasidnder specific providers, it — it's
essential.

MS BERGIN: How might quality care or person-cedtcare in remote areas
versus city differ for Aboriginal and Torres Stritander people?

MR MOORE: Again, it's — | wouldn’t presume becausith no lived experience of
remote, | wouldn’t presume to — to try and saydHierence, specifically, but — but
generally, like | said, |1 don’t — | don’t think ththere’s a targeted strategy for urban
aged care at this stage. | think that a lot ofcthreversations around Aboriginal aged
care and about Aboriginal disadvantage and whateese straight to remote areas.
The Commissioners have had, you know, the heanmBsoome which I'm sure
would have had some ideas about how to maybe atirals But, absolutely, the
urban and large regional settings need to — tokinlean the — the assumption that
Aboriginal people have access to good health qalegaod aged care just because
they live in an urban setting.

MS BERGIN: How might life experiences of Aborigirand Torres Strait Islander
people differ such that quality care might haveadipular or a different meaning,
and how might it be the same?

MR MOORE: | think we're moving into a whole newea of quality at the moment
with the — you know, as of 1 July and we move ih®new common standards. It —
it was a shame that we couldn’t get diversity ataadalone standard in the new
common care standards, even though | know thateitibedded throughout. But —
but, again, | — | think that the wants based serdelivery system at this stage and,
now, with the change of focus for quality actuddbing a — a personal thing for a
client, it — | think that quality itself is going toe challenged in a whole heap of ways
around the aged care system moving forward. Tlyat-know, that providers
actually absolutely have to try and look after tisarvices and the intent of the — the
— the assessed needs for clients and — and — angaththat they actually, you know,
care for the clients. When a client — on the otfard, you know, wants based
system may — may see quality completely differen8yp | think that's the same for
Aboriginal and mainstream aged care services.

MS BERGIN: Why is that, Mr Moore, that a wantsed system might see
completely different quality outcomes to what furgiimodel?

MR MOORE: Well, I — I just think that a wants ledssystem then is — is open and
—and it just gets — with more limited parametdrsud what you do. You know,
quality from a consumer’s perspective may be albdgther someone says yes and
somebody says no, not necessarily about the quidlithat they get and what they
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don’t get. Again, the — | think the Institute’sceess has been based on the needs
assessment is — underpins all of our care plams;are requirements, and we have
an ability to triage to other buckets of fundinglda other service systems to be able
to get appropriate care. I'm unsure if | can comtfarther on other stuff.

MS BERGIN: Thank you, Mr Moore. If you could pide a wish list of things you
would like to change to the Royal Commission, whkatild you include on your list?

MR MOORE: I've got a few things. | think thedtrthing that | would like — |
would love for the Commission to be able to — @& @ommissioners to be able to
recommend to COAG around — to refresh the Clodieg3ap strategies, that,
actually, aged care targets are embedded in Tare are a significant number of
indicators and performance stuff that's — that'srbadded to — to the Closing the
Gap refresh where aged care has missed the bbat Hve — there — there is no
targets in there. Disabilities is another one bt in there, but | know that’s not
your remit.

| think, you know, given that the Commission reafigtentially, is looking at some
structural reform as well, the success of the tungtiin an integrated primary
healthcare/aged care model, | think, demonstratgsiiere is potential for a
different funding model for these most vulneraldempe. That, you know, because
health and aged care and even disabilities, agathat extent, are so intertwined,
you know, an — an Aboriginal person who’s 50 phat actually, you know, presents
with assistance with activity or daily living isis-going to have a chronic disease, is
going to have some health issues, and — and théhfstahey are intertwined and that
— we could potentially have some savings for thedatpre system and leverage
some — some health care and mental health andicltisease management and
other things in there, it would be interestingée & — if there was a possibility to
potentially fund separately for these most vulnkrabohorts.

There’s a — you know, I'm unsure how to — to sag.tiThe Aboriginal medical
services across the country already have aboutyb®Oknow, Aboriginal

community controlled health organisations fundétiey already have a platform
there that potentially could be leveraged in tipatce. That, you know, they already
connected to the community. They have trust ajredthey employ Aboriginal
people. They have solutions for this stuff of behous ..... and that — whilst I'm not
saying that we need to go and ..... another 13tenboriginal and Torres Strait
Islander markets potentially, but there is a platfohere that could be leveraged.
But, however, | think that it would need to be giomal approach to that. | don’t
think that you could do it in an isolated approach.

| think, again, success factors for the Institideehbeen that we’'ve done it on a
regional level. We’ve brought together four Abamag medical services who have
commonly agreed that as a regional solutions aald— and addressed targets and
to do stuff. | think that — that a regional sotutito some of this stuff in urban and
large regional settings could potentially work. aig the Institute’s success was
based on planning of a — a master plan of a thrégesyear plan for that region
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about where the gaps are, proper environmental beamg a look at where existing
services lay, bring in the — the existing Aboridgiaad Torres Strait Islander
community care aged care providers, having a ledkeahealth, doing — and the
reason for success in the Institute, | think, isduse there was comprehensive
planning done upfront to really clearly identifypgaand then commonly come up
with some solutions.

And | don’t think that that needs to stand alorrediars. | think that absolutely
would be replicable across the country. And dorlt that that, potentially, is — is
something that | would ask the Commissioners teictar. Another thing —
potentially appropriate targets, the work that wekeid the environment — in the
environmental scan for the Institute clearly crosference demographic data with
what actually was on the ground for Aboriginal pleopWVe had a look at the — you
know, the complexity of care. We had a look atldtrge numbers of Aboriginal
people, where the population shifts were movingwoere we should be sitting up
services, how we tap into those services. Again,know, we use the Aboriginal
medical service as a basis because our clientsalready there, and we could tell
what their needs were by their chronic diseasd levéhatever. So that — that could
be again.

I've already alluded to, | think, that block fundirs essential for Aboriginal people,
and | think that, potentially, quarantine block dimg which targets Aboriginal,
Torres Islander specific community controlled ongathons could well be a way to —
to doing that. | think another thing that | woalsk the Commissioners too is
mandating that reporting of Aboriginal and Torrésal Islander engagement
throughout the whole of the aged care sector. dat | know | spoke at the round
table with the Minister, but — with the commissim)éut, you know, numerous
occasions over my time in aged care where | kn@whhsiness is one within the
aged care sector by actually — by engagement watbriginal community controlled
organisations, by demonstrating in an applicatiom @ tender document that you
can cover that population. You can cover everyaher

Once the business is won and once the servicemadhey is provided to the service,
there’s never an obligation for them to report agawhat they’ve done in that space.
And so, you know, it — and | know it’s five yeargoanow, but, you know, there’s no
data comes out that actually clearly identifies krgh&boriginal people are getting
service too, they’re getting service from and whael of service they do get. | use
an example. When the regional assessment teneéettsowt for the regional
assessment services, it was mandated in that tdmtezverybody had to
demonstrate their ..... their relationships withoAbinal and Torres Strait Islander
and their ability to cover the whole region. A®sas the tenders were won, the
majority of regional assessment services becaudewf— their business
requirements just get their assessor to do athflsessments.

There’s no engagement with the people who actualtierpin their application to
get that — to win that business. So — so as yauduoe aware, what gets measured
gets done, so | actually think we should measurat wherybody does across the

.ROYAL COMMISSION 26.6.19R1 P-2583 M.J. MOORE XN
©Auscript Australasia Pty Limited MS BERGIN



10

15

20

25

30

35

40

45

broader aged care sector with Aboriginal peoplaiatstage. And — and the last
thing is, | think, that we — | haven’t really alled to it again because I'm not an
expert in residential aged care, but | think that¢ is a significant gap in — for
Aboriginal people to move from their community ahdir — their community care
services. You know, there’s less than one per aktiite Aboriginal population in
residential aged care. Actually, it's only poirglg or whatever it is, and of that
point eight, more than half of them are in reme@anal settings.

So it actually says that Aboriginal people arewing into residential aged care and |
think there’s reasons to for that. | think ther@sopportunity, potentially, to
actually do something which is in the middle wheoduld leverage off some high
level aged care complexity, married in with somaltieservices, and that — also to
build that trust and rapport about actually peoptering out of their homes into an
accommodation site setting to get their care. #ad, you know, there’s already
examples in the NATSIFLEX and the state based puritiose services where that
happens, but they are geographically fenced irgmnal remote areas. | think
there’s a real opportunity to potentially have @kat that in — in urban and more
larger settings to actually have some locationsfaaitities that can build trust for
Aboriginal people to move into those supported agoodation settings. Sol - - -

MS BERGIN: Thank you, Mr Moore.

MR MOORE: Is that enough?

MS BERGIN: | —thank you. It's very informative.
MR MOORE: Yeah.

MS BERGIN: There were two questions | realiséad omitted which | would like
to ask you, and I'm sorry for not asking this eali

MR MOORE: .....

MS BERGIN: What does it mean — you talk in youidence about — | think at
paragraph 93 about the concept of a thin marketatwloes it mean to say that
Aboriginal and Torres Strait Islander aged cargises are a thin market?

MR MOORE: Yes. So from — | alluded to beforghihk that under a consumer
directed care model, it — you know, it is to drthe marketplace so the market is the
competition that should drive down, you know, psicehould create competition,
should do all the things that a market should Bat the problem is — for Aboriginal
and Torres Strait Islander people is that for themmake informed choice and for
them to have confidence in the choices they do thkee needs to be options. So
there need to be a suite of providers that theycbaose from. There needs to be a
suite of services that they can choose from, aeg tieed to have all the information
at their hand to make that informed choice.
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And | think that for Aboriginal people — Aboriginahd Torres Strait Islander people,
there is a lack of good quality information thateg them — you know, without the
assistance of navigation in the system. You kramyain, that My Aged Care portal
itself doesn’t work for you — one of my ..... is thre service finder in the My Aged
Care portal. There is a specialist button which gan just self-tick. There’s no —
it's not controlled by the department. It's nobss-referenced by the quality agency.
You just tick it to say you specialise in somethirgp, you know, this is on a
government endorsed website for when people ateatmost vulnerable to try and
make a choice about what they want, and peoplgusaself-select that they're a
specialist and something.

It's really just a marketing tool and it is not the¢o actually provide that information
for vulnerable people to make, you know, decisitias they're — at that point. So,
for me, a thin market, | just think that no mattdrether you live in an urban setting,
where there’s a whole heap of aged care provitheitsyery limited Aboriginal and
Torres Strait Islander specific providers, or wieetjou’re in a remote community, |
think that we should treat Aboriginal and TorresmaBtislander aged care as a thin
market no matter what the geographic location.

MS BERGIN: Thank you, Mr Moore. And my other gtien relates to something
you just touched on about the importance of systawgators or advocates. How
important are they in the context of delivery afvéees to Aboriginal and Torres
Strait Islander?

MR MOORE: Absolutely. Aboriginal and Torres Strialander people cannot
interact with the system if they don’t have somepthtat’'s an advocate for them to
navigate their way through the system. Again stinecess of the institute has really
been based on the fact that we understand the My 8are system, we understand
the portal and we’ve been able to put in thingsaweigate clients around the pressure
points and the barriers to their access. So &iamte the Institute of Urban
Indigenous Health have skilled up their chroniedse management nurses in all 20
of their clinics to be able to provide referralsaged care through regional
assessment services, the ACAT teams, becauserthses work with that
community in that local environment, understand ¥ghgoing on. They can explain
and give them the information they need about vaatto happen, where the
pressure points are, what the triggers are, wigatn@indatories are.

And so what we do then is get a consent form frioenctient for us to advocate for
them through the process. We have a really clesnige text about that this is an
Aboriginal person that’s known to us, that doeswant to have a cold call, does not
want to have a screening ..... does not want tehatwants us to advocate for and
engage for them through the system and it's a vesedb referral. It's not a phone
contact referral. So if we have to speak to sordglad the call centre in My Aged
Care on behalf of an Aboriginal person we’ve faile@ur processes to get them
through to break down the barriers to access.
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But yes, absolutely, if Aboriginal and Torres Sttalander people don’t have
appropriate advocacy and don’t have somebody whodspted and trusted that can
provide the information they require to get inte g8ystem the barriers are just too
many for them and they will walk away from the gyst So moving forward, |

think an appropriate navigation system is an allea@ssential. | might also say, |
also think that the appropriate navigation stuaeeto be highlighted but | don’t
think again a vanilla navigation process for eyagyson in Australia will do for
these marginalised complex ones at the bottometiadg

MS BERGIN: Thank you Mr Moore. We've coveredadf ground today. Is
there anything that you wanted to add to your ewsédhat | haven’t already asked
you about?

MR MOORE: Idon’tthink so. Ithink I've coveradll of it. The last thing | would
like to say is just thank the Commissioners foly kaow, giving me this opportunity
to actually talk and to hear my views and my thamgl just have an open invitation
either formally or informally that if ever you'ra iBrisbane you come and have a
look at the deadly work that the institute is doinghat space. The offer is there for
you guys to come any time. So thank you.

MS BERGIN: Thank you, Commissioners, that conekichy examination of Mr
Moore.

COMMISSIONER TRACEY: Can I just follow-up one mbithat you made. A
number of our interlocutors have advocated a recenaation that a government-
funded panel be set up to provide advocacy gendmalivulnerable people who, left
to their own devices, couldn’t negotiate the systéind obtain benefits to which
they were entitled. Now, plainly Aboriginal peofié! well within that category.

I’'m just thinking of the practicalities. Would y@ee it best if there were Aboriginal
people on such a panel or would it be better fergbvernment to be funding people
who are doing that sort of work within organisas@uch as yours to provide those
services specifically to Aboriginal people?

MR MOORE: Yes, | think it has to be on the groundctually — | see the
relevance of a panel and the higher level advoaadymaking sure that the broader,
yes, | think that — that there should be Aborigiregdresentation on a large panel like
that. | actually think that — that it needs todpethe ground and it needs to be a
nuance to the different communities and differadgyaphies, the different issues
there are for the different Aboriginal communita&soss the country. | think that it
needs to be — | don’t know how you do it if it'stere of at least a region at the
widest. I'm unsure about how you would actually g@anel of people nationally to
have a look at the differences between the Capeglea, you know, Western
Australia, between inner city Brisbane. | thinkds to be local Aboriginal people
that give those messages and do that navigation.
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COMMISSIONER TRACEY: Mr Moore, thank you very ntydoth for your
evidence today and your earlier participation scdssions with the Commission and
| don’t think you've heard the last of us.

MR MOORE: Okay.

COMMISSIONER TRACEY: Thank you very much for cargiand assisting our
inquiries. Ms Bergin, | gather there’s a desinedshort adjournment before we
continue.

MS BERGIN: Thank you, Commissioner.

COMMISSIONER TRACEY: Yes. The Commission willjadrn shortly.

<THE WITNESSWITHDREW [3.35 pm]
ADJOURNED [3.35 pm]
RESUMED [3.52 pm]

COMMISSIONER TRACEY: Yes, Mr Rozen.

MR ROZEN: Thank you, Commissioners. | call Jdhichael Rungie.

<JOHN MICHAEL RUNGIE, SWORN [3.53 pm]

<EXAMINATION-IN-CHIEF BY MR ROZEN

MR ROZEN: Take a seat, Dr Rungie.

DR RUNGIE: Thank you.

MR ROZEN: You have been waiting very patientlgdg, and we're sorry to have
held you up for as long as we have but your morhastarrived. Can you tell us
your full name, please.

DR RUNGIE: John Michael Rungie.

MR ROZEN: You are an ageing well specialist.
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DR RUNGIE: Iam.

MR ROZEN: A self-conferred title.

DR RUNGIE: Yes, | invented the title becausetla tlidn’t exist for what | do.

MR ROZEN: Okay. And you have a long and stogatker in the aged care sector.
DR RUNGIE: |do.

MR ROZEN: First, we can just start with some dfiggtions. You've got a PhD in
biological sciences.

DR RUNGIE: Yes.
MR ROZEN: And your thesis topic?

DR RUNGIE: | can almost not remember. It was A$® activity in membranes in
plant tissue. That's not exactly the title.

MR ROZEN: Allright. You worked in the disabyitand aged care sectors for 40
years.

DR RUNGIE: Correct.

MR ROZEN: And you hold a range of current posisavhich are set out in detail
in paragraph 4 of your statement that | will tenilest moment but if | can just
identify a handful of them. You're the directortbe Global Centre for Modern
Ageing.

DR RUNGIE: |am.
MR ROZEN: And what does the Global Centre for MisdAgeing do?

DR RUNGIE: It's an organisation that’s involvadencouraging and enabling the
business of ageing well. So it's become very feanivith the new narrative in the
hearts and mind of older people about how they wahve their lives well in their
70s, 80s, 90s and then encourages businessesdistamtl the new narrative and
build product and services to meet their needs.

MR ROZEN: Right. | might just ask you if | could just slow down your speaking
a little only because someone has the task ofdrdnsg every word you and | say,
and it's a challenge at the best of times. Yoals® a member of the Aged Care
Financing Authority.

DR RUNGIE: |am.
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MR ROZEN: We've heard quite a bit about ACFA awvel will be exploring it in a
bit more detail in later hearings. And you're amiber of COTAs South Australian
Policy Council.

DR RUNGIE: |am.

MR ROZEN: The Council of the Ageing.

DR RUNGIE: Council of the Ageing, yes.

MR ROZEN: How long have you held that positiorr, Rungie?

DR RUNGIE: Three years, and in fact, | have raldhose positions for about
three years. In fact, approximately from the titmat | left my mid-life career as
CEO of ACH Group.

MR ROZEN: Okay. We'll come to the ACH Group imment. For the moment,
though, can | just confirm that you have made testant for the Royal Commission
dated 11 June 2019.

DR RUNGIE: | have.

MR ROZEN: It was, in fact, a revised version ofearlier statement that you
provided to us; is that right?

DR RUNGIE: Correct.

MR ROZEN: And for our purposes, the coding is VOII58.0002.0001 which
should appear on the screen in front of you, | hapa moment.

DR RUNGIE: It's not currently there.

MR ROZEN: It's coming, I think. It's arrived.slthat — with a little bit of redacting
of some personal details, is that a copy of theestant or at least the first page of it
that you have made for the Royal Commission, DrgRan

DR RUNGIE: Yes,itis.

MR ROZEN: And have you had chance to read through statement before
coming along today.

DR RUNGIE: | have.
MR ROZEN: Is there anything that you wish to ap@aim your statement?

DR RUNGIE: No, there isn't.
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MR ROZEN: And are its contents true and correct?
DR RUNGIE: Yes.

MR ROZEN: | tender the statement of Dr John MaHaungie dated 11 June 2019,
Commissioners.

COMMISSIONER TRACEY: The witness statement ofdddhichael Rungie dated
11 June 2019 will be exhibit 5-29.

EXHIBIT #5-29 WITNESS STATEMENT OF JOHN MICHAEL RUNGIE
DATED 11/06/2019 (WIT.0158.0002.0001)

MR ROZEN: If the Commission pleases. You mergsba moment ago, Dr
Rungie, that before these various positions thatpresently hold and that you've
held for the last three years or so, you had atifuké position with the ACH Group.

DR RUNGIE: Correct.
MR ROZEN: ACH standing for?

DR RUNGIE: Well, it originally stood for Aged Gage Homes and then Aged
Care and Housing but it's actually now registered&H Group.

MR ROZEN: ACH Group. Allright. Can you tell about your time with the
ACH Group, maybe working backwards. So when yawtaled your time there
you were the CEO.

DR RUNGIE: |was. | had been the CEO there foy@ars, and before that for
about 15 years | was the operations manager.

MR ROZEN: All right. You've detailed a bit abotite ACH Group in your
statement from paragraph 6 onwards. | might jsktyau, if you could, to just
summarise the services provided by the ACH Groupsame of the initiatives that
were implemented there during your tenure as th®.CE

DR RUNGIE: It's a fairly typical not-for-profitged care organisation in Australia.
It had eight residential aged care facilitieshdtl about 600 packages. | mean, we
now know that varies a little bit from time to timé supported about another 9000
older people in smaller health and community sertype programs and had about
900 independent houses that were both residenetuadd 1Us, but the majority
were IUs, in other words, housing for people withited financial means. The
interesting thing about this organisation is thgitfrom its beginning it's always
been very interested in the clients of the serthcwing and in the eighties, we
started to collect information about — just abawivipeople were using their time in
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the day and that became very clear to us that peo@le not very engaged, that they
had — there were good programs in the organisationn fact, they tended to be
more entertainment and they tended to be for ngtleeg amounts of time in the
person’s life. And that’s - - -

MR ROZEN: This is the resident’s life.

DR RUNGIE: This is the resident’s life and that’seal theme about the way we
understand quality of life in aged care today & thihile a lot is on offer, in most
cases people don't access that stuff for very bomdy in fact, have very large periods
of disengagement or boredom or isolation. So aeed looking at ways that we
might deal with that and one of the things we didejearly was to start to use a
program that measured quality of life in the se¥sic And that initial program was
called Passing. In 2004, we redeveloped thatnbusubstantially just to make it
easier for people to use, into a — a review prograled Customer Impact
Statement. In other words, we're measuring thearhpf the service on the clients.

That particular program works across all aged tgres. It's a peer review process,
so it engages a staff member’s understanding thnt pbwhat it's about. It can be
done a number of times, so we can benchmark archweneasure whether an
improvement works or not. And in many of our imgements, in fact, didn’'t make
much difference and, particularly, | reference gaieament programs that can often
take quite a lot of time and even have people gtorthem for periods of time, but
didn’t seem to make much difference to the qualitiife when we measured it using
the customer impact statement that we called CIMPAC

But what it has done over that time, it has leddiganisation to a variety of really
exciting and interesting things to do that do measouch better using CIMPACT
and they are, particularly, an aged care facilihere everyone gets a house, not a —
not a room. In other words, if you visit someonehis aged care facility — there’s
the high care aged care facility. You go in trenfrdoor of the person’s house, their
house and no one else’s, into their lounge roomdamidg room, kitchen, laundry,
and services come in the back door. And what wedawith that, that it
dramatically reduced the losses that people swufferemoving into residential aged
care.

We also built a facility that focuses entirely drog-term care and re-enablement in
partnership with the State Department of HealtSBanth Australia, and that was
targeting people who were coming out of hospitals, énevitably, were going into
residential aged care, often improving a bit adtdit of time, but never going home.
So it picked those people off, put them into tliers-term care service with goals for
each person and a very high percentage of thogagygoing home and not
representing.

In addition, we set up a number of programs thatiigally targeted quality of life
and — and for us, that meant that they had to haweée, a membership in something.
They had to learn something. They had to makeramtment to it over time. So,
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for example, we set up a number of community chehich were run, not by an
activities officer, but by someone who was quatifie the area, and these
particularly worked well for people with dementidavhadn’t lost the ability to learn
a tune and remember a tune and be able to sing cpitplicated music in a choir,
and surprising to us, also became very popular pethple with Parkinson’s disease
because it taught them a whole lot of breathingnepies.

MR ROZEN: Thank you. You mentioned — | think ygaid re-enablement, re-
ablement — it's the same thing essentially. Ittstaof a funky word, but,
nonetheless, perhaps — you tell us. What areaf&unty about when you talk about
re-ablement in relation to elderly people in resitd aged care?

DR RUNGIE: It's —if | go back a little bit to éhstory of ViTA which is the facility
specifically built for encouraging people to recowden they come out of hospital.

MR ROZEN: Yes.

DR RUNGIE: A lot of the — just as an examplepidf people come out of hospital
still needing — really, often, in a weakened steden their time in hospital and
needing anything from just convalescence, a reggveriod right through to
needing to relearn a skill or — or even to leanew skKill.

MR ROZEN: Can Ijust pause — | just interrupgrda I'm sorry, but are we talking,
for example, about an elderly person who was linahgome, had a fall, they've
broken their hip, they've gone into hospital whigd know is a very common path
into residential aged care, and then they don’tecont or, at least, they don’t come
out till they die. That's a very common - - -

DR RUNGIE: Correct.

MR ROZEN: - - - pattern.

DR RUNGIE: Correct.

MR ROZEN: You're offering a different pathway feuch a person.

DR RUNGIE: A very different pathway, yes, yes.

MR ROZEN: Yes. Thank you.

DR RUNGIE: So that — and that's a good exampbabse that might require some
specific work around — around physio, around buogdstrength again, being able to
walk. It might require also, though, some speaifark around a number of other
things that the person can no longer do so thgtribed to relearn to do things in a
different kind of way because they now have somd kif a disability they didn’t

have before. And it might also require us to tddeeperson through some time in
their own home as part of the program to make g can reorientate to it in this
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new stage of life. And, in addition to that, trergon may have had to give up some
things because of the accident they've had, artiatove can work out what kind of
new things the person can take up so that the péssable to continue to live a —a —
a good life when they go home, given that we knloat tjuality of life is the really
significant indicator to people recovering and doiell wherever though live. So
just using that as an example - - -

MR ROZEN: Yes.

DR RUNGIE: - - -there are a whole lot of othgamples that go back into quite
small re-enablement and enablement processes.aweuarly notice, as people
become frail, they have to give up things, and kit af our re-enablement effort has
been about working with people to repurpose, if e, to work out what a new
purpose in life might be, and then a — and theava activity or a new role that you
might be able to take up and build the things adaimat to enable that to happen. In
a sense, it is like rehabilitation, but rehabilaatis a state effort and more
specifically targeting very, quite specific iss@sund people’s injuries. This tends
to build out the rest of people’s lives where tin@ght need recovery as well.

MR ROZEN: Yep, and what sort of success rateydidexperience with that
initiative with ACH?

DR RUNGIE: | would say extraordinary. We werdedalo use these processes in
home care to enable quite a lot of people not i@ ha move into residential care.

MR ROZEN: Yes.

DR RUNGIE: Certainly through ViTA, we managediave large numbers of
people go nowhere near residential care, and wedme success in having people
move out of residential care. We would have likddt more, but as you would
know from my statement, there are really, at then@at, currently a lot of barriers
to people moving out of residential care even iweeananaged to get them to
recover.

MR ROZEN: We will come to those presently. Frgour experience, Dr Rungie,
do you think there are a significant number of peayho are currently going into
residential care, including within the scenaria thdescribed to you of the elderly
person having a significant injury and then goirant hospital to residential care.
Are there many people for whom that sort of inf@tmight — it would prevent them
going to residential care at all or maybe see tgemg into residential care briefly
and then coming back to some type of home careyoDdhink there are significant
numbers of people who would benefit from such prowg if they were more widely
available?

DR RUNGIE: | would love to be able to give yonamber.

MR ROZEN: No, I'm not seeking a number, but I'njibg to get a sense, if | can.
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DR RUNGIE: | personally think there are very largumbers of people - - -
MR ROZEN: Yes.

DR RUNGIE: - - - but — but we don’t have any eande — much evidence about it
at the moment; right. So the accumulating eviddoc unnecessary
institutionalisation is the waiting lists on honere, people clearly preferring home
care.

MR ROZEN: Yes.

DR RUNGIE: The possible reduction of demand ésidential care. | mean, I've
now seen another report from StewartBrown suggaegbmthose numbers aren’t
quite as accurate as — as we originally thouglhte Viery strong preference of older
people themselves to stay home if they possiblydco8o this needs — VIiTA has
been a good test of this, but this needs a lot esteng, and my sense is that if we
have a much larger number of home care packagdsmpgssome higher level home
care packages and some really good use of thogagesto help people reconsider
their lives as frailer people and how they coulchage that, that we might find a real
lessening of the demand for residential care, apdense is that we should work
incredibly hard to make that happen.

MR ROZEN: You mention, in the context of re-abtrhand rehabilitation, the
role of physiotherapy — the importance of physiadpg in assisting people to regain
movement and the like. I think you were in therimgaroom when we heard the
evidence of Ms Urwin, the young lady who was a pdtyerapist, and her
descriptions of the role of physiotherapy and taey\Vimited role of physiotherapy

in her experience, largely driven, it seems, byftimeling arrangements. Is that a
barrier to the sorts of initiatives that you'rekiag about? Is there a connection
there?

DR RUNGIE: That was an extraordinary story thizrning and — and, personally,
to me, just a great disappointment. | might menaaouple of times the work of
Professor Hall Kendrick. He — he sadly died eatlnis year so is not able here to
give evidence at — at this hearing but his worthia area — his research work in this
area was extraordinary. One of his pieces of wwdtk with a large number of fralil
older people to try and understand what theirddals might be, and that piece of
published work describes six life goals of fraillet people. That from my — | can’t
work out why they haven’t become the basis of thg we think about designing
aged care.

What's interesting about those is, firstly, thagyh- none of them make a reference
to care. So this is about people describing thd ki life they want to live as their
goals with care being the thing that you get tdoémgou to live that life. That's a —
a real distinction between the way providers ttabkut aged care which is care —
care is the end point, “We provide good care amd, sense, bad luck if that doesn’t
deliver you with a good life.” Right? Which isropletely different to the way that
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— that older people — frail older people would diécthat. When you do look at
what those life goals are, they are things likentivey — fiercely wanting to stay
independent; right? Fiercely wanting to stayhieit own home. So older people are
really up for physio and other treatments that it even improve their functioning
just a little bit so they can do something morey/tban’t do at the moment so they
can do it for themselves, and to have physiosthkeone we heard this morning
available to aged care and not doing that is resalt

MR ROZEN: You refer in your statement to the antof growth, and | want to try
and understand, if | can, whether growth as youerigsit, in the context of aged
care, is something different to re-ablement andipéitation? | understand it to be a
somewhat broader concept more related to geneaditygaf life, if 'm

understanding it correctly.

DR RUNGIE: Mmm.
MR ROZEN: Could you assist us there.

DR RUNGIE: ltis part of — of re-enablement. Adtugh, re-enablement tends to be
thought of more in terms of more physical - - -

MR ROZEN: Yes.

DR RUNGIE: - - - ability and independence to Hmgs; right. And why we —
why | included personal growth in my — in my staésris that we know that older
people tell us that they want to keep learninggbkiand experiencing new things,
partly because they have done that all their lares partly because, as you age,
things drop away and you do have to replace thaimether things. So personal
growth to older people is —is really very impotiand it's often at this point that
people — and so as an example, I'm going backdalhioir | was talking about
earlier, learning to sing with other people verynpbdex musical pieces in a group is
a —is a new skill. It's something you're learninijs good personal growth; right.

What we certainly notice in — in both residentigéd care and in home care is
there’s almost no focus on working with peoplericairage them to think about
personal growth and, therefore, what kind of agtithey might take up in this —in
that space to learn something, and very littlerétim connect older people to other
old people who've successfully done that, so peoatelearn from one another by
word of mouth - - -

MR ROZEN: Yes.
DR RUNGIE: - - - and those kind of things; right do think that abandoning the

notion of personal growth in people is very dangsrfor the person and very likely
to result in people becoming much more dependemthrmore quickly.
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MR ROZEN: A theme that runs through much of ystatement and | think the
evidence that you've been giving to the Commissios afternoon is the notion of
innovation, and you make the point that there’snoentive to innovate in our
current aged care system. Can you expand onplleaise. Big topic, | know.

DR RUNGIE: If I —1just— one things | would kkio talk about, at some stage, is
the transformation of the sector; right. And ofie and there are a number of
habits in how a sector transforms; right? Onthefhabits is around co-invention.

MR ROZEN: Yes.

DR RUNGIE: So recently the Global Centre for ModAgeing worked with a

local community in South Australia that had won samew bed licences and was
about to build a new aged care facility. And tleayne to us and the process that the
Global Centre set up was a co-invention process{iovent the new facility. So

they worked with a group of frail older people, soaf whom already lived in
residential care and some who didn’t, and the §jtsstion they asked was, if you
could design your own facility what would it looké. And people tend to have two
answers to that question: one is | prefer not ¢@enn at all but if | had to, then they
start improving the current system. I'll have gd@r room, for example, I'd like a
door outside to the garden, things like that, right

When the co-invention question is asked, whichescdbe your current life and then
—and people do. And then say what are the thingse happy to give up when you
move into residential care. People on the whoje ‘®éothing, | want to continue all
those things. | want to keep my dog, | want togkes/ garden, | want to stay with

my husband, | like the fact my daughter comes raumdicooks the roast every
Monday afternoon”. Whatever the bits of their Bfiee, they want to keep them. You
can do almost none of those things in the curresitiential aged care model. So that
then requires the service provider and other prodexcelopers, often start-ups — new
start-ups to come together with the clients andgtdes new service and then test it.

And those services tend to look nothing like therexnt institutional communal-
based residential care. | think that’'s innovatiéteally serious innovation. Another
example is that we have heard of a number of ageetigstart-ups in Australia that
are designing products that are based on knowimg sder people very well and
then designing a product that relieves the paintgbat the person currently has,
whatever that might be.

MR ROZEN: Can you give us an example of that.

DR RUNGIE: Yes, so we know that older people, wtieey become frail, often
start to lose a lot of their networks because these going out to clubs and joining
things and they can’t go out as much so that tbeg those networks. And those
networks then either don’t get replaced at alhaytget replaced by paid staff out of
the aged care system. Now, there’s a problemwsgiihg paid staff out of the aged
care system to fill those networks, partly becausecan't afford it, there aren’t
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enough of them, and partly because they are iernlegaid so they always come at
this thing slightly differently. So there are amer of — | know of three product
developers in Australia, a care app, Care ConmetCampargo, so there are three
companies in Australia at the moment that builddpats that build — that use an
electronic package to build a network around agersght.

And what's clever about them is that they also é&gbu to connect, if you want, to
a whole lot of the care information if the perseronnected to a care service or
health information if they’re connected to the lieakervice into that same package,
right. Easily accessible. So you appoint a welienagou invite people into the
network. Those people can communicate with onéh@naovhenever they interact
with a person, and they often will start by imprayithe care but very quickly move
into things they notice about the person’s lifelgqya “I notice she said the other day
she liked playing cards but nobody comes.” “Daggoae know someone who plays
cards?” “Yes, my son can do that” and so sometsgegets invited in to do
something. And they're clever products. They'eewcheap and they're doing
something that currently nothing else does.

MR ROZEN: Yes. And is there enough existing moee in the system to
encourage more of that sort of innovative thinkings it rather the other way around
that there are disincentives to thinking outsidegbuare, if | can put it that way?

DR RUNGIE: Perhaps | should start by saying e aenost no innovation in the
aged care sector.

MR ROZEN: Yes.

DR RUNGIE: Right. So I don’t think it is exisgrand when it does happen, the
filters to work out even if it's very good or veryor not very useful innovation is
struggling a bit at the moment, right. So now, vidthat not happening: | think
there’s a range of reasons why that’'s not happenlingere certainly aren’t a lot of
incentives, but — but there are a number of otfiegs going on. You heard from
Kay Patterson about the — about ageism.

MR ROZEN: Yes.

DR RUNGIE: There’s substantial ageism in age@ caght, and it's not hard to
see. | mean, where else do you solve a probldooking after a person who needs
a lot of care by putting them in an institutio’s I the ageism in the aged care
sector is very strong. And — and — and starts neacher than the aged care. | think,
as Kay said ,it starts right back in the early stagf making fun of people when
they’re older which means then your applicationggob is taken less seriously
which means you're then unemployed which means tthenyou don’'t have as
much money which means you don’t have a house whidins that — so you finally
get positioned in a place where the world thinlssakay to stick you in an aged care
facility without trying really hard to see whethee could keep you at home with a
package, and the world thinks it’s all right foruytm be doing nothing all day and
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bored and that you ought to be able to cope wahdhwhatever itis. So | do think
ageism is a real problem.

MR ROZEN: Yes.

DR RUNGIE: 1do finally think this is not a sectimat has not decided it needs to
transform, that it currently doesn’t serve peopd#diwthat it's really hard to work in
and it's not affordable. And at some point then gay we can fiddle with the edges
of this or really start to try and change this iatsector, and that’s where, if you
don’t have that view of the world then the neetiawe a lot of innovation in there
just — it just doesn’t present itself.

MR ROZEN: Are there untapped opportunities fatHar technological advances
in this area?

DR RUNGIE: We've hardly started. We've hardlgrséd. And the sooner we
move into that space — we’ve hardly started. @dyta- | mean, South Australia,
just for example, there are, to the best of my Kedge, about 30 ageing well start-
ups that | know of in South Australia, which prolyatmeans there are three or four
hundred of them in Australia, and if we did nothingnd most of those have got a
technology base to them. If we did nothing moenttearn from them, they'’re
paying for their own R & D at this stage, it wowdst nothing for aged care
organisations to partner up with these people eadhlabout the way they innovate
and learn about the way they use technology, absbto them. That would be a
good start.

MR ROZEN: Is that something the Centre for Mod&geing is involved in?
DR RUNGIE: Yes.

MR ROZEN: Can you just expand a little bit onttba how that works in a
practical sense; what does the centre do?

DR RUNGIE: So particularly the centre either spapportunities and goes to
businesses and says would you be interested inimgpviith us, or businesses come
to it and say we’ve got a product we're interestedither, in testing it with older
people, inventing it with older people, whateveasit For example, a company came
to the Global Centre recently that had a devicerti@itored a whole lot of your
fitness and health habits when you were exercisind,charted those out and they
were interested in seeing whether it would workwalder people or not so they
came in and tested it and modified as a resuhaif t

Now, they’re not the kind of things that are cuthgan aged care provider would
think of as important to an older person but | heveell you they are things older
people are thinking are very important becausergideple prize their health very,
very highly as we saw from the latest national CGBAsus of older people — prize
their health because they know it's a cornerstoriadependence.
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MR ROZEN: Yes. Now, as advertised, Dr Rungie i@ to give witnesses an
opportunity to advance a wish list. | suspect wallibe quite eager to take up that
opportunity.

DR RUNGIE: Yes. Can I first just say one thirgpat CIMPACT which represents
to the wish list, right. The interesting thing ab& IMPACT is that it measures
guality of life according to five dimensions. Atltbse five dimensions would be, in
fact, highly appropriate for anyone in this roonuse, so we haven’t modified them
because you're an older, frailer person. Whatound is that a good service rates
well on three of them, right. Only an excellentvsee rates well on all five, right,
and the two that excellent services rate on thatigervices don't get are building
roles for people and building community safegudodgeople, networks and
safeguards in the community, right.

So you can rate well as a good provider if yourevpling good — you’re meeting
people’s basic needs, you're providing basic refethips, usually through the staff
and things like that, and you're doing some kindwbport to independence, right,
will get you to be a good provider. What we founsorry, what ACH Group found

in using CIMPACT on its services that sometimesr&ise turned up as quite a poor
service. It wasn’t doing well in any of those are&ometimes it turned up as a good
service, it was doing well in three areas which esalk a good solid service but not
good enough to really meet the needs of an oldsopeand rarely did we get a
service to turn up in the area of all five of thesmich really was our goal.

The thing that we learnt most from this is thatr@asing the amount of entertainment
and the amount of staff and those kind of things in residential care didn’t

actually improve the CIMPACT score. And how we noyed the CIMPACT score
mostly was by keeping people out and providingialtls of roles to people and all
kinds of community safeguards to people, right.c&wmnally, we were able to get
good CIMPACT scores inside a residential servideitta very, very hard to do in a
communal residential — it's very hard to do. Tikia very unfamiliar environment in
which it's very hard to treat people as individua&o that's a long way of getting to
the point of me answering your question.

MR ROZEN: Sure.

DR RUNGIE: |think my ask would be that we saw thwe saw the aged care
sector as ripe for transformation and that tramsétion has a set of — so this is a big
leap, right, that fiddling the edges of aged caneat going to make enough
difference. We will be sitting here in five yedirse; we will be doing much better
in residential aged care and it still won’t be vgood, right. So a sector that's up for
serious transformation, right. So one of the thifigyou’re going to do serious
transformation, | would pay a lot of attention tmnie care being as good as it
possibly can be. That will mean government wikdeo be clearer about what it
wants from this. If it's going to create a markeés, got to be clear about what it
wants because it's not a real market.
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It does mean that we will want growth and re-enaielet and support for older
people living at home to think about how they grad re-enable and stay
independent and stay out of aged care, right. r&#gol think we should make very
— a really strong effort to keep people out ofdeatial care that we stop seeing it as
an alternative to home care and see it only aasaa-last resort, right. And so |
would start making a very special effort to — wipeople are applying to see if
there’s any way we could support them to stay aténo

The third thing | would do is | would engage olgeople in large numbers in co-
invention, get them together and get them talkiogua the lives they want to live
and get them then working with product and develope develop new products.
Now, I think if we do that we will see a dramatinciease in the amount of use of
technology products and things like that. | thivd will see the specialisation of
residential care so that it's either housing plarecnot a communal facility or it's a
short-term facility of some kind. And the lastrtgil would do is | would engage the
whole community in a really serious conversatioawhvhat is a good frail life,
right.

So if any of us sitting in this room knew we wemrng to be frail in five years time
we would talk about how we would want to live tivail life and we would want to

start setting up a way of living that life, riglsh the community will expect a good

frail life and then we will start to make demandaspooviders who are currently not
playing in that space to really start playing tsaéce.

MR ROZEN: Thank you. Commissioners, that conekithy questions of Dr
Rungie.

COMMISSIONER BRIGGS: Thank you, Dr Rungie forttleaidence and for your
witness statement which | found very compellingm interested in when the work
was done with the frail older people to design mem@ngements that might suit them
better than residential care, what sorts of thoigghey say?

DR RUNGIE: That project is still only in its firstage so the — so it’s, we finished
the consultations and the — really the summaryiritpdf the consultations is that
people do want their current lives to continue asimas possible. And they can’t
see any reason why you couldn’t have a resideagjadl care facility that enabled
that and they currently appreciate that the cuffiailities don’t do it, right. Now,
that’s really all I can tell you at the momenthakigh we can — we could provide the
Commission with some additional detail under tifahat’'s useful to you.

MR ROZEN: 1 think we'd be grateful for that.
DR RUNGIE: Right. Good.

MR ROZEN: Thank you, Doctor. Yes.
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DR RUNGIE: What I can tell you is the next stagéghat will be that a
combination of those findings with some productelegers to see — so what — how
could you design a facility that would enable youlb that; right?

COMMISSIONER TRACEY: You're obviously also veryuth aware of the cost
of providing services for people in aged care,egitit home or in institutions. In
suggesting the various creative alternatives tgthsent arrangements, have you
factored in the question of whether the reviseeraitives are going to be more or
less expensive than the present arrangement? n, rhieave in mind, for example,
that one would think that keeping people in th@ndomes, rather than in
institutions would be better from a funding poiftveew, but | may be wrong about
that.

DR RUNGIE: This is not, in the first instanceivain as a cost-saving conversation.
COMMISSIONER TRACEY: No.

DR RUNGIE: But we have no doubts that, in mosesathere are cost savings in
it. | can point to a number of examples aroundtralis, for example, with the

Silver Chain who were here earlier today who inedst — a higher cost earlier on in
a home care program in exchange for much lowebfiservices ongoing into the
future that certainly demonstrated that that wasctieaper thing to do; right?
Certainly, VITA demonstrates that significant numsbef people are — are bypassing
long-term expensive residential care to go homan&imes, on much cheaper —
cheaper packages.

| do also think that this whole debate about askiegple to pay for more is, at least,
in part predicated on people wanting what it i/ttreebuying, and so that — for
example, a — a program run by ACH Group where tifgred people support to

take holidays, rather than go into respite in agdacare facility almost always
resulted in the person expecting to pay for thedagl Whereas, they were getting
highly funded respite care. So this — clearlys tas to be tested, and | note that the
earlier reference to date of use of social investrbends in which the whole
argument is that you invest in a change on thenaggsan that it's going to produce
lower costs down the track, | think we will see mof that sort of testing of some of
these ideas going forward.

COMMISSIONER TRACEY: Thank you.

COMMISSIONER BRIGGS: Doctor, you're not alonetimnking that the sector
lacks a bit of impetus to transform. It's certginabparent to us, as we read regularly
in the paper, further claims against the governrfmmot stopping the reforms

while this Royal Commission sits. And it leads tm@vonder, why is it that this
sector isn't reforming themselves? Is it becahsg &ire so reliant on government
funding that they expect the government to doritfi@m?
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DR RUNGIE: This will be an opinion — an opiniorepe, rather than backed up by
a lot of data. My sense is that most aged carégeos do think they are
government subcontractors and, therefore, theysimiply do what the government
asks them to do and make some money along theamdy, think that’s evidenced a
lot by the activity of boards of aged care orgamnise that often don’t know much
about, for example, the quality of what they're\pding. Just as example because
they, really, in a sense, delegated all that taggthesrnment that does quality in aged
care.

| — I do think that aged care providers have takeir eye totally off the ball of their
mission statements; right? So it — it's interggtihat their mission statements are
often full of things about people living good livesd their services are usually the
opposite of that. And — and — and | think theyjust, somewhere along the line,
stopped noticing that difference between what theyhy they were originally set up
and what'’s actually going on, and that — it's albmoblindness to the reality of — of
what’s happening in aged care at the moment. &mlyranswering your question.
I’'m just telling you what I’'m noticing here.

COMMISSIONER BRIGGS: [ think you are. | think -

DR RUNGIE: So that something that causes — tiad the glasses off people here,
I think will be useful which is why | like the cowention process, that the provider
gets together with the — with the — with the olgerson, but with a very different set
of questions to the one we’ve asked in the — ttiee-collection of client satisfaction
data is not helpful because we have very high nusntiepeople saying they're
actually satisfied with the service and, yet, weeheery different conversations with
people in CIMPACT in which they tell us they’re ndtve — we have collected, over
a number of years, losses that we’ve noticed pexyfer when they move into
residential care. We now hold in that list 20 &ssSo we think there are now 20
things you lose when you move into residential eaneh are not a result of being a
frail older person. They are a result of the ssrwvnodel that you're moving into.

Now, when | talk to providers about those 20 losgdsels to me like people have
never noticed them and, yet, there are — they'ocaigh to do you serious harm, that —
that amount of loss going on without a conversasibaut what would it take to
reduce those losses. So I'm not sure, Commissidriare answered your question,
but there — when this is driven by ageism or —ewypbe being too far away from the
issue that the — from the people they’re tryingdove or their just belief that they're
now just government subcontractors, there’s afstimgs going on here which are,
in a sense, colluding just to not any longer héng gector strongly aligned to the
needs of people.

COMMISSIONER BRIGGS: It certainly has been theecan the discussions that
I've had with people working in the sector that thmg that they notice most when
somebody moves into residential care, that themtgoa grieving process and that is
because of these losses, loss of independencerandheng that goes with it. So
they're certainly aware of it. The question isthe sector sufficiently active to do
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something about it, and I will leave my questionamgl commenting there. Thank
you.

COMMISSIONER TRACEY: Anything arising?

MR ROZEN: There’s nothing arising. Thank youn@uissioner.
COMMISSIONER TRACEY: Dr Rungie, you've given usad of food for thought,
a lot of thinking outside the square, as they aag, we’re enormously grateful to
you for that, and be assured that we will be takindgoard all that you've told us
orally and in your statement. Thank you very miahyour attendance and your
assistance.

DR RUNGIE: Thank you for the opportunity.

<THE WITNESSWITHDREW [4.38 pm]
MR ROZEN: Thank you, Dr Rungie. Ms Bergin wdlkie the last witness for the
day.

COMMISSIONER TRACEY: Very well. Yes, Ms Bergin.

MS BERGIN: Thank you, Commissioners, and thank fgy sitting on this
afternoon. | call Dr Craig Sinclair.

<CRAIG BOWMAN SINCLAIR, AFFIRMED [4.39 pm]
<EXAMINATION-IN-CHIEF BY MSBERGIN

MS BERGIN: Dr Sinclair, please take a seat it thauld make you more
comfortable. What is your full name?

DR SINCLAIR: Craig Bowman Sinclair.

MS BERGIN: And what is your current role?

DR SINCLAIR: I'm a research fellow at the Univigysof New South Wales.

MS BERGIN: What are your qualifications?
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DR SINCLAIR: 1 have a PhD in following from theniversity of Western
Australia, and approximately 10 years experiende @sstgraduate research or post-
doctoral research.

MS BERGIN: Have you prepared a statement foRbgal Commission, Dr
Sinclair?

DR SINCLAIR: Yes, | have.

MS BERGIN: Is there a copy of your statementranf of you? Could you just
identify it as yours.

DR SINCLAIR: Yes, itis, yeah.

MS BERGIN: Operator, could you please pull up VOP18.0001.0001. Do you
have any amendments to your statement, Dr Sinclair?

DR SINCLAIR: No. No.
MS BERGIN: Is it true and correct on the basiyair knowledge and belief?
DR SINCLAIR: Yes.

MS BERGIN: |tender the statement of Craig Bowrsamclair. The date of the
statement is the $8of May 2019.

COMMISSIONER TRACEY: The witness statement ofi§iaowman Sinclair
dated the 28 of May 2019 will be exhibit 5-30.

EXHIBIT #5-30 WITNESS STATEMENT OF CRAIG BOWMAN SINCLAIR
DATED 28/05/2019 (WIT.0218.0001.0001) AND ITSIDENTIFIED
ANNEXURES

MS BERGIN: Dr Sinclair, | just want to start wiylour expertise and your key
works of research. You have written extensivel¢ gour witness statement
contains extensive references to your work anddahathers. What are your key
works of research?

DR SINCLAIR: Okay. So | completed my PhD in 2088, from 2010, that was
when legislation passed in Western Australia tHatvad for advanced health
directives and people to make enduring powers afadjanship, and with some
colleagues, | began work in that area of advaneeel glanning. We were really
interested in understanding what people thoughtitaiese approaches to planning
for their future care and why so few people wetealty going through that process.
So it was social science based research. Andaasabearch program developed, we
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also had the opportunity to work at a more systdeviel in our local region which
was in the great southern region of Western Auattalbetter understand the
processes in terms of storing and communicatinguackd care planning documents
to — to transition them between organisations,thaticulminated in a — in a trial
where we worked with people with serious lung dsgeand had trained nurses
assisting them in — in the advanced care planniaggss.

As — as we were undertaking that research, | adsarbe aware that there were — it
was working less smoothly in the context of age® @ad particularly for people
with cognitive impairments, and that got me anadhd ather colleagues interested in
rights based approaches which were looking at stipgaa person’s ability to make
decisions about their own care, and that — thattetb the work on supported
decision-making which is listed in the statemenival.

MS BERGIN: Thank you, Dr Sinclair. What is supgeal decision-making? Can
you offer a definition.

DR SINCLAIR: So supported decision-making isghts based approach to
decision-making, and the United Nations definesithe process of enabling a
person with a disability to make or communicateiglens about their personal or
legal matters. That's obviously a very broad d&btn, and I think it reflects the
diversity in people’s impairments and the decisithey face and also the different
types of support that may or may not be availabldném. The practice of supported
decision-making emerged in Canada in the 1990s| #nidk some of the
requirements around the, sort of, legal framewdhks would support this — this
process are laid out in the convention on the sigifpersons with disabilities,
particularly article 12.

But | think it really boils down to an understanglithat we develop and maintain our
capacity for autonomous decision-making in the exnof relationship. It's not
something that is a purely independent thing. @aaision-making capacity is not an
all-or-nothing thing. In reality and particulafigr people with an age related
cognitive impairment, it's a progressive and vergdyal change, usually, which can
also fluctuate. So the idea of — of people haciaygacity or not having capacity is —
is problematic and supported decision-making engaggh that and — and,
particularly, the idea that, across that spectréisecision-making abilities, we can
provide tailored supports that help a person to@se their legal capacity, even as
cognition might be declining.

And the final aspect would be to see substitutésdetmaking, really, as something
of a last resort, and so that has been a chall¢ggess, in terms of thinking about
systems that are set up around substitute deamsaking, and it’s really called into
question the basis on which substitute decisioningglkappens and — and
prioritising the person’s will and preference imatlsubstitute decision-making.

MS BERGIN: Dr Sinclair, what is substituted démismaking on the — in the
context of that spectrum that you were just tallabgut earlier?
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DR SINCLAIR: 1 think broadly we could talk aboias when somebody else is
making decisions on a person’s behalf. It cenyaildes intersect with some of the
aspects of supported decision-making in some aréas.legal frameworks, I'm sure
the Commission are aware, in Australia are diffeneifferent jurisdictions but
basically you can nominate somebody to be a substitecision-maker for you
through an enduring guardianship or enduring pafeattorney. You could be
assigned into the role of substitute decision-malkeler the hierarchy of persons
responsible particularly for medical treatment dixgis, or in some cases that
substitute decision-maker could be appointed bipanal.

And so | think while the supported decision-makeng can be set up in contrast to
substitute decision-making this is a very imporfamicess and it's particularly
important for people with a progressive cognitingpairment, and at the moment we
see that substitute decision makers have quite djttidance and support in actually
understanding what their role is, and how they &hba going about, you know,
making a decision for somebody else.

MS BERGIN: What supports might be appropriate Sbrclair?

DR SINCLAIR: At - I think at the initial stage wmuld just think about even, you
know, understanding of the legal requirements efrtile. So very often people are —
are setting up these powers while they’re mayhekthg about their will and often
there’s not even really a proper conversation betwhe person who — who'’s giving
the power and the person who's taking it on abcwatwhose requirements are and
more to the point | guess about what the persoddweant. So if you were in that
role, what would be of great importance to the peiis — in making a decision on
their behalf.

MS BERGIN: Dr Sinclair, while you were waitingtpently to give your evidence
this afternoon you might have heard some of thdexnde of Dale Fisher.

DR SINCLAIR: Yes.

MS BERGIN: She mentioned advance care plann@®auld you describe for us —
could you offer a definition of an advance caren@ad what an advance care plan
would ordinarily contain.

DR SINCLAIR: Sure. So in the research field wed to talk about the process of
advance care planning as in the verb of doinggfosess rather than just the
outcome in terms of documentation. So it doesilemfarocess of, you know, within
a person of being ready for a conversation thaedpmetimes quite emotionally
difficult about facing potential future incapacdapnd also issues about death and
dying as well. That's not all of what advance galanning is, but | think sometimes
practically that's how people think of it and tietvhere there can be a barrier in
terms of people engaging with the process. It gadsntially lead to documentation
and ideally that's a great way of communicatingeespn’s wishes if they're unable
to speak for themselves and so an advance caatidérés typically where
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somebody would write down their own wishes and watld have legal effect
through the — the laws in the person’s jurisdiction

Or they could nominate a substitute decision-makeralso there’s a proliferation of
other non-statutory forms that would be considerdaink, less legally binding but
which people often use because of their flexibitityf the — the advance care
planning discussion or the advance care plannihgppening by a family member
rather than by the person themselves, which weeddappening sometimes as well.

MS BERGIN: You might have talked about this ddibit already but can | ask you
how the concepts of supported decision-making awdrece care planning sit
together?

DR SINCLAIR: They do intersect in practice antthihk sometimes that brings up
some challenges for people in terms of the terrogyl Particularly in the context
of an age-related cognitive impairment which I'ventioned previously has a
particular course that's sometimes hard to predithink it's helpful to look at this
as a spectrum rather than, you know, three vetindighings, and the value of that
is that we can then think about doing everythiracpcally possible to support the
person’s ongoing involvement and agency in thetisdien-making. Where that’s
not possible to look at what they might have docotee in the past or what
directions they might have made or what's beenng@drout, and then if that’s not
available or isn’t relevant to the situation, dast resort, going to a substitute
decision-maker and applying, you know, the stanftardubstitute decision-making
that’s relevant to that jurisdiction.

MS BERGIN: So Dr Sinclair, you mentioned befdnattcognitive decline isn’t
necessarily static. So is it the case that someweneed a substituted decision-
maker but only temporarily?

DR SINCLAIR: Yes, absolutely. And certainly tisathe case in other areas. For
example, in the mental health sector where conditare very much fluctuating and
a person may regain full capacity. We also seeteérms of age-related conditions
as well. So where a, for example, a condition tikenentia has on top of it a more
acute insult like a delirium or some other fornterhporary frailty, that can be — if
the person then recovers from that episode, theyhen go back to making those
decisions. And so there’s a process of transgitrer way.

MS BERGIN: What assumptions are inherent in adearare planning?

DR SINCLAIR: 1think one of the assumptions tlsatiherent is that we all want to
make our own decisions and anticipate a futurenaakie decisions for the future.
And | don’t think that's necessarily the casecdttainly — there are a lot of people in
the community who do feel very strongly about @nsl do want to make those
decisions in that way but it doesn’t apply for eledy and | think that needs to be
taken into account. In the context where I've beemducting my research which is
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particularly with people living with dementia wd think that there is an assumption
that’s around it being premised on the loss ofrittapacity.

So if it's framed in the narrow way just about exidife medical treatment, it then
becomes a discussion really about decline in capand death, rather than a
discussion about what is it that you want to liv@lvand what would you want
people to be saying on your behalf if you couldi@immunicate at one point in time.
So I'm always taken to Kate Swaffer’s writing argl bestimony to the Commission
as well, where she noted her experience and | ili;kctually quite a normal
experience of, at the time of diagnosis, being toldive up work and to go home
and get her affairs in order. And so at a verfidift time when she was coping with
that, taking on that diagnosis and accepting wivaeiant, there was sort of
superimposed on that a discussion about end gblkfening.

And | think that we can do a better job of it ththat. Because if, you know, if it is
framed within a broader process of post-diagnastport we could understand how
the person is actually coping with that diagnosid putting some things in place that
enable a person to preserve their identity as agetidjusting to the changes that
they're experiencing, so in the background papat ttie Commission put out last
week, the research by Hilgeman on preserving igeintadvance care planning, |
think is quite useful to look at as a model and/ttiel find in their pilot work that
people with dementia had reduced depression faligwhat intervention.

MS BERGIN: Thank you, Dr Sinclair. We've beeikiag a bit this afternoon
about palliative care. How is advance care plapnahevant to palliative care?

DR SINCLAIR: So I note the opening comments fritiis hearing which were
about the breadth of palliative care and it not pesng focused at the end of life or
terminal stage. And I think certainly that advaceee planning is very relevant all
the way through that process of palliative cafewvd think about, you know, using it
as a process of valuing the person and individnglithe care to their needs then it is
a way of learning more about what their needs adeumderstanding, you know,
what would be really important for a person to fell and then also what should be
done if they were unable to speak for themselves.

MS BERGIN: What is the relationship then betwadmance care planning and
palliative care? Have the two historically gongéther?

DR SINCLAIR: | think they have and the palliaticare sector has certainly been
very interested in advance care planning and heawikested in promoting it in the
community and also facilitating it with individual#\nd that’s a good thing in one
sense because they see the results, the veryttiSituations that they face when a
person is referred late into palliative care intéreninal stages and really the
discipline can’t deliver all that it's able to besa of that process being somewhat
unplanned. So | think they have an interest watking well, but I also think that it
needs to be bigger than just something that happehs palliative care sector
because this is really about a person’s rightsten consent and their capacity to
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make a decision at a certain time and that cambgsae even aside from palliative
care, it relates to a range of situations.

So making it more mainstream | think would actuakhgist in raising the
community’s awareness about advance care plannm@lao reducing some of the
barriers to actually engaging in the process.

MS BERGIN: Dr Sinclair, who is advance care piagrand supported decision-
making important for in aged care? Is it primafdy people with illness or are there
others that it's important for as well?

DR SINCLAIR: Potentially if it's done well, it snportant for everyone. And —

and certainly the person should be at the centtieadfprocess and what their wishes
are for their care. But the research and partityutae work done by Dr Karen
Detering in the respecting patient choices grougv&d through their trial that

family members actually had significantly bettetammes in bereavement as well so
reduced depression and anxiety in bereavement, thintk that's because having a
clearer understanding of what the person wantsles#em to hold on to that and to
have clarity in their role. And also when thos#iclilt decisions come up, to not be
facing such a — you know, such a difficult proclessause they’re enacting what
their loved one wanted rather than what they tisribest at the time.

MS BERGIN: What role does advance care plannlayg fhen for family
members?

DR SINCLAIR: It has a really important role andrpof it is starting a conversation
that often hasn’t been held within that family. \8leen this is brought up and
sometimes it does need to be brought up by hestfiegsionals because the family
have never found a way to actually broach thatudision. I, you know, hypothesise
maybe that it gets tied up with a sense of dufamaily and that this might signal
some sense of abandonment for a parent and peepkery scared of losing that
relationship or endangering the relationship. rBsame cases health professionals
or other service providers do need to broach theudision in order that the family
can come together and have that communicationtrandgh that, they tend to learn
more about the person’s needs.

MS BERGIN: Can nurses facilitate advance carampley? Is training of nurses
appropriate?

DR SINCLAIR: | think it's important for all heditprofessionals to be familiar with
what sort of requirements there are in advancemaraing but we've certainly
found that while GPs are often identified as thealdarget, you know, in terms of a
profession to introduce the discussion becauskeenf long-term relationship with
the person, their medical knowledge, their undadsitey of the person’s conditions
and the trust between them, but they often dorvehhe time and they're also not
reimbursed for time that they spend on advancepareing as well. So trying to
actually implement advance care planning in pradtias often meant nurses
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working in collaboration with the person’s primatgctor and other allied health and
social workers have also been effective in tha ed well.

We undertook a trial in Western Australia whereweze looking at a nurse-led
approach and that was certainly effective in insirg@the uptake of advance care
planning and these nurses did require additioaalitrg but that has been taken up
more broadly. There are other projects in Ausdarabw that are upskilling practice
nurses in particular to introduce advance carenpteywas part of the over 75 health
assessment.

MS BERGIN: | appreciate, Dr Sinclair, that yowidence is that advance care
planning as a process is important. What shouladsance care plan as the
instrument include, once it's written down?

DR SINCLAIR: Yes, so in that question you're agknot about what the
government should — how they should set up the fautractually what people
should write in their advance care plan.

MS BERGIN: More about people — how people cam jpbet discussions and
perhaps write down their goals and values andfsedied their preferences for - - -

DR SINCLAIR: Sure.
MS BERGIN: - - - so that they can be known.

DR SINCLAIR: Sure. Yes. That is an interestiqugestion and obviously it's
unique to the individual and is a product of thalgy of that process of discussion.
We do see that the type of advance care plannemgséo be different across
different settings. So — and it perhaps makesessms know, that if it's developed
in a more acute hospital setting there does tethe tmore of a focus on life-
sustaining treatments and medical treatments. —Tthe forms that we see in the
aged care context sometimes deal with — have aegrieegus on personal care and
activities and, for example, the involvement of igrmembers in personal care
which is highly valued for some people and is gdistressing for other people.

So — so | guess in responding to that, | thinkrig¢'ally useful to try to encourage
people to make a broad statement about their goalvalues because no advance
care directive or plan can accommodate every plessdenario. There should be
some, if possible, some preferences about, you kpawticular treatments or
cultural and spiritual practices or lifestyle démis that are really important to that
person. And an indication in which situations teyuld be particularly important.
Identifying a preferred substitute decision-makmt/ar the way that substitute
decision-making should be approached, whethergagou know, through a family
approach or one particular individual could be ahle. And identifying how and
when such a document should be enacted. So insitbations does this actually

apply.
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As an example of just how to reframe that into thrisader process, | guess the
cognitive decline partnership centres work aroutidbace care planning felt that, or
reported that it was important to — for peopleriywith dementia to plan for the rest
of their life rather than just the end of theieldénd that was particularly because of
the potential for there to be a long period of twigere the person was functionally
impaired and unable to make all of those decisionthemselves. So that really
required a broad focus on lifestyle as well as $p&icific medical treatments.

MS BERGIN: Dr Sinclair, is special attention régd to be paid to potential
barriers for access for those who might be unfamviith what an advance care plan
is or reluctant to enter one?

DR SINCLAIR: Yes, and I think we should desige thrograms and the
interventions that support this process with thggseips in mind. So the particular
barriers that do seem to come up often are araterddy and understanding the
requirements of the forms. People often talk alnoedico-legal language being a
difficulty for them and needing help to understavitat the form requires, but also
how to put their wishes into the language that tihéyk is needed. And the
practitioners I've worked with have tended to fimdre success when they make it
more about function for the person rather than oedieatment. So what about a
situation where you couldn’t walk, you couldn’tkaéat, think.

These are things that people are familiar withy thes with those experiences every
day, as opposed to talking about dysphasia or iniityolbhose sort of medical

terms. So explaining it in a way that people cadarstand and then assisting them
in the process of expressing their wishes. Andysbt can just add one more thing.

MS BERGIN: Yes, please continue.

DR SINCLAIR: It's also — you know, for these gpmuwho are potentially facing
barriers to engaging, | think it's really importdatnot see it as a one-off event. For
example, at the time of admission to residentied @sometimes seen as a sentinel
event where advance care planning might be raidedl. if the person expresses
concern at that point it doesn’t mean that thegsegoing to not want to do it ever

in the future. It might come up in six months timigh the hairdresser and so people
who that person is really comfortable with will pebly get the signals as to, you
know, the person expressing some wishes and ndszldble to respond to those.

MS BERGIN: Thank you. What is important for cutilly diverse communities?
Are there special or additional barriers for acdessdvance care planning for those
communities?

DR SINCLAIR: Itis something that has been exptbin the literature and | think
it's really important in just — I will just put a&W caveats on what I'm saying, and the
first is that we all have culture, not just cultilyaliverse communities. | guess for
those of us in the cultural mainstream, we sometidun’t notice the things we take
for granted which are actually cultural beliefsattinform what we think is
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appropriate and our values, and also that we’reertt@n our culture. So there’s
significant variation within cultural groups and wan’t sort of set stereotypes or
generalise. And finally, that even where advarare planning is, you know, has a
lower prevalence for a certain cultural group iesio't necessarily mean that it's an
insurmountable cultural barrier, if you like.

I mean, it could be associated with that groupssée access to education, migration
experiences potentially, or trust in institutionkigh are potentially modifiable
factors. Having said that, there is a pattermenliterature that suggests that cultural
minority groups tend to engage in advance carenpigriess and they certainly seem
to have less, lower rates of documentation of fdadaance care directives and that
has been explained with reference to languagedsaraind also in some cases taboos
about discussing the topic of dying. So in som&ucal groups that’'s seen as not
appropriate.

And | think more broadly, if we think about collecsm as an idea where there’s a
process of a preference for making decisions aoparfamily or a community,
rather than as an individual, that feeds into #isisvell, and it does require the
advance care planning process to be broad, fleaifieresponsive, rather than
focusing on a legal document written by an indialdu

MS BERGIN: Thank you, Dr Fisher. Your statemegiérs to Dutch and Italian
communities, and the Royal Commission is interestedis research in the sense
that post-World War Il migrants are now — the firstve after World War Il are now
entering aged care. What research have you beelvéd in?

DR SINCLAIR: Yes. So that work was — | meanaasocial scientist, there’s often
— it's quite rare that I'm able to, you know, cortiexperiments or manipulations, |
guess, to test things, but we can observe thiraggms in the environment in
society and compare and contrast. And these argtoups who are prominent
migrant groups in the area that | was researchmaglaey also have interesting
differences in terms of how their particular nai@nd societies have progressed
along these lines. So the Dutch system is seenashat’s highly geared towards
individual autonomy. There’s legal support for adee care directives, there’s also
legal support for euthanasia in the Netherlandsd these people who came to
Australia came in large numbers after World War II.

In the Italian context, there’s, | think, a randeeoonomic development across the
country and it tends to differ from the north te $outh. There’s much greater focus
on family-based decision-making and there’s redyivess use of residential care
because family groups tend to live very close togiet Children often don’'t move

far away from their parents and it's quite normad appropriate for older people to
live with their families and to be cared for at hmntSo these groups were interesting
in their difference and when we interviewed migsainbm these groups in Australia,
we certainly saw differences in how they felt abadwvance care planning and they
were along those lines of the preference amongtdhan groups in general for more
family-based approaches to decision-making.
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But this was also tempered by their experiencesigsants and so some people
talked about, you know, experiences of internmenhé Second World War or
experiences in Europe in the Second World War haosket leading to long-term
effects on their trust in institutions. And thevas also, you know, a desire for some
people to actually migrate back to their nativerdopas well. So it really brought

up a range of issues that we weren’t otherwise awar

MS BERGIN: Dr Sinclair, sometimes you hear itdsa reading about advance care
planning, the earlier the better. Is that youmwiavhen is it timely to consider
supported decision-making as part of advance daremg?

DR SINCLAIR: | think if we're going to do — | heziyou mention both of those
concepts there, supported decision-making and agveere planning. | think both
of them, if they’re going to be done well, peopéed access as early as possible.
For many people who are in aged care and living witognitive impairment of
some sort, that progress over time will make itendifficult to fully engage in the
process, so the earlier that we can start therbdttlink also we need to look at key
events in a person’s care trajectory as well asdito revisit these discussions as
well. The supported decision-making work does rtedge more tailored and
intensive for people as they — as their impairmerisease and so what we saw
when we talked with people living with dementia absupported decision-making
was that it actually brought up a range of relatlop issues.

It wasn’t just a matter of providing some practiaasistance with getting something
done, just the idea of opening up to receiving sbeip from, say, a family member
or a care provider required a lot of trust and feamty and really hinged on the
quality of that relationship with the person. $we are going to be promoting this, |
think we do need to do it in a way where we campsupall of the people involved
and give them time to develop that relationship aodk together in a productive
way.

MS BERGIN: Dr Sinclair, what are the risks asat®il with advance care
planning?

DR SINCLAIR: | think there are some risks andyeneral advance care planning
would be consistent with the idea of person-centaed in its best form. It is a way
of implementing person-centred care. There areesisks in the sense of premature
implementation and that'’s, | think, particularly issue where you have a system that
Is under stress in terms of providing services aré and people are rushed for time,
and that if an advance care planning has beerewrtbwn it sometimes becomes
then more convenient to just go to that rather toaalk to the person, and see if
they can understand the issue in the moment aigt #ssm to make that decision.

So there is that issue.

| think there’s a risk around it becoming somethiingt’'s systematic and enforced as
opposed to being really an instrument for a pete@xpress their own wishes, and
that can really become an issue at key care transit So when it becomes
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something that is part of the system, if it doek@a¥e flexibility, it then, you know,
becomes something that adds to the stress of draasgtion, rather than reflecting
the person wanting to go through that process.example, and this is in the area of
financial planning, but there are aged care faeditvhere they will require an
enduring power of attorney to be set up before thidyadmit the person into
residential care and | think that that is actualigsing the point of — of the person
expressing their own wishes, one of which could Wwant to make my own
decisions at this point in time.

MS BERGIN: Dr Sinclair, is there a risk that advance care plan could be used in
ways that are inconsistent with a person’s rights?

DR SINCLAIR: Yes. Yes. Ithink there are. Andnd that needs to be monitored
in terms of the quality of the discussion at timeetithe planning is taking place and
having some mechanisms for overseeing it. Currendt's predominantly through
the witnessing requirements for advance care dwexcaind also then the recourse to
tribunals in the case where a person involved an plerson’s care is expressing some
concern that, for example, a substitute decisiokens making decisions that don’t
seem to be reflecting the person’s wishes or ardedl in their best interests.

MS BERGIN: Thank you, Dr Sinclair. We've askddthe witnesses that have
appeared in this Royal Commission to come alonfy witvish list for improvement
to the system; what do you have on your wish list?

DR SINCLAIR: Okay. Thanks. Some of these wilj sort of deal with the issues
that I've talked about already, but | think we dzed — in advance care planning we
do need to start early, maintain a broad focusbenaady when the person is ready.
So that doesn’t sound really like a specific wisth ibasks the system that is
implementing advance care planning to be able t@$fgonsive and flexible to the
person’s needs, and also that this becomes embeddests the whole system, and
part of the culture of wanting to know what'’s imfzon to the people who are
receiving care rather than just doing it to aveglies or disputes, and, you know, to
make things easier for the — for the practitioners.

I would like to see training and resourcing for adee care planning and | think a
particular area where we can have a good deal pdid¢irthere is around the Medicare
item billing for GPs to actually have the time d@ade reimbursed for their time in
broaching advance care planning discussions afgtiagatients. The systems for
storing and communicating advance care planningatrevell developed so, you
know, | mean, I'm talking from personal experieege but having recently moved
interstate my advance care directive, | need tevethat and also make my own
efforts to then make that available within the sgsthat I'm now living in. So
there’s no national system. There’s even very mahiin terms of local and State-
based systems for registering advance care plamamdghat was something that did
come up in the elder abuse inquiry from the AugtraLaw Reform Commission.
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And my final wish, it's the fourth one but it's theggest one, so maybe it counts for
two, is about national consistency in this area.tlfgre are significant barriers for
people in terms of engaging with this issue becafisiee complexity of the laws
being different across different States and thabb®es actually | think a risk of

harm to the person when they live near State bawesland are receiving care
across State borders. It's also very difficult p@ople when they move interstate.
And in terms of generating resources, a lot oftime is actually spent making the
resources to — that are supposed to assist the goitymnelevant to each of the seven
jurisdictions rather than having something thatlddxe generic across all
jurisdictions.

And so | would propose to the Commission that thstAalian Law Reform
Commission’s national decision-making principlesjeth were raised in their 2014
report on equality, capacity and disability in Coomwealth laws would be a very
useful model for working towards consistency in aws that would relate both to
supported decision-making and also advance cammipig and substitute decision-
making. And also that bodies like Advance CarenRllag Australia — | have to
disclose that I'm involved in that group — but tkat non-government body that has
an Australia-wide focus and is potentially well-pmsied to provide resources and to
be, | guess, a way of upskilling the community aghale and moving towards a
consistent approach to practice as well as justealegal level, so a big one. Yes.

MS BERGIN: Thank you very much, Dr Sinclair. Gmissioners, that concludes
my examination of this witness.

COMMISSIONER TRACEY: Dr Sinclair, thank you vemyuch for sharing with us
your deep learning and research results in theadradvance care planning. Itis
plainly an area that we’re going to have to consahel that the community will need
to come to grips with in forthcoming years. Ane #wvidence that you've provided
this afternoon will be of great assistance to usmye come to make our
recommendations. Thank you very much for coming.

DR SINCLAIR: Thank you.

<THE WITNESSWITHDREW [5.19 pm]

COMMISSIONER TRACEY: 9.30?
MS BERGIN: 9.30. Thank you very much, Commission
COMMISSIONER TRACEY: The Commission will adjouantil 9.30 tomorrow

morning.

MATTER ADJOURNED at 5.19 pm UNTIL THURSDAY, 27 JUNE 2019
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