Report under Section 11(c) of the
Community Services (Complaints
Reviews and Monitoring) Act 1993

Review of individual planning in
DADHC large residential centres

June 2009



Review of individual planning in DADHC large resital centres June 2009

Contents

o o 110 (oo 2

Relevant developmeNntS. .. ... ..o e 4

RESIAENt PrOfile. .. .. e e 6

(= V11T LT T 7
The individual planning ProCeSS.......o.vii it e e e e e 9
Decision-making and ChOICE.............oi ittt e e e e e e e 15
(@0 o 10 1011 o> 1o o 1 17
HEAItN Care. .. e e 19
BehAVIOUN SUPPOIT. ...ttt e e e e e e e e et e et e e e e 21
[ F= NV o] ] | = 01 PP 25
Community participation and integration...............cooiiiiiiiie i, 27
Leisure and skills development actiVities. ............ooooeii v e 29

FINANCES. ..o e e e e e e e 31
RElatiONSNIPS. . e 32
Factors impacting on ability to meet individuakds..................cocoi i, 34

DADHC's response to our findingS..........covciiiiiiiiici i i e e, 36

(@0 13 11 170 o 37
RECOMMENAALIONS. ...t eeee e  e ee ee  e  e e 37
Y o] o= o [ PP 40

NSW Ombudsman 1



Review of individual planning in DADHC large resital centres June 2009

1. Introduction

Under section 11(c) of th@ommunity Services (Complaints, Reviews and MongpAct
1993(CS CRAMA), the Ombudsman may monitor and reviegvdelivery of community
services.

This report details observations arising from the@dsman’s review of individual planning
in DADHC largé residential centres. The review was conductedd82

In December 2008, we provided a draft of the remmBRADHC for the department’s
consideration and comment. On 9 March 2009, wewitatsenior officers in DADHC to
discuss the draft report, and on 27 April 2009, D¥Dprovided a written response to that
report.

Our analysis of the department’s response is itiseb. The department’s full response to
our draft report is attached in Appendix 1.

1.1 Background

The Disability Services Act 199&quires services to be provided to ‘meet theviddal

needs and goals of the persons with disabilitiesiveng services’. Individual planning is the
key means for ensuring that services for peoplk digabilities are tailored to their individual
needs and goals, both current and future.

In 2004, this office conducted an audit of indivédiplanning in non-government disability
accommodation services. The audit identified avdaere individual planning could be
improved, such as involving the person with a digghn the planning process, reviewing
individual plans, and monitoring progress towarasting needs and goals. DADHC-
operated services were not included in this audit.

In ourReport of Reviewable Deaths in 200 reported that our reviews of the deaths of
people who had lived in residential centres, intlgddADHC-operated centres, raised some
concerns about individual planning, including theality and frequency of community access
for residents.

Reports from Official Community Visitors have alsosed questions about how well the
individual needs and goals of people in large edid| centres are being identified and met.

On 24 July 2008, DADHC advised this office that2Rpeople with disabilities were living
in 32 residential centres across NSW. Of the fodglulation of people with disabilities who
live in care (6,151 people), 28 per cent live isidential centre$.

! Large residential centres accommodate more thare@ple on one site. Small residential centres
accommodate 7-20 people.
2 DADHC advice, 24 July 2008.
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Most (1,215 people; 70%) of the people who livedasidential centres live in the nine large
residential centres that are operated by DADH®e number of people accommodated in the
department’s residential centres ranges from 19lpan Grosvenor to 445 people in
Stockton?

1.2 Aim

The aim of the project was to establish how waedlitidividual needs and goals of people
with disabilities living in DADHC-operated largesidential centres were being identified,
met, and reviewed. In order to do this, we souglugtermine:

current compliance with the departmentidividual Planning for Adults in
Accommodation Support Servigasicy and other relevant policies, including taas
health care, behaviour support, managing riskantiral management, and decision-
making and choice; and

current individual planning practice in DADHC'’s eittarge residential centres.

The review also included consideration of the depant’s Quality and Safety Framewdik
monitoring individual planning in the centres.

1.3 Methodology
Our review incorporated each of the nine DADHC éargsidential centrés.

Where possible, we selected a mix of units andahgett in order to obtain a cross-section of
resident support needs, such as medical and behlatipport needs, and residence types. We
then randomly selected 60 residents from withirséhonits and cottages. These people
represented a mix of ages, gender, and cultur&goaand.

Centre Number of Number of units/ cottages
residents selected | selected
Stockton 14 6 units, 2 cottages
Rydalmere 8 3 units, 2 cottages
Marsden (Westmead) 7 5 units
Kanangra (Morisset) 6 2 units, 1 cottage
3 Ibid.

* DADHC (December 2007) ‘Service and Facilities Plan@ADHC operated Large Residential Centres’ tender
specification.

°® DADHC monitors its own services through a Quality &adety Framework, which collects data in relation to
26 key performance indicators.

® DADHC also operates Mountview, a residential ceateommodating 16 people in Balgownie. Mountview
was not included in our review as it is a small redidénentre. At the time of our review, Grosvenorsvedso a
small residential centre, but was included in the ks it will accommodate 30 people on site following
redevelopment — 20 permanent residents, and 10 respitents.
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Lachlan (North Ryde) 6 2 units

Peat Island 6 3 units, 1 cottage
Riverside (Orange) 6 2 units, 1 cottage
Tomaree (Shoal Bay) 4 1 unit
Grosvenor (Summer Hill) 3 All units

The review process involved:
a review of the files of residents, including daggram records where applicable;

discussion with Residential Unit Nursing Manag&bs/Ms) regarding the selected
individuals and individual planning;

discussion with day program managers regardingiddal planning and the selected
individuals; and

meeting with the individual residents selected as pf the review, where possible and
appropriate.

The meetings with the RUNMs and day program marsageavided the opportunity for us to
clarify the individual planning process in the umitday program site, as well as the specific
planning and support in place for the selectedviddals.

To inform our report, we also met with the West8guney Intellectual Disability Support
Group, People With Disability Australia, and thdi@d of the Public Guardian.

As part of our review, we sought from DADHC datattthe department had collated from its
monitoring activities. While DADHC has a system fonitoring services against required
legislation and standards — the Integrated MomitpRramework — this system does not
currently apply to DADHC operated services. TheatBpent monitors its own services
through a Quality and Safety Framework, which atfielata in relation to 26 key
performance indicators. We sought Quality and $&feamework data from DADHC in
relation to relevant performance indicators, aneehiacluded this dafan the health care,
behaviour support, and individual planning sectiohthis report.

2. Relevant developments

In 1998, the then Minister for Disability Servicasnounced a commitment to close all
government operated and funded large residenttes by 2010. In 2000, a further
commitment was made to close 15 of the centresibg 2004.

Eleven centres have closed since 2000, includigigt @iperated by DADHE.

" DADHC provided the Quality and Safety Frameworkada 5 February 2008.
8 DADHC advice, 17 June 2008.
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In January 2006, the NSW Government releaseicaommodation and Support Pap&he
paper indicated that residential centres wouldecloger time’, an existing no-admissions
policy would remain, and some residential centresld/be redeveloped to provide support
for people with complex needs and behaviours.

In May 2006, the NSW Government released a 10-pkear for disability servicesstronger
Together This document outlined plans to redevelop thes@oor and Peat Island Centres,
and stated that planning for the redevelopmentladrosites would be undertaken over the
following two years.

In relation to the redevelopments of DADHC largsidential centres, the department has
advised that:

The Grosvenor Centre is being redeveloped as aadisecentre for people with
complex health needs, comprising two 10-bedroonséedor permanent
accommodation and a separate 10-bedroom unit $piteeclients, of which five places
will be for adults and five for childreff.

The Lachlan Centre is being redeveloped on sitesamall village-style accommodation
that will provide specialist services for peopléhwchallenging behaviour. The
residential centre will be replaced by 10 five-lmmin homes. Each house will be
operated individually and any sharing of resouai@sss the houses will be strictly
limited.

The Peat Island Centre will be closed by 2010 apthced by an aged care village and
community-based houses. The aged care villagebeibuilt at Hamlyn Terrace, and
divided into 10 houses, each of which has 10 bBEds.Peat Island Centre replacement
of community homes will be four five-bedroom honfesated in the community in
Wadalba.

DADHC has advised that all of the redeveloped acnodation will be located in proximity

to local community services, transport and healtilities. Under the proposed models for
Lachlan, Grosvenor, and the Peat Island commuinityes, residents will receive off site age-
appropriate day programs from a non-governmentigeoyand will be assisted to participate
in other off site leisure and sporting activitiespart of the active support service model. In
the small number of cases where residents are etakbtave the site due to their individual
support needs it is proposed that non-governmafftwill deliver appropriate activities on
site.

In October 2008, DADHC announced plans to reviednidlividual Planningpolicy, in line
with the directions defined iStronger Togetheand to reflect the contemporary practice of
Person Centred Planning. As part of the reviewggescDADHC has established a reference
group, comprised of external and internal stakedrsldDADHC plans to produce the first

? Information sourced frorStronger TogetheDADHC advice 22 May 2008, and DADHC advice 17 June
2008.

20n 21 January 2009, the Minister for DisabilitynBees issued a media release indicating that he had
officially opened the redeveloped Grosvenor Centre.
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draft of the revised policy in September 2369.

3. Resident profile

3.1 Age and gender

We reviewed the individual planning for 28 womem &2 men, most of whom (46 people;
77%) were aged between 30 and 60 years of agehigiher number of men, and people aged
30-60 years, is reflective of the broader poputatbpeople living in DADHC large
residential centres.

The youngest person included in the review wasa-gear-old boy who lived at the
Grosvenor Centre. The oldest person in the review av76-year-old man who lived in
Marsden.

3.2 Cultural background

Two people in our review (3%) were identified agigeAboriginal, and eight people (13%)
had culturally and linguistically diverse backgrdsn

3.3 Support needs

All of the individuals we reviewed had some degséeognitive impairment; most (39
people; 65%) were recorded as having a severetoagimpairment. Fifteen people (25%)
had a moderate cognitive impairment, while a smathber of people were recorded as
having a profound (five people), or mild (one p@)scognitive impairment.

In addition to cognitive impairment, 23 people (38%ad some form of physical impairment,
such as cerebral palsy, that affected their mgbilitventy-one people (35%) were recorded
as having a mental iliness, such as depressiochaaphrenia. Thirteen people (21%) had a
sensory impairment (vision, hearing, or both), aixdpeople (10%) had autism.

The most common health issues for the people imeuew were incontinence (34 people;
56%), epilepsy (27 people; 45%), constipation (86pte; 43%), Vitamin D deficiency (21
people; 35%), and swallowing problems (20 peopd8sB Other key health issues included
osteoporosis (14 people; 23%), and respiratoryciidis (10 people; 16%).

3.4 Guardianship

Eleven people in our review (18%) were under forquardianship. The Office of the Public
Guardian (OPG) was appointed for 10 people, andoenson had a private guardian
appointed. For 46 people, a family member or friaotkd as ‘person responsible’ in relation
to medical and dental treatment.

Three people did not have a guardian or an idedtifierson responsible for medical

1 DADHC advice, 17 October 2008.
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treatment. For these individuals, applications been submitted to the Guardianship
Tribunal for consent as needed.

3.5 Respite
Three of the 60 people in our review had entered¢sidential centres on respite:

A 20-year-old woman entered Grosvenor on respitkiip 2006 when she became too
old to continue residing at Allowah Children’s Haap and alternative accommodation
could not be located. At the time of our reviewand were underway to move the
young woman into a DADHC group home in the commudiiring 2008.

A nine-year-old boy entered Grosvenor in early 2006espite until appropriate
accommodation could be located. At the time ofrenrew, DADHC was discussing
possible accommodation options with a funded sepaad meeting regularly with the
boy’s family to discuss progress and current suppor

A 25-year-old man entered Riverside from a fundexig home in southern NSW in
November 2006 for six months in order to have ap@mensive medical and
behavioural review. The service which had been sty the man told DADHC that
it was no longer able to meet his significant bétavneeds. While DADHC Southern
Region had developed plans to move the man backhietcommunity, his psychiatrist
had stated that this would be inappropriate givisrcrrent behaviour needs. At the
time of our review, there were no plans to moventia® out of Riverside.

4. Key findings

Our review of the individual planning for 60 peoieDADHC's large residential centres has
found that substantial improvement is requiredrsuee that service provision consistently
meets departmental policy and complies with digghskervices legislation. In particular, our
review found significant gaps between what is resghiand what is provided in the following
areas:

the need for a focus on increasing the independein@sidents and supporting them to
achieve their individual capacities for developmegnt

providing services in a way that results in thesteastriction of residents’ rights and
opportunities-?

meeting the individual needs and goals of resignts

ensuring that residents participate in decisiofescéihg their lives, including the
planning and operation of their servic8s;

2 Disability Services Act 199%chedule 1, sections 1(c) and 2(a)
13 |bid, Schedule 1, section 1(g)

% |bid, Schedule 1, section 2 (d)

1% |bid, Schedule 1, sections 2(k) and 2(0)
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ensuring that residents have access to advocappguphere necessaty;

the need to promote the participation of residentleir local communities through
maximum physical and social integration in theimeounities®’

ensuring that the conditions of the everyday lifeesidents are the same as, or as close
as possible to, norms and patterns that are vatugaé general community;and

ensuring that no single service provider exeroieegrol over all or most aspects of the
life of a resident?

We found that implementation of DADHC'’s individyalnning policy in its large residential
centres did not consistently result in outcomeswhee in line with the stated principles of
the policy or disability services legislation aridrelards. Our review has raised questions
about how well DADHC's current individual plannipgocess is identifying and meeting the
needs and goals of individuals living in its largeidential centres.

We found that significant work is required to erestivat people in DADHC large residential
centres are active participants in the planningdeivery of their services. Many of the
residents in our review were infrequently involvedlecision-making, had a heavy reliance
on DADHC for most or all aspects of their livesgdhanmet communication needs, and lacked
advocacy support.

Our review indicates that within the existing modeservice delivery and practice there are
significant challenges for DADHC in ensuring thaderestriction of residents’ rights and
opportunities to foster independence. We foundlewels of resident involvement in skills
development activities, and considerable unmetsieecklation to socialisation and
community integration.

We recognise that many staff members in DADHC &leastial centres are dedicated to
supporting residents to fulfil their potential. Hever, the current way in which services are
planned and delivered can lead to significant eingiés in promoting this objective.

In this report, we have outlined our findings widgard to DADHC’s work to meet the needs
and goals of residents across nine key life domaiesision-making and choice,
communication, health care, behaviour support,gtagrams, community participation and
integration, leisure and skills development, fires)yand relationships. We have also reported
our findings with regard to DADHC'’s implementatiohits individual planning policy.

The following sections outline the findings that made in our draft report to DADHC.

18 |bid, Schedule 1, section 2(1)
7 |bid, Schedule 1, section 2(g)
18 |bid, Schedule 1, section 2(b)
9 |bid, Schedule 1, section 2(h)
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4.1 The individual planning process

Overall, our review indicates that many residengseanot active participants in their
individual planning process, including the plannfogtheir meeting, and consultation on
their needs, goals and wishes.

We found that while some progress had been madadst of the residents towards
achieving their goals, their progress was oftenreviewed, and barriers to achieving some of
the goals were largely unresolved.

All of the residents had some unmet needs, rangamy accommodation and advocacy to
relationships and skills development. In the maia found that staff had identified most of
these needs, but considerable work was requiraddcess them.

4.1.1 Requirements and developments

Legislative and policy requirements

A fundamental component of disability services $éion and standards is that each person
with a disability receives a service that is des@jto meet his/ her individual needs in the
least restrictive way. Thigisability Services Aatequires services to meet the individual
needs and goals of the people with disabilitiegixéeg services, and to provide opportunities
for people with disabilities to reach goals andgnifestyles that are valued by the
community.

DADHC's revisedindividual Planning for Adults in Accommodation $ag Servicegolicy
was released in 2005, and includes the followingganciples:

staff aim to promote and increase the independehckents;

Individual Plans (IPs) enhance the client’s lifeotilgh greater community participation
and integration in a way that accommodates thé teagictive approach and
demonstrates that the client is socially valued;

the goals of the IP are based on assessed clieng#its and needs and are realistic and
achievable; and

the client, their family and significant others atgported to participate in the
development of the IP, and their cultural and lagguneeds will be considered.

DADHC's policy provides the framework for many bktdepartment’s other policies and
practice requirements, including those concerniegjth care, risk management, and
behaviour support. The policy requires that alidests have an IP.

With regard to planning for the meeting, the polieguires the Keyworker to discuss the IP
process with the client using accessible commuioicaénd to plan the IP meeting with the
client, family and significant others. Informatitmbe considered during the IP meeting
includes intervention plan reviews, a needs assa#son equivalent functional skills
assessment, health and medical reviews, and gggéstions.
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The policy emphasises that discussion of the ¢tigydals and wishes are central to the IP
process, and states that if the client does ndt wisittend the IP meeting, the Keyworker
must ensure that their preferences and goals isedran the meeting.

DADHC's policy requires the Keyworker to monitoretimplementation of all interventions
and to document the progress. The Manager is tpcstptaff to implement the IP through
supervision and unit meetings, and to audit thgd&s and interventions.

The IP is required to be reviewed every six moitd modified according to the client’s
changing needs. The client, their family and sigatit others are to be involved in the
reviews and the Keyworker is to discuss the regilthe IP review with the client.

Relevant performance indicators

DADHC'’s Quality and Safety Framework has two keyf@enance indicators that measure
compliance with individual planning. One indicateviews compliance with key policy
requirements across the domains of health cargtionf community access, finance, and
behaviour intervention. Quality and Safety Framdwdata, as at February 2008, recorded
compliance ranging from 98 per cent in Peat Iskamdl 96 per cent in Grosvenor, to 80 per
cent in Rydalmere and 59 per cent in StocKfon.

The other key performance indicator measures theeptage of clients that had an IP in place
that had been assessed annually and reviewed lihilast six months. DADHC’s Quality
and Safety Framework data recorded compliance mgrigpm 100 per cent in Lachlan,
Grosvenor and Riverside, to 95 per cent in Marsaeh93 per cent in Rydalmete.

Developments

In April 2008, DADHC told us that Metro Residendesl commenced improvement of the
quality of the individual plans at its centres,luting the allocation of a senior nursing
position with responsibility for auditing all IPs@training staff, and implementation of an
evaluation form that had been sent to all familigrids or advocate participants in the IP
meetings. DADHC also told us that Metro Residernveesld establish a reference group in
2008 to allow external stakeholders to provide tripuhe overall IP process, and the
Resident Panel would be invited to give reguladbeek about IPE

4.1.2 What we found

The individual planning meeting: preparation and pa rticipation

Overall, we found that residents were not activelplved in the development of their
individual plan:

Records indicated that 41 of the 60 residents (68%nded their last IP meeting. Of
the 19 people who did not appear to attend theinéting, there were reasons on file

20 DADHC advice, 5 February 2008.
2 |bid.
22 DADHC advice, 14 April 2008.

NSW Ombudsman 10



Review of individual planning in DADHC large resital centres June 2009

for two residents: one had declined to attend asnsds eating breakfast as per her
routine, and one person had refused to attend peefierred to go to his day program.
Both examples raised questions about whether thésnef the person were adequately
considered when planning the meeting.

While most of the residents attended the meethay; tid not appear to be actively
involved in planning for the meeting, or consultdmbut their potential needs or goals.
There was evidence on file that 13 residents (228d)active involvement in the
planning and development of their IP.

One centre had pictorial representations of thertféess to help residents understand
and be involved in the planning.

With regard to input from others, records indicateat the family, friends or other significant
people of 20 residents were consulted about paldftigoals ahead of the meeting. Family
members of 31 residents (52%) attended the IP nggetnd significant others such as a
friend, advocate or guardian attended the meethgeven people.

When we looked at the information used to inform ifA meeting, we found that the
provision or use of assessments and reports wasonetstent. In the main, we did not see
clear links between this information and the depgient of the person’s IP:

Few residents (11 people; 18%) had a needs orifurattskills assessment on file.
Records indicated that none of the people who haf@und cognitive impairment had
a needs or functional skills assessment.

Keyworker summary reports to inform the IP meefeafured on the files of six
residents’,

Lifestyle and Environment Reviews had been comglé&e 58 of the 60 residents. We
saw links between this assessment and the IP ynaod centre.

Day program reports for the IP meeting were onfble27 people (48% of those who
attended a day program). For 21 people (38%) wiema@¢d a day program, a day
program representative did not attend the IP mgethd a day program report was not
on file.

There were minutes from the last IP meeting onféited4 people (73%).

Staff raised a number of concerns with us aboueligting IP process; the chief area of
concern being the amount of paperwork requiredf &tia us that the amount of paperwork
was onerous, and that there was unnecessary diguicd information. For example, in
Hunter Residences, there was an expectation gfwsiuld report monthly progress against
each target area as part of the IP process, rdaaejust reporting against the person’s IP
goals.

Some of the RUNMSs had taken steps to simplify th@rocess for staff, including the

% The files of 35 people contained monthly Keyworkergpess reports. However, an overall summary report
completed by the Keyworker to directly inform thevelopment of the new IP was on file for six residents.
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development of IP packages to break down the psdoés clear stages and outline the forms
to be completed at each point.

The individual plans

All residents had a current individual plan docutr@mfile. However, the quality of the goals
identified in the plans was inconsistent. Soméhefdocumented goals raised questions about
whether staff understood the purpose of indivigalahning and the link between IPs and
service delivery:

The IPs of four people did not include goals. Thelaas contained broad phrases or
instructions that could not be considered to bdsgfoa the person to achieve, such as
‘continue with current regime’, ‘referral as reqedf, and ‘continue as is’.

Some of the goals for 23 people (38%) were inswuastfor staff rather than goals for
the resident, such as ‘CRP to be updated’, ‘reqoytunidentified challenging
behaviours if and when they arise’, and ‘documdrd@propriate dental, podiatry,
weight, dietician, etc’.

Some of the goals on the IPs of 19 people (32%#gwery broad, and it was not clear
how they would be implemented by staff. This inéddopportunity to mix with peers’,
‘increase recreation activities’, and ‘maintain apdimise her quality of life by
providing access to all appropriate activities atichulus’.

Some of the goals for eight people were reportsiathe person’s current situation,
such as ‘mental health issues have been problematicthe last year. These have
received much attention from many professionalfiaB®urs have been mainly
manageable using current intervention techniques s new period’.

Some of the goals for 25 people (42%) were contions of their current activity,
including ‘continue to offer opportunities for coramity access — minimum monthly’,
and ‘maintain current community access’. The IPdioe person was a replica of the
previous year's plan.

Across the centres, we found inconsistency in hoalggwere determined, and their perceived
purpose. For example, the goals for Lachlan ressdesre selected from the Lifestyle and
Environment Review, comprised four goals, and ditlinclude health care. In contrast,
Hunter Residences recorded actions against setdifeiné* as goals, including health care.

In the main, the person or position responsibleagsisting the resident to achieve the goal
had been identified. The IPs for 46 people (77%jcated who, or what position, was
responsible for making sure the goals were impléateand progressed. Interventions,
outlining the tasks required to assist the persachieve the goal, had been developed for
some or all of the goals for 33 people (55%). Mighese also indicated the person or
position responsible for action (23 people; 70%).

24 ife domains set by Hunter Residences in its IP teraptecluded decision-making and advocacy, health an
wellbeing, safety/risk management, behaviour intetie@ and support, communication, family and personal
relationships, community participation and integmatileisure and recreation, placement, holidays séiild.
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Information provided by staff indicated that traigifor staff in individual planning was
inconsistent across the centres. Some centregdingl Lachlan, Stockton, Rydalmere, and
Marsden had dedicated Clinical Nurse Educator dcéBrdinator positions to provide the
training, but other centres, such as Riversidendid

Implementing the IP and meeting needs

We found that for most of the residents, action baen taken to implement at least some of
the goals in their IP. However, where staff hadtdied barriers towards achieving goals,
records indicated that many of these problems meadainresolved:

Records indicated that action had been taken tgress all of the IP goals for 30
people (50%). For 22 people (37%), work was bemgeutaken to achieve some of
their goals. In a minority of cases (eight peoptieg¢re was no information to suggest
that action was being taken to implement their gjoal

Staff had documented issues that were hamperirgygss towards achieving the IP
goals for 20 people. These barriers included sigfievels and shortages, problems
with wheelchair accessibility, and limited or na@eass to behaviour clinicians. Records
indicated that action to address the barriers waaroing for four of the 20 residents
(20%).

Records indicated that staff had identified moghefresidents’ unmet needs, and work was
underway to address some of those needs. Howeednumd that considerable work
remained to be done to address many of the existiegs of the residents in our review.
Records indicated that:

Twenty-five residents (42%) had unmet needs trasérvice had identified and was
taking action to address. These needs relatedmoncmity access, social activities,
communication, decision-making, exercise, revieisemaviour support, community
placement, and equipment such as a day chair aumgelchair.

Thirty-five residents (58%) had unmet needs thatsérvice had identified but had not
yet taken steps to address. These needs reladeddammodation, behaviour support,
communication, community participation, decisionkmng and advocacy, health care,
relationships, and skills development.

Twenty-eight residents (47%) had unmet needs tigasérvice had not identified. These
needs included accommodation, communication, contgnparticipation, decision-
making, relationships, and skills development. Wted that four of the five residents
with a profound cognitive impairment had unmet reetbdit the service had not
identified.

Staff had identified that 11 people (18%) had unnestds with regard to their
accommodation. We found that the work undertakendet those needs was inconsistent:

Staff had recorded the need for six people (109)awe into less restrictive
accommodation, or otherwise indicated that theviddial would benefit from living in
the community. The IPs for half of the six peopieluded goals of moving into the
community, and records indicated that action wasgaken to implement those goals.
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Staff had recorded that the accommodation for fieple did not meet their needs, due
to reasons such as compatibility, space, comf@amsport, and privacy. These unmet
needs did not feature in the individual plans foy af these individuals, and there was
no information on file to indicate that action Hagen taken to address those needs.

Needs and goals relating to communication, decigiaking, health, relationships, skills
development, and community participation are disedsn separate sections of this report.

Monitoring IP_implementation

Staff across the centres told us of procedureshdbeen established to ensure that the IP
process was actively monitored, such as use o$teisg support officer position for quality
assurance, use of IP coordinators to oversighptbeess, and independent auditing of plans.

In addition, staff across the centres advised sfesys in place to ensure that the work of the
Keyworker or case manager responsible for devetpaind implementing the IP was
oversighted. We were told that the Keyworker wasatse any problems implementing the IP
with their supervisor (either a case manager oRti&IM), and the supervisor was also to
identify gaps when monitoring.

However, file information considered in our revisuggested that monitoring of IP
implementation by Keyworkers, and oversight by itineanagers, was inconsistent in
practice:

Records indicated that, for 35 people (58%), mgnpinbgress reports written by the
person’s Keyworker was the main way in which thevis monitored. We found that
some of progress reports appeared to have beepritied as a report on the person
rather than towards achieving their IP goals. Kkangple, ‘Recreation & Leisure: likes
to wander in yard’, and ‘Community Access: good'.

For the other 25 people, there was no informatiofile to indicate how their IP goals
were actively monitored.

In terms of manager oversight of Keyworker actitmprogress the IP goals, records
indicated that the IP progress reports for sevepleevere checked.
Reviewing the IP

We found that practice in relation to IP reviewd dot consistently meet DADHC's policy
requirements:

Records indicated that IPs for 21 people (35%)bd®&h reviewed in line with the
required six monthly timeframe.

Few of the residents appeared to be involved imaglaew of their IP. Of the 21 people
whose IP had been reviewed as required, four wexgept at the review. The family
members of two people were present at the review.

According to file information, the Keyworkers favd people discussed the results of
the IP review with them. Both of the residents hadoderate level of cognitive
impairment.
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The reviews for two people resulted in some chdadbke IP, such as a goal deleted because
the person did not want to do it.

Overall, our findings in relation to IP reviews didt correspond with DADHC’s Quality and
Safety Framework data. DADHC’s monitoring activibund a high level of compliance with
the six-monthly review requirement, including faimpliance in three centres.

In the main, we found that key assessment documeerts reviewed regularly, including the
Client Risk Profile and Lifestyle and Environmeragview.

4.2 Decision-making and choice

Our review found that DADHC residential centres aveot consistently meeting policy
requirements regarding decision-making and ch&esidents were infrequently involved if
making decisions or choices about their lives,uduig the services provided and their
preferred lifestyle. Concurrently, we found thavfeesidents accessed advocacy support.

-

4.2.1 Requirements and developments

Legislative and policy requirements

The rights of people with disabilities to participan the decisions that affect their lives, to
choose their own lifestyle, and to have accessftamation necessary to enable informed
choice, are central to disability services legistatand standards.

The Disability Services Act requires services tewr that people with disabilities have
access to advocacy support where necessary toeemdequate participation in decision-
making about the services they receive, and towage participation in the planning and
operation of services and programs.

DADHC's Decision Making and Choigaolicy in place at the time of our reviwequires
that:

Clients are to be encouraged and supported to xfineir views and have them taken
into account. The least restrictive approach iseidaken to ensure clients are supported
to make as many of their own decisions and chasgzossible.

Clients will be encouraged to make decisions armicels about the individual service
they receive, activities that they would like taf@pate in, and the lifestyle they would
like to follow. Clients are to be actively encouedgo choose their place of residence
and with whom they reside.

Staff members are to inform clients of the rangetafices available to them using
accessible and appropriate modes of communicaiilbents are to be actively
encouraged and supported where possible to acktesaal services that assist with

% DADHC developed a revisddecision Making and Consepblicy for the services it operates and funds in
July 2008.
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development of decision-making skills, such as-8elocacy.

Staff are to actively encourage and support clisatéhey can be involved in the
evaluation of the quality of the individual sensdiey are receiving. Clients are to
have opportunity to participate in and contributéhte selection, evaluation, induction
and training of direct care staff; development esxdew of policies; and decision-
making forums where decisions are made about tivecee

Developments

Rydalmere has started a ‘What | Like’ group, wthik involvement of the Western Sydney
Intellectual Disability Support Group, to enablsidents to have a greater say in some
aspects of their service.

4.2.2 What we found

From file and staff information, 31 people (52%) diot appear to be involved in making
decisions or choices about the service they redeiwelication of choice or involvement in
decisions for the remaining 29 people includedsaffor reaction to what was presented to
them (such as pushing away food), and basic choéggsding clothing, food, and sensory
items.

Although residents appeared to be infrequently lwveain decisions about their lives and the
service provided, their individual plans rarelyluded goals to address this:

The individual plans of 16 people (27%) includedigaelated to decision-making and
choice, such as choosing leisure options out @ciinity box, choosing evening meals,
visiting the Handymart to make choices, and devetppommunity cards to enable
choices when shopping.

Records indicated that work had been undertakeddoess those goals for half of the
16 people.

Two of the 60 people in our review had the involestnof advocates. It was not clear to us
why so few residents had advocacy support: we f@unéed for increased involvement of
residents in decision-making, considerable unmeétuamdentified need, three people who did
not have contact with anyone outside of staff, miné people who had limited family

contact.

We found that there was greater involvement ingenimaking for residents who had a mild
or moderate level of cognitive impairment:

A unit and a cottage that accommodated peopleweitbal communication skills and
mild to moderate cognitive impairment held housetings that provided residents
with an opportunity to raise issues.

Residents with moderate cognitive impairment wkiediin the cottages at one
residential centre were able to elect which stafher they preferred to work at their
house.

In relation to potential goals, records indicateal the views of most of the 16 people
with a mild or moderate cognitive impairment (638ad been sought. Conversely,
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views had been sought from six of the 39 peoplé wisevere cognitive impairment
(15%), and none of the five people with a profoeognitive impairment.

We found that some of the aspects of residenti@reeaccommodation affected the capacity
of individuals to make decisions or choices. Faregle, some of the centres used cook/chill
meals. We were advised that, in these centres, tbeameals have been heated, they could
not be reheated. As a result, there was little s¢opresidents to eat at a time of their
choosing. For residents living in the units, werfddhat decisions about where or with whom
they wanted to eat were also constrained.

4.3 Communication

Most of the people in our review required assistanith communication and relied on means
other than verbal language to express themselvedoWhd that the communication needs
and preferences of many of the residents had loeetified. However, those needs and
preferences were being met for a minority of people

4.3.1 Requirements and developments

Policy requirements

The importance of ensuring that people with distxd in care have the opportunity to
communicate, and are adequately and appropriatelyosted to do so, is fundamental to
disability services legislation, standards andgyotequirements, and to identifying and
meeting the needs and goals of residents.

By way of example:

In DADHC'’s Individual Planningpolicy, the Individual Plan and Individual Plan
Review templates require staff to indicate whetherperson needs alternative or
augmentative communication, and the Lifestyle andifenmental Review template
requires staff to identify any issues relatingihte éxpressive and receptive
communication needs of the person, and to recaalmeendations to address those
needs.

Communication is one of the areas listed for carsition regarding potential needs or
goals in the suggestion sheet that is sent to ieghijuardians and/or advocates, and is
one of the domains listed in the Hunter Residehudisidual Plan template for
discussion in the planning meeting.

DADHC's Health Carepolicy identifies communication as central to effeely
identifying and meeting the person’s health ne&ts. policy states that staff need to
facilitate opportunities for communication, suppdrénts to use augmentative or
alternative communication systems, and considendétggl for communication plans.

The four centres that comprise Hunter Residencesi@mmunication Profile template to
outline the communication needs and preferencesdofiduals. The four-page Profile
provides basic information to staff about the peisexpressive and receptive needs,
including how the person indicates feelings, yes likes and dislikes.
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Developments

DADHC staff are starting to receive training in liive Communication and Behaviour
Support (ICABS), which is designed to enhance comioation by people with disabilities.
This training program introduces a Checklist of @ammication Competencies (Triple C)
assessment for staff to use to determine the conaation skills of individuals and the
support they require.

4.3.2 What we found

Most of the people in our review required assistanith communication due to having a
severe or profound level of cognitive impairment feople; 73%), and/or not having verbal
language skills (35 people; 58%). Most of the restd relied on means other than verbal
language to communicate, including gestures, faiptessions, body language, and
behaviour.

Records indicated that the communication needgesférences of 40 people (67%) had been
identified. This included all of the people from tar Residences (30), and five of the six
Lachlan residents. We also found:

Of the 25 residents in the remaining four centtds(56%) did not use verbal language.
However, the communication needs and preferenceslgpffive of the 25 individuals
had been identified.

Eight people whose communication needs had not ideertified had information on
their files that indicated a clear need for thisat This included documents noting
staff difficulties in understanding the person, amfdrmation that indicated the use of
self-injurious behaviour to communicate frustration

In determining whether residents’ communicationdseeere being met, we considered
whether recommended actions had been implementesther necessary alternative or
augmentative communication tools were used in pacand whether there was interactive
communication between the person and others.

Through consideration of file information and mags with staff and residents, we found
that both the expressitfeand receptivé communication needs were being met for 12 people
(20%). Half of these individuals used verbal larggidMost of the residents had
communication needs that required attention toesidr

Forty-one people (68%) had unmet needs regardipgesgive communication, and 45
people (75%) had unmet receptive communication s)€éguis included people who:

- were reported to have communication dictionariesser communication boards, but
there was no information that indicated that thtesés were incorporated into
everyday support for them

- had a communication assessment, such as the Trighecklist, but there was no

% How people express themselves
2" How people receive information from others
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information to indicate any action following thatsgssment, such as instructions for
staff on how to meet the person’s communicatiordaee

- had documents such as a behaviour support plardividual Plan that made
recommendations as to what staff needed to do & the person’s communication
needs, but there was no information that indic#étatithe recommendations had been,
or were planning to be, implemented.

The IPs of 23 people (39%) included communicatielated goals, such as to create a
communication dictionary, or to organise a commatin assessment. Records
indicated that work had been undertaken to achieese goals for 11 of the 23 people
(48%).

The impact of unmet communication needs on peojiledisabilities can be significant. In
our review, we noted people whose distress waslenalbe determined by staff, who
appeared to have minimal input into decisions diratctly affected them, and whose records
indicated that their challenging behaviour wastegldo their communication difficulties. We
also noted people whose unmet communication nestisdsulted in a decline in their prior
skills, such as sign language.

4.4 Health care

Some of the people in our review had health corscérat required ongoing support and
regular review, including incontinence, epilepsy alysphagia. Overall, we found that the
health care needs of residents were being metidmgy comprehensive planning,
involvement of relevant professionals, and respamsss to health changes.

We identified some areas where service practic&ldmeienhanced, including the quality of
the information provided to GPs, reviews of healihe plans, and involvement of the resident
in the planning to address their health needs. ‘e

4.4.1 Requirements

Policy requirements

The latest version of DADHC’Blealth Carepolicy was released in March 2007. The policy
clearly links key health care reviews and planwith the individual planning process. The
policy requires that:

the client is supported to meaningfully participet¢he development of their health
care plan;

all clients will have an annual health care assessmwonducted by their GP, the
outcome of which is documented in their health ¢dae;

when a client requires the involvement of a hepitifessional to achieve a health-
related goal, the Keyworker arranges an appointmergquests a service;

the health care plan is reviewed at least threetimhpor whenever there is a change in
the client’s health status; and
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prior to the IP meeting, the person’s key healtbrirention plans and risk assessments,
including the nutrition and swallowing risk cheasktland Client Risk Profile, are
reviewed.

Relevant performance indicators

DADHC'’s Quality and Safety Framework has two keyf@enance indicators relating to
health care. One indicator measures the perceofagients that had a comprehensive health
care plan in place that had been updated pridreg@bnnual IP meeting and reviewed within
the last three months. As at February 2008, DADHQIsllity and Safety Framework data
recorded compliance ranging from 100% in KanangrhRiverside to 82% in Rydalmere
and Marsder?®

The other key performance indicator measures theeptage of clients that had an annually
completed nutrition and swallowing risk checklBADHC’s Quality and Safety Framework
data recorded compliance ranging from 100 per icefibmaree, Lachlan, Grosvenor and
Riverside, to 85 per cent in Marsden.

4.4.2 What we found

In the main, health issues were identified and eskld. We found that all of the residents
had some form of health care plan, the health glarning documents in many cases were
comprehensive, and there were some sound linkseleatiealth care planning and risk
management.

We noted examples of positive practice in meetivgghtealth care needs of residents,
including support to assist residents to quit smgkconsideration of particular health issues
of relevance to an Aboriginal man; responsiveneswetlth concerns (such as over- and
underweight); and referrals to appropriate professs, including allied health providers and
specialists.

However, our review identified some gaps in theaplag undertaken to meet the health
needs of residents. From records we examined:

There was evidence that one of the 60 residentbéend involved in the development
of their health care plan. For the other resideheye was no information on file to
indicate that they had been supported to partiejpatthat a representative had been
consulted.

In relation to the annual comprehensive healthsassent, staff are required to record
key health information for the GP to refer to dgrithe assessment. For 19 people in our
review (32%), this information had either not beecorded (10 people), or the
information was inaccurate or incomplete (nine pepd-ile information indicated that
three people had not had a comprehensive heakissrasnt in the previous 12 months.

For 13 people (22%), the nutrition and swallowirgl ichecklist either did not identify

28 DADHC advice, 5 February 2008.
2 bid.
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all of the person’s risks (eight people), or theees insufficient information to indicate
the actions to be taken to address the risks &iple).

Health care plans for 10 people had not been readewor a small number of people
(four), key health documents had not been updateeffiect a change in the person’s
condition, despite indications on the plans thaythad been reviewed. For example,
the health care plan for one man continued to tettaat he needed a helmet for
seizures although he no longer experienced seiam@$fiad not worn a helmet for an
extended period of time.

For a small number of people (three), their filedicated that they required referral to a
specialist health provider such as a psychiatrigiastroenterologist, but there was no
record that this had occurred.

Records indicated that the health care plans stk Riverside residents had not been
reviewed. We note that our findings in this aredhmbt match the results of DADHC'’s
Quality and Safety Framework. DADHC’s monitoringieity found full compliance with
health care plan reviews at Riverside.

4.5 Behaviour support

Most of the people in our review had behaviour suppeeds. We found that the majority of
people with behaviour support needs had a curmmdour intervention and support plan jn
place that was implemented and reviewed, and fathttolvement of a psychiatrist and/or
psychologist.

However, our review identified that two key poli@quirements regarding behaviour suppprt
had not been consistently met: involvement of #stdent, and addressing lifestyle and
environmental needs.

Our review has also raised questions about theuadgopf access by Riverside residents to
behaviour clinicians.

4.5.1 Requirements and developments

Policy requirements

DADHC has a number of policies to guide staff ipjgorting people with challenging
behaviour, includindProviding behaviour support and intervention foopée with an
intellectual disability Behaviour InterventiolManaging Client RisksandThe Positive
Approach to Challenging Behaviaur

The policies require that:

lifestyle and environment requirements are addessthe person’s IP prior to formal
behaviour intervention;

the client and the people important to them arelired in the development of any
positive behaviour intervention;
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the behaviour intervention plan is monitored, aedewed at least quarterly (including
restricted practices); and

the use of a restricted practice has approval tt@Restricted Practices Authorisation
Panel and is used with positive behaviour supp@ttres; and where consent is
required for a restricted practice, this is obtdifrem the appropriate legal decision-
maker.

Relevant performance indicators

In relation to behaviour support, DADHC’s QualitycaSafety Framework has two key
performance indicators to measure compliance. @dieator measures the percentage of
clients that had an annually approved RestrictedtiRie Authorisation Plan, if restricted
practices were used as part of their daily suppADHC’s Quality and Safety Framework
data, as at February 2008, recorded complianceénmagufiggm 100 per cent in Tomaree,
Lachlan, Rydalmere, Marsden and Riverside, to 6€est in Peat Island and zero in
Grosvenor?

The other indicator measures the percentage abkiglient referrals for internal DADHC
services (such as behaviour support) that werseroiced. Quality and Safety Framework
data recorded that all eligible client referralgeveerviced in Lachlan and Grosvenor, but 32
per cent of referrals at Rydalmere and 27 per aerdferrals at Peat Island were not
serviced!

Developments

The majority of the DADHC residential centres haeeess to in-house psychologists. In
some cases, this service is shared between cesuidsas Rydalmere and Marsden.
However, staff at Lachlan and Riverside must makgiests for behaviour support from
psychologists attached to the local Community Suppeams. At the time of our review,
Riverside did not have the involvement of a psyobisi.

45.2 What we found

Most of the residents in our review (47, 78%) hatldviour support needs. Three-quarters of
the 47 residents (35 people) had significantly lelngling behaviour, such as self-injury,
assaults, physical aggression, and/or propertyudzgin.

We found that most of the behaviour support prastiwithin the centres largely matched the
policy requirements:

A large proportion of the people with behaviour goit needs (39 people; 83%) were
receiving psychotropic medication. Records indiddtet for over two-thirds of these

individuals (27 people), the medication was useldat an identified mental illness or
a health issue such as epilepsy.

The files of 12 people indicated that they receipsgchotropic medication for

%0 DADHC advice, 5 February 2008.
31 bid.
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behaviour management purposes only. All of thedwiiduals had a current Behaviour
Intervention and Support Plan (BISP), and all m& person had the continuing
involvement of a psychiatrist.

Almost all (94%) of the 47 people with behaviouppart needs had a current BISP. In
the main, records indicated that the BISPs werdemented (32 people; 72%) and that
BISP implementation was monitored (35 people; 7426).30 people, a psychologist
monitored BISP implementation.

Most (39 people; 83%) of the residents with behawvgupport needs had the
involvement of a psychologist.

Records indicated that restricted practices weed usrelation to 14 of the 47 people
(30%) with behaviour needs. This mainly compridesluse of PRN psychotropic
medication, but also included seclusion, restrietecess, and/or physical restraint. In
the main, the restricted practices had been as#w@as required (13 people; 93%), and
had been reviewed in line with the required timelea(10 people; 72%).

We noted positive examples of behaviour suppotherfiles of some residents, such as the
removal of restricted practices following a chaimgbehaviour and/or environment, and the
use of behaviour strategies rather than medication.

Records indicated that the behaviour support nettl2 of the 47 people (26%) had reduced
or ceased. For example, the behaviour needs olvongan with complex mental health issues
had reduced significantly following the involvemeafithe Statewide Behaviour Intervention
Service, changes to her environment (own room, dtaws from other residents, near the
staff room), changes to her lifestyle (large amewitl:1 activities and community access),
and modification of psychotropic medications by pgychiatrist.

However, we found that policy requirements regaydifestyle and environment needs and
the involvement of the resident in the developnwéribeir BISP were not being consistently
met for most of the people who had behaviour suppeeds.

Records indicated that the guardian or family memsbé six people were involved in the
development of their BISP. There was no evidencBl@that any of the residents with
behaviour support needs were involved.

Lifestyle and environment needs

Lifestyle and environment needs are required tadmressed in the person’s IP prior to
formal behaviour intervention. Lifestyle and envinoent reviews had been conducted for all
of the individuals with behaviour support needswideer, records indicated that action was
being taken to address the identified issues fty mwne people (19%).

The unmet needs identified by staff in the lifestsghd environment reviews were extensive,
involving accommodation, communication, communidytigipation and integration,
decision-making and choice, and skills developme&hé particular issues identified were
wide-ranging. For example:

With regard to community participation and socraégration, staff identified that some
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residents had unmet needs for socialisation oirjgisocial groups, had no opportunity
to develop meaningful relationships outside ofrtihesidence, had no contact with
people in the community other than family, and/eeded a holiday.

In relation to skills development, staff identifiddtough a lifestyle and environment
review that some individuals needed to build tiself-esteem, commence literacy
classes, and/or be involved in training in selfecand personal care skills to do things
more independently.

Action to address the lifestyle and environmenises the people who required behaviour
support appeared to be less common for those wtha Isavere or profound level of cognitive
impairment. Records indicated that both of the peewth a profound cognitive impairment
who required behaviour support had unmet lifestyld environment needs, as did 21 of the
30 people (70%) with severe cognitive impairmertt behaviour needs.

We found that the unresolved lifestyle and envirental issues of the people in our review
had a significant impact on their behaviour suppesds:

The BISP for one man stated that his behavioulydieg face slapping, hitting, pulling
staff to the ground, and smashing crockery, waat@mpt to communicate needs such
as boredom, anxiety, and excitement. The man’ad¢Rided some goals to address his
communication needs, such as the use of Makatomweler, there was no record on
file of work undertaken to achieve those goals.

The BISP for one woman stated that she had a mgiuat of down time when in the
unit, and that this was likely to be contributiregtioredom and challenging behaviour.
It recommended the inclusion of more meaningfuléas to supplement her daily
routine. This recommendation had been carried fveer the previous BISP (from
2004), and records indicated that the issues wargning. However, the need for
more meaningful activities was not addressed infeThe BISP included a skills
development plan, but there was no record on filction taken by staff to implement
that plan.

Positive behaviour support practices documentedrierman noted that he should be
given assistance to increase his expressive conaation skills, and that it was
important for staff to assist him in helping witbusehold tasks. There was no
information on file to indicate that these recomuiagions had been carried out, despite
the man’s parents having expressed frustration thigtHack of progress in changing his
behaviour.

Staff at the Lachlan Centre used the lifestyle emdronment review to feed directly into the
IP goals. We did not see a clear link betweenitbstyle and environment review and the IP
in the other centres.

File and staff information raised questions abbatadequacy of access to behaviour
clinicians for Riverside residents. Three Riversiggidents in our review had restricted
practices in place that had interim (short-ternthatisation only. The restricted practice
documents for these residents recorded that otdyin authorisation could be provided due

to the lack of access to psychologists to reviemtbhaviour management strategies. Records
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also indicated that the restricted practice ausiadion was overdue for review. We note that
our findings did not correspond with DADHC’s Quwgldand Safety Framework data, which
recorded full compliance with restricted practieguirements at Riverside.

4.6 Day programs

Most of the people in our review attended a dagram that was operated by DADHC on
site at their residential centre.

We found that the needs, goals and wishes of netsidarely informed the planning or
provision of their day program. Our review alsontiiged that day program services for most
of the residents were not based on, or linkedhiy 1P.

4.6.1 Requirements

Departmental requirements

DADHC's website states that day programs provideppseful day activities that are valued
by clients and community members, that are basedderson’s Individual Plan and that
promote learning, skill development and enable sg;gearticipation and integration in their
local community™?

According to DADHC'’s information, there are foueas of activity in day programs: skills
development, community access, adult education|eisdre and recreatiofi.There are
currently no policies or standards that have besmrldped in relation to the provision of
adult day programs.

Developments

Commitments under th&tronger Togethet0-year plan include a significant increase in the
number and range of day programs. DADHC has adifssdhe broad policy direction for
DADHC-funded day programs will be based on a cantim of age appropriate servicés.

However, while DADHC-operated day programs are msgively being outsourced to the
non-government sector, this does not include tlyepgagrams that operate within DADHC'’s
residential centres. DADHC staff operate all of dag programs located on site in
departmental residential centres.

As noted, DADHC has advised of plans to redevetoed of its residential centres: Peat
Island, Lachlan, and Grosvenor. The departmenataised that plans for the proposed
accommodation include funding for offsite day peogs that are skills and age appropriate,
linked to residents’ individual plans, and operagchon-government organisatiofts.

%2 DADHC website www.dadhc.nsw.gov.au/dadhc/People+with+a+disabiliag®EPrograms.htm
33 H
Ibid.
34 DADHC advice, 10 July 2008.
35 DADHC advice, 17 June 2008.
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During our review, DADHC day program staff told aisout changes that were underway or
planned for on site day programs. Of note, we w@ckethat the day programs at Hunter
Residences and Rydalmere/ Marsden were in the ssafecompleting restructures that had
taken over three years. Key changes as a resthlegéstructures included a move to non-
nursing staff, incorporation of residents’ IPs i@y programs, and a greater focus on the
communication needs of residents and their invokm@nn decision-making.

4.6.2 What we found

All but four of the 60 residents in our review ailed some form of day program or day
activity. For the majority of people (44 people%dp this involved attending a day program
on site only. Seven people attended on site ansitefday programs, and five people
participated in off site day programs or othenatiéis only, such as school or activities with
workers from a post-school options service.

We were able to ascertain through file or stafbrnation how often 47 people attended their
day program or activity, and most attended 15 hparsveek or less (27 people; 57%).

The day programs mainly comprised group activiggspeople; 57%). Residents were
involved in a mix of passive activities, such agaliang videos and listening to music, and
active options, such as craft and gardening.

Our review raised questions as to the adequadyeolvbrk undertaken in day program
services to identify and meet the needs of ressgmirticularly those operating on site in
DADHC's residential centres. Overall, work to idénthe goals, needs or wishes of residents
appeared to be inconsistent and infrequently irealthe person concerned:

Records indicated that six people were consultediaiheir day program involvement
or the service provided. Staff had conducted aassssent, such as a likes and dislikes
checklist or a needs assessment, on 10 people.

File information indicated that 20 people (36%) hevhat day program activities they
would participate in, primarily through refusaldtiend. Refusal to attend did not
appear to prompt a review of the person’s indivigilan or day activities.

For 33 people (59%), there was no indication thhofilg, staff or resident information
that they had been involved in decisions about wihgtprogram they would attend,
who they would attend with, what activities woulel &ffered, or what activities they
would participate in.

In addition, we found that day program activitiesrevrarely based on or linked to the
person’s IP:

Seven people (13%) had a goal in their IP thatliméied in some way to their day
program, school, or post-school options program.

For 21 people who attended a day program (38%@ygycbgram representative did not
attend the IP meeting, and a day program reportnaasn file.

At the time of our review, there were significa@aipg in staffing across the on site day
programs: Hunter Residences was operating withge6é@ent vacancy rate, while
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Rydalmere and Marsden day programs were operatiagparoximately 50 per cent regular
staff, with some casual staff.

File and staff information identified issues of essibility associated with the on site day
programs for some residents. In one centre, agesid a wheelchair was unable to attend the
day program as the path to the day program sitecavasidered to be inaccessible. In another
centre, the location of some day programs at aiderable distance from the residential units
reportedly made it difficult for people with molwylidifficulties, particularly in poor weather.
Information suggested that the issues of accesgibiere compounded by a lack of
wheelchair-accessible vehicles.

4.7 Community participation and integration

Our review has raised questions about whethergetchave adequate and meaningful
participation in and integration into their comniynWe found that for many people in our
review, access to the community was infrequentyiheeeliant on DADHC staff, and largely
comprised group outings with other residents.

Our review also found that few residents were imgdlin decisions regarding their access o,
and involvement in, the community.

4.7.1 Requirements

Legislative requirements

Meaningful participation and integration in the coomity of people with disabilities is
central to disability services legislation and sials.

The Disability Services Act requires services torpote the participation of people with
disabilities in the life of the local community dugh maximum physical and social
integration in that community.

At a minimum, the Disability Services Standardsuiegjservices to:

assist people, through skills development and thdividual plans, to identify,
participate and maintain involvement in activiteesd programs in the community

provide appropriate support and monitor the outcoofendividuals’ participation in
and integration into the community

support people to develop social networks and togiaate in decision-making in the
community

promote the ability and valued status of individuahen supporting their participation
in and integration into the community

Developments
In relation to Hunter Residences, DADHC has advibadl community access, participation
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and integration for residents is a priority, andreRUNM is expected to develop strategies
that will facilitate and enable individual 1:1 augis for each person on a regular basis. In
addition, the RUNM is expected to identify any bimrimpacting on an individual’s
community participation opportunities and put aasiénto place to address the barriérs.

DADHC told us that Metro Residences would focugtos area during 2008, with the aim to
increase the quantity and quality of community asder resident¥’

4.7.2 What we found

Our review has raised questions about the extemhioch DADHC residential centres comply
with disability services legislation and standarelgarding community participation and
integration. In particular, our review indicate@thvork is required to enable residents to
have ‘maximum physical and social integration’hie tommunity, have meaningful
involvement in community-based activities and pawgs, and participate in decision-making
in the community.

Records indicated that all but two of the 60 resigiénad some form of community acc&s.
However, we found that for many people in our reviaccess to the community was
infrequent:

We were able to establish the amount of commuritess for 45 residents. Of these 45
people, more than half had access to the commiorithree hours per week or less (23
people; 51%).

Records indicated that 24 residents (40%) had beenholiday in the last two years.

The main way in which residents accessed the contymwas in groups. Of the 52 people for
whom this information could be identified:

Forty people (77%) accessed the community as pargooup of residents most or all
of the time. Only nine people appeared to have mawdividual community access.

The community access for at least 30 people (58%y)gpily comprised group bus
outings to locations such as parks and reserves fiegal (morning or afternoon tea, or
lunch) and return to the centre.

Community access for many of the residents (38 lee66%) was heavily reliant on
DADHC staff. Twenty people accessed the communhitgugh family members, an off site
day program, or through paid providers.

File, staff and resident information indicated tfeat residents were involved in decisions
regarding their access to, and involvement inctiramunity. Eight people appeared to have
a say in what they did, two people chose who thegtwvith, and four people had a say in

% DADHC advice, 14 April 2008.

37 |bid.

38 |n calculating community access, we included attecelah community-based activities such as an external
day program, regular home stays, and school.
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when they went.

We found that community integration and participatgoals were included in the IPs of
many residents, but the work undertaken to impldrttengoals was largely inconsistent:

Forty people (67%) had a goal in their IP thatteelao community access. Records
indicated that work had been undertaken to achiea®e goals for just over half (22
people).

The need for a holiday was included as an IP gwal® people (32%). According to
file information, action was being taken to implaerheéhose goals for 10 people (53%).

Staffing was the dominant factor that appearedmgaict on residents’ community
participation, including availability overall, avability on certain shifts, new staff, Registered
Nurses not on shift, or inconsistent staffing. Ritel staff information indicated that
community access was also affected by:

perceptions that staff on P-plates were unableite@ dADHC vehicles;

lack of resources to meet the needs of some peoptemmunity access, such as two
staff to one person;

lack of, or inadequate access to, wheelchair-aitdessehicles;

perceptions that paid holiday providers were unéblaeet the needs of some
residents, or did not present value for money;

perceptions that Assistants-In-Nursing could nke teesidents with epilepsy on outings
due to the need to administer medication;

the individual's behaviour or health; and
lack of appropriate equipment (such as a wheelcbapole for PEG feeding).

Some centres had employed additional positionsdeease community access (or
specifically targeted at community access), sudtaatlan, Rydalmere, and Grosvenor. We
also noted positive actions in relation to commyaitcess, including 1:1 outings to the Royal
Easter Show, involvement of Lachlan residents ortsghat involve people with and without
disabilities from the centre and the community, amvelvement of Tomaree residents in a
fishing program that had commenced through the Bejemt of Sport and Recreation.

4.8 Leisure and skills development activities

Staff had identified that many of the residentsdeekto develop skills, such as meal
preparation, literacy, laundry, and travel. Howewes found that the action taken to address
the residents’ needs, such as providing the oppityttor them to learn and practise those life
skills, was inconsistent. Our review raised questiabout the extent to which there was a
focus on increasing the independence of peoplediin DADHC residential centres.

4.8.1 Requirements
One of the key principles of the Disability Sengckct is that people with disabilities have
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the right to realise their individual capacities fitnysical, social, emotional and intellectual
development.

The Disability Services Standards require thatisesr

focus on producing good outcomes for people wiglaldiiities, including increased
independence;

encourage and support individuals to participaté@range of activities enjoyed by
other members of the community; and

provide opportunities to individuals to learn amdgtise life skills that promote
independence.

4.8.2 What we found

File and staff information indicated that many lud residents in our review had considerable
amounts of free time. Combined, day program atteceland outings totalled 10 hours per
week or less for 27 people (45%), and between #1128rhours per week for 14 people
(23%).

Leisure activities

Common activities included walks in the groundshef centre, ‘relaxation’, therapy, listening
to music, watching TV, and ‘table activities’. Thetivities of 16 people (27%) were largely
limited to meals, hygiene, therapy, and walks @déntre grounds.

For 31 residents (52%), group activities were d@ninMost of the centres provided on-site
group events or activities for large numbers ofdests, such as Christian Hour and activities
in a recreation hall. We found that some exteraalises were brought into the centres, such
as a harpist, music therapist, Pets as TherapyMaieduarie Community College.

In order to identify resident goals, wishes or reeexyarding activities, staff typically
completed a checklist of recreational or activikg$ and dislikes (34 people; 57%). Nine
residents had been consulted in some way regatidaigactivity needs or wishes, and the
family members of eight people had been consulted.

In one unit, occupational therapy students had ected sensory trials with residents to
establish what activities would work best for indivals, and their preferences. However,
while the trials were completed, file and staffomhation indicated that there had been no
outcome from that work. The development of a sgnaotivity package had been flagged in
one resident’s file, but this had not progressed.

The IPs of 35 residents (58%) included goals rdl&tdeisure activities, such as to increase
the person’s leisure options, or to purchase @stand some music. For most of the people
(25 people; 71%), we found that action had beeertak implement those goals.

Skills development activities
File and staff information indicated that staff hddntified the need for, or likely benefit of,
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involvement in activities such as meal preparatianndry, housekeeping, and travel for 44
residents (73%3° However, our review indicated that work had beedartaken in response
to this need for only half of these individuals.

For most of these 22 people, skills developmentldesh included in their IP (11 people), or
there was some form of skills development planilen(three people). For 10 of the 22
people, their involvement in skills developmentaties was at their day program.

There had been some reductions in residents’ oppitigs for skills development, including:

One resident had a goal in her IP to cook piketletskly, and the unit in which she
lived had a functioning kitchen. However, at thediof our review, the kitchen was
unable to be used due to the need to accommodagidant in the area nearby.

Some residents at Lachlan previously attendedotted TAFE to do cooking, but this
had been discontinued due to safety concerns ahagp implements.

There was a teacher who ran numeracy and litetalty sourses at Kanangra, but this
had been discontinued.

One of the units at Marsden was initially inten@sd stepping-stone to the community,
designed to enable training in living skills. Howeeyvat the time of our review, meals
were provided for residents through the week. Oekeads, meals were either cooked
in the unit or residents went out for meals. Staiff us that they set household tasks for
residents to assist with, such as folding thingsl, gutting things away.

We found that people who had a physical disabdiig/or a severe or profound level of
cognitive impairment were much less likely to bealved in skills development activities
than those without a physical disability, and/othvwa mild or moderate cognitive impairment.

Records indicated that 22 people (37%) had a s&yabkat leisure or skills development
activities they would participate in, 11 people¥d8chose when they would participate, and
three people chose who they would participate v@timice was demonstrated largely
through resident refusal to participate in certaitivities or in certain environments, such as
noisy areas or activities with a lot of people.

4.9 Finances

We found mainly positive practice on the part of DAC staff in identifying and meeting th
financial needs of individuals. However, our revielentified two aspects where service

practice could be improved: involvement of residantdecisions about the use of their funds,
and payment for aids and equipment.

D

4.9.1 Requirements
DADHC has two policies that guide staff in meetthg financial management and equipment

3% We did not include communication, social, and deaishaking skills in our consideration of skills
development activities as they are considered sepamtether sections of this report.
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needs of residents. Tihdanaging Client Finances in DADHC ResideneeslAids for
Individuals in DADHC Accommodation Servigedicies require that:

DADHC staff complete an Annual Budget when deveigphe client’s IP, and ensure
that consultation occurs with the client, their fignadvocate, guardian and/or financial
manager in its development.

DADHC is responsible for the provision of aids appliances for clients living in the
accommodation services it operates.

The client’s fortnightly expenditure is reviewedtla¢ IP review.

4.9.2 What we found

Overall, we found that support provided regardiegjadents’ finances largely matched policy
requirements:

There was an annual budget on file for almostfaihe residents (57 people; 95%)

In the majority of cases, the person’s budgete@edjpure appeared to match their
routine and involvement in activities (52 peoplé?@.

For the majority of the residents, we found thaisideration had been given to using
the person’s funds to improve their quality of {&2 people; 87%). In the main, this
was demonstrated through holidays, but also includassages, paid day outings/
community access, a new bed, dining out, magazibscsiptions, a leather armchair,
music, and a stereo. Five people had funds availabimprove their quality of life, but
we did not see evidence that this was consideradycignificant degree. This
included a number of people with $20,000 - $85,@00ust.

We identified two specific aspects where serviaepce could be improved: involvement of
residents in decisions about the use of their fuadd payment for aids and equipment.

Records indicated that two residents had been ttedsa the development of their budget.
Many family members were consulted in the develapméthe person’s budget (29 people;
48%), regardless of whether or not the person wdsnthe Office of the Protective
Commissioner.

Information on file indicated that the financedio€ people had been used to purchase aids
or equipment or were used on things DADHC had nesibdity to pay for through other
accounts. This included the purchase of a wheelcaaiing, and a shower chair, and
payment of approximately $600 a year on ‘transposts’ for weekly unit bus trips.

4.10 Relationships

Overall, we found that the majority of residentsl fiamily contact, and staff put substantial
effort into supporting residents to regain and rrsamcontact with their families. However,
outside of family relationships, we found that feegidents had relationships with others.

4.10.1 Requirements
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The Disability Services Act requires that servioasognise the importance of preserving the
family relationships and the cultural and lingusthvironments of people with disabilities.
The Disability Services Standards require thatisesr

Support individuals to develop and maintain relagiups, including social relationships
with other members of the community

Support and encourage individuals to maintain ctrgad involvement with their
family, friends, advocates and guardians

Minimise any impediments to contact between, angbise no restrictions on contact
with, individuals and their family members, friendslvocates and/or guardians

4.10.2 What we found

Relationships with families

In relation to family contact, records indicatedttthe majority of the residents had some
contact with their families (54 people; 90%).

For most people, the frequency of contact withrtfenilies was weekly to monthly, and was
in person on or off site, or via phone contact wsiiduf. Fifteen of the 54 people (28%) had
infrequent contact with their families:

Four people had less than annual contact.

Eleven people had six to 12-monthly contact witirtfamilies; the contact for five of
these families solely comprised telephone callb wiiaiff.

We found that staff made a significant effort todte lost family members, and to support
residents to regain and maintain contact with feesilThis included sending cards and
flowers on birthdays or Mother’s Day, developingl§le magnets with a photo, and regular
phone calls. Records indicated that staff contirtoetbntact families even where the family
member was reported to be reluctant to initiatdaxtror visit the person.

The IPs of 13 people (22%) included goals relabeehdintaining or extending family contact.
We found that this goal was being implemented ightepeople. For the five people whose
goals related to family contact had not been impleted, file information indicated that two
were external visits to siblings that had been éiad by staffing constraints.

For two people, changes in their residential plaa@rhad negatively impacted on their
contact with family. One man who used to see htestwice a year had not been able to see
her since he moved to a different centre; and amattan who moved from a group home to a
centre in a different region was no longer ablst&y at his parents’ house on fortnightly
weekends.

Relationships with others

For the majority of residents (49 people; 82%),dicknot see evidence, through file or staff
information, of particular relationships outsidefamily. For at least 11 people, information
on file indicated that they did not necessarilyogrgr seek out the company of co-residents.
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For example, references included descriptionsdif/iduals as a ‘loner’ or ‘isolative’, ‘tends
not to interact with people she lives with’, ‘doest see peers as equals’, and ‘prefers staff
contact’.

We found that nine people had friends either dtdbatre or at a previous centre they had
lived in, and two people had intimate relationsHipst with each other). For the 11 people
(18%) who had a friendship or intimate relationsisiaff generally supported those
relationships in some way. For example, we notegitipe examples of practice by staff in
relation to supporting the two people who had iatierelationships. This included the
involvement of a psychologist to determine potémisks to the individuals, whether
informed consent was being provided, and how pyiaal safety needs could be met.

Thirty-four people (57%) did not appear to have eogtact with people outside of their
family, co-residents or paid staff. For the othémp2ople, contact included an external day
program or school (14 people), holiday provideia€rpeople), guardians (five people), and
advocates (two people).

Of the six people who did not have any contact fathily members, half did not appear to
have contact with anyone outside of staff. Twohafse people had a public guardian
appointed, and the other person had an advocatga@detween these three individuals and
their guardian or advocate was six to 12-monthly.

The IPs of 15 people (25%) included goals relabedetveloping relationships outside of their
residence. For eight of these people, the goalwedonvestigating options for a paid 1:1
community access provider, joining a club, or gitbening existing friendships through
specific outings. Records indicated that thesesgaale being implemented for seven of the
15 people (47%).

Cultural relationships

Of the two people who were identified as being Adjoal, records indicated that the cultural
needs of one person had been considered, andhathfiken steps to try to locate the man’s
mother and link him to members of the local Abarajicommunity through art activities.
The cultural needs of the other person did not apfehave been specifically considered,
although staff continued to take steps to mainf@mily contact.

Of the eight people who had culturally and lingeesity diverse (CALD) backgrounds, file
information indicated that the cultural needs ob fweople had been considered, including
links to Greek festivals and attendance at a G@#odox church. The parents of both these
residents were actively involved.

4.11 Factors impacting on ability to meet individua | needs

4.11.1 Access to services

Our review indicated that access to allied heatith @sychological services was inconsistent
across the centres. While most of the centres hiad Aealth practitioners and psychologists
on staff (or shared those services between residg¢nicachlan and Riverside did not. Those
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centres had to access these services througHdabairCommunity Support Teams (CST),
and had reportedly experienced problems assoamtkdhis.

Lachlan staff told us that the Quality and Safatgnkework process had helped their residents
obtain improved service through the local CST &=d identified that there were some
serious gaps in relation to access behaviour stippdrallied health services.

Access to CST services by Riverside residents woed to be problematic at the time of our
review, particularly in relation to obtaining bel@aw assessment and support. Riverside staff
told us that they were receiving inconsistent aghabout whether residents could obtain
services through the local CST or not. We saw tgative impact of these access issues on
the residents of Riverside, including the use dtlated behaviour support plans and
restricted practices.

Rydalmere staff told us that access to behavideniention and support services had
improved since psychologists had been appointeadh unit. Staff reported that under the
previous system there was at least a 12-monthtwage a psychologist, but the system was
now responsive. One of the locked units in Rydaéntexd monthly clinical meetings
involving the RUNM, case manager, and psychologist.

Some staff reported difficulties in meeting the aeeef residents due to delays in obtaining a
response from the Office of the Protective Comroissi to requests for expenditure
approval. This had affected requests for imporsaipports such as a specific reclining chair
to meet the needs of a person with significant jglaysmpairments.

4.11.2 Staffing and access to training

We identified considerable gaps in staffing andidor staffing levels in some centres and
units, particularly in Lachlan, Riverside, and Ston. Our review found that gaps in staffing,
or staffing constraints, had an impact on residguagticularly in relation to community
access and the implementation of IP goals.

We found that training for staff was inconsisteritoss the centres. We were advised that
some centres had dedicated Clinical Nurse Edugaigitions to provide training in areas
such as individual planning, but other centreshagRiverside, did not.

4.11.3 Accommodation

The number of people per bedroom depended on ttiewar unit and the support needs of
the individual. At least 15 residents shared witle to three other people. We note that some
residents tended to be with the same people inithem, their unit, at the day program, and
on outings.

The ability of residents to move around within theiit and around the centre more broadly
depended on the particular centre in which thegdivilomaree residents were able to move
around the grounds, including into other units,lezimost other centres had some restrictions.
Some units were locked, requiring staff authoritgd &ntervention to enable entry or exit. In
units that were not locked, there were often othstrictions, such as locked wardrobes,
and/or fridges.
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Four of the 30 people who lived in Hunter Residsrfted moved within or between centres.
The freedom for one increased considerably withmose from a locked unit in Stockton to

his own room in Tomaree. The man had difficultie®ping when he was living in Stockton,
but this had been resolved with the move.

The centres followed structured routines, withtgeés for activities such as meals, personal
hygiene, and outings.

5. DADHC's response to our findings

DADHC's full response to our findings is attachégpendix 1).

DADHC has advised of action taken since our reviesluding significant progress towards
filling day program positions, and the allocatidradoehaviour clinician position at Riverside.

However, the department’s response does not owtliziear plan for addressing the findings
in this report.

For example, DADHC has not indicated how it wilbdaglss findings relating to:
the lack of action taken to address residentsstifie and environment needs; and

the continuing problems with the development aralityuof individual plans (despite
an existing system for oversighting and monitotimg plans and the individual
planning process).

In a number of areas, where information has beevigied by DADHC in response to the key
findings, insufficient detail has been given ablootv the department will address the issues
identified: particularly in relation to social igeation; skills development; and resident
participation and involvement in planning and decismaking.

Our review has shown that there is a critical neddADHC'’s large residential centres to
involve residents in decisions that affect them iantthe planning and delivery of services and
support to meet their needs. It is concerning EEDHC’s response on this issue primarily
focuses on staff encouraging residents’ familie$ significant others to provide support to
enable residents to participate. While it is appedp for families and significant others to be
involved in this process with the consent of th&@dents, this does not detract from

DADHC's responsibilities to directly provide thisnkl of assistance, as required in disability
services legislation.

In relation to many of the issues identified in ogport, DADHC's response refers to the
changes to service provision which will occur wtitle closure and redevelopment of the large
residential centres. The department has told ughkaexpected changes include a move to
day programs operated by funded services, andebel@pment of accommodation models
that incorporate individual bedrooms, maximisedests’ independence and choice, and
enhance opportunities for involvement in local camities and activities. However, we note
that current plans for redevelopment focus ontleas half of DADHC'’s large residential
centres and there are no detailed plans for trstoor redevelopment of the other centres,
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including the largest centres of Stockton and Rydaé.

6. Conclusion

Our review identified that important needs of indivals in DADHC residential centres were
not being identified or met. Of particular signéitce were unmet needs and goals regarding
residents’:

involvement in decisions that affect them;

ability to communicate with others and have th@ws heard;

participation in and social integration into theemmunity; and

opportunity to develop and practise life skillgriorease their independence.
These are important human rights that underpirbdisaservices legislation and standards,
and related DADHC policies. In reality, what thes®rtcomings mean is that the ability of

these individuals to have control over their owed and to fulfil their potential is
significantly restricted.

The gaps between the requirements and practitegetcritical areas raise questions about
the adequacy of DADHC'’s current individual plannprgcess for meeting the individual
needs and goals of residents. They also raiseigngestbout the capacity of the current model
of service provision, particularly large residehtantres, to ensure full compliance with these
fundamental rights.

DADHC's review of its individual planning policy drprocess is a timely opportunity for the
department to reform service planning and provistmopeople living in its residential centres,
by putting the residents at the centre of that @sec

7. Recommendations

1. By 30 August 2009, DADHC should develop a comprehenaction plan that details the
steps it will take in the next 12 months to addtbssissues identified in this report. The
action plan should clearly articulate the departiseresponse to the following issues:

a) Improve individual planning
In particular, DADHC should indicate how it will:
(i) improve the quality of IPs (section 4.1)

(i)  ensure IP goals are implemented and action is tikaddress barriers to
implementing goals (4.1; 4.2; 4.3; 4.5; 4.7; 4.80}

(i) identify and address the unmet needs of residemtsiding accommodation
needs and unmet needs identified through lifestgl environment reviews
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(4.1; 4.5)
(iv) ensure that IPs are reviewed (4.1)
(v) effectively monitor and oversight individual plangi(4.1)
b) Foster resident involvement and participation in deisions and choices
In particular, DADHC should indicate how it will:

(i)  provide clear information and support to resideatsnable them to understand
the individual planning process (4.1)

(i)  ensure that residents are active participantsaim thdividual planning process,
including the planning for their meeting, and cdtation on their needs, goals
and wishes (4.1)

(i)  foster and facilitate residents’ participation ecaions affecting their lives,
such as the planning and operation of their sesvide2 and 4.1; 4.3; 4.4; 4.5;
4.6;4.7; 4.8; 4.9; 4.10)

(iv) ensure that residents have access to advocacyrsuwypere necessary (4.2)

(v) clearly identify the communication needs of restdeand ensure that those
needs are met (4.3)

(vi) ensure that day program service provision for iiatligl residents is informed
by their needs, goals and wishes, and linked tio ifnéividual plans (4.6)

(vii) ensure that DADHC does not exercise control oMasrahost aspects of the
lives of residents (4.1; 4.2; 4.6, 4.10)

(viii) provide services in a way that results in the leastriction of residents’ rights
and opportunities (4.1; 4.2; 4.3; 4.5; 4.6; 4.8, 4.10, 4.11)

c) Increase the independence of residents
In particular, DADHC should indicate how it will:

(i) provide opportunities to individuals to learn andgtise life skills that promote
independence (4.8)

(i)  improve the involvement of residents in meaningittivities (4.8 and 4.5; 4.6;
4.7)

(i)  ensure that the conditions of everyday life ofdesis are the same as, or as

close as possible to, norms and patterns thatedwed in the general
community (4.2; 4.3;4.7; 4.8; 4.10; 4.11)
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(iv) improve accessibility for residents using wheelchéd.6; 4.7)
d) Foster relationships and community integration
In particular, DADHC should indicate how it will:

(i) promote and support the participation and integnatif residents in their local
communities, including increasing the amount of mmegful involvement of
residents in community-based activities and progrédri/; 4.8; 4.10)

(i)  support residents to develop social networks @.10)
e) Comply with departmental policy
In particular, DADHC should indicate how it will:

(i)  ensure that accurate and complete informationagiged to GPs to facilitate
the annual comprehensive health assessments (4.3)

(i)  ensure that practice at Riverside complies withelvedur intervention and
restricted practice requirements, including revieiveestricted practice
authorisations and behaviour management stratégigs

(ii)  ensure that Quality and Safety Framework data atelyrreflects practice (4.1;
4.4; 4.5)

2. In developing the action plan, DADHC should detail:
a) the timeframes and positions/ persons responsibledch action

b) how the department will monitor the implementatadrihe action plan and evaluate
its effectiveness

c) the communication and training strategy for stef§idents and significant others

3. DADHC should ensure that the findings from thisa@re considered in its review of
thelndividual Planningpolicy.

2D

Steve Kinmond
Deputy Ombudsman
Community and Disability Services Commissioner
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Appendix 1

DADHC'’s response to our draft report

Department
of Ageing,
Disability &
Home Care

h;, Office of
the Director-
General

Mr Steve Kinmond |
NSW Ombudsman |
Level 24, 580 George Strest
SYDNEY NSW 2000

AHI09/1145
Your ref: ADM/5809P03

Attention: Ms Kathryn McKenzie, Senior Investigation and Review Officer

Strere-
Dear Mr Kinmond ‘
Individual Planning in the Department of Ageing, Disability and Home
Care’s (DADHC) Large Residential Centres (LRCs)

| refer to the request fdr a written response fo your draft report on Individual
Planning in DADHC LRCs, Planning to meet the needs and goals of
individuals in DADHC residential centres.

Please find enclosed the response from the Large Residential Centres and
Specialist Supported Living Directorate (LRCSSL) in relation to the report.

Should you have any further queries, please contact Mr Peter Gardiner,
Executive Director, LRCSSL on 9842 2444.

| trust this information is of assistance.
|

Yours sincerely

Ehe) HCQ&T&@
Ethel McAlpine ‘

A/Director-General
K Y- o

Encl.

Level 5,83 Clarence Street; Sydney NSW 2000 Phone (02) 8270 2000 DX 10485 SSE
TTY (02) 8270 2167 (for people who are hearing impaired)
Website www.dadhc.nsw.gov.au ABN 34538109783

NSW Ombudsman

June 2009
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Response to the NSW Ombudsman’s Individual Planning review in
DADHC operated LRCs 2008

In December 2008 the Deputy Orhbudsman Mr Steve Kinmond wrote to the
Director-General regarding a preliminary review of Individual Planning (IP) in
DADHC operated Large Residentigl Centres (LRCs).

In March 2009, the Executive Direictor of Large Residential Centres and
Specialist Supported Living (LRCSSL) and the Chief Executive Officers of
Hunter and Metro Residences met with you and the Senior Investigation and
'Review Officer, Ms Kathryn McKenzie to discuss the report. Following this
meeting, it was reguested that DADHC provide a written comment to the
findings in the review.

Key Findings

4.1 The Individual Planning proéess

Overall our review indicates thai many residents were not active
participants in their individual plannlng process including planning for
their meeting, and consultation Pn their needs, goals and wishes.

We found that while some progress had been made for some of the
residents towards achieving their goals, their progress was often not
reviewed, and barriers to achlevmg some of the goals were largely
unresolved. p

[
I

All of the residents had some unmet needs, ranging from accommodation
and advocacy to relationships and skills development. In the main we
found that staff had identified most needs, but considerable work was
required to address them. '

¢ Most residents require support;from others to participate actively in the
planning process due to commumcatlon and cognitive challenges

« Significant others, such as famlly, friends, person responsible, advocates
and volunteers are encouraged to attend the annual IP Meeting and six
monthly review o support the |nd|V|duaI resident. Many families are ageing
but the LRCs have been encouragmg the residents’ siblings to step up to
the person respansible role. Where they cannot attend annual IP meetings
or the six month review, they are supported to participate in decision making
and planning through the medlums of teleconference, email, phone calls
and written repcrts. These medlums are also used on a daily basis to
provide information and to engage in decisions around daily lifestyle.

+ A change in skill mix within theiLRCs has resulted in a greater proportion of
Assistants in Nursing who often have no disability background or training,
particularly in ths area of [P this has created challenges. Significant
resources are being invested in supporting these staff to develop an
understanding cf the IP process
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