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5th January 2012 

 

 

The Hon. John Rau MP 

Attorney-General 

45 Pirie Street 

ADELAIDE  SA  5000 

 

 

Dear Mr Attorney 

 

I have the honour to present to you the seventeenth Annual Report of the Public Advocate, as 

per the provisions of Section 24 of the Guardianship and Administration Act 1993.   

This Report covers the period from 1 July 2010 to 30 June 2011.  Part A is an overview of major 

matters arising during the year, and includes a review of programs, consideration of unmet 

need, and advocacy positions taken by the Office.  Part B provides statistical data on direct client 

services provided by our Office. 

 

 

Yours Sincerely 

 

 

 

 

John Brayley 

PUBLIC ADVOCATE 
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Introduction  

The 2011 Annual Report of the Office of the Public Advocate is divided into two parts.   

Part A comprises a commentary on the general functions of the Public Advocate as described in 

Section 21 of the Guardianship and Administration Act 1993.  These functions include program 

review, analysing unmet need or inappropriately met need, promoting rights, monitoring 

legislation and monitoring the implementation of the Guardianship and Administration Act. 

Part B summarises the nature and level of services provided to individuals and families by the 

Office of the Public Advocate.   These services include advocacy, guardianship, investigation and 

education activities. 

The past year has seen a significant shift in policy thinking about how our community can best 

meet the needs of people who are vulnerable. Major reports have been delivered by the 

Productivity Commission in Aged Care and Disability Service provision, and the Commonwealth 

has committed to new investments in mental health reform. 

This shift has been the recognition of the need to move from a welfare-based to a rights-based 

approach in the areas of disability service provision, and adult protection.  Similar principles 

can also be applied to the rights-based recovery model used in mental health service provision, 

ÁÎÄ ÔÈÅ ÒÅÃÏÇÎÉÔÉÏÎ ÏÆ ÁÕÔÏÎÏÍÙ ÁÎÄ ȬÐÅÒÓÏÎÈÏÏÄȭ ÏÆ ÏÌÄÅÒ ÐÅÏÐÌÅ ×ÈÏ ÈÁÖÅ ÄÅÍÅÎÔÉÁȢ 

The traditional welfare-based approach is grounded on giving.  A welfare system will respond 

when it can, amongst its other priorities, and recipients should therefore be grateful for 

whatever they receive.    

In contrast, a rights-based system will respond every time.   A rights-based system is concerned 

about all people in the community who have a particular need ɂ not just those who happen to 

be in contact with a service1. 

Part A covers a range of topic issues in our role of reviewing programs and promoting rights.  

However, it is relevant to highlight five key areas that are separate but interrelated:  supported 

decision making; the development of modern, adult protection systems; reforming 

guardianship; developing deprivation of liberty protections; and providing supported 

accommodation to people who have high needs. 

The Office of the Public Advocate is in a unique position to consider these interrelationships, 

given its work with individuals receiving services across mental health care, disability support 

and aged care, in addition to having a mandate to promote rights and review programs. 

Improvements in each of these areas can work together to protect rights and deliver results for 

individuals.  They all act to reduce the need to place vulnerable people under guardianship.  

While guardianship can be essential for some people, and as a guardian of last resort we are 

proud of the work in the area of guardianship that we do, we are also charged with finding 

alternatives to guardianship. 

                                                           
1
 This dichotomy of welfare-based vs. rights-based models is summarised by Walsh (2011, p194) as applied to 

homelessness. 



 

Annual Report 2010ɀ2011 | Introduction  9 

 

The first of these key strategies is to routinely provide supported decision -making  assistance.  

Providing support with decision making is no different to providing support with other life 

skills.  If we do not have a supported decision-making program in the future, then there are 

likely to be two major negative outcomes.  The first is that a person who needs this support but 

does not get it, may make a decision that they might regret because they have not had help 

exploring options, considering consequences and avoiding impulsive decisions.  The second is 

that a person without support might then have a guardian unnecessarily appointed to make 

substitute decisions, as guardianship is generally available but supported decision making is 

not.  Unlike the United Kingdom, we do not have a legislated requirement that practicable steps 

be taken to support a person to make their own decisions, before it is concluded that a person 

cannot make a decision.  Our Office considers that we should have such a provision in our 

legislation.  Providing this support is not onerous or resource intensive because the actual 

support does not need to be delivered directly by services.   Instead, supported decision-making 

programs help a person to set up arrangements with chosen family or friends who then provide 

the decision support. 

The move to supported decision making is now driven by the requirements of Article 12 of the 

UN Convention on the Rights of Persons with Disabilities (UN Enable, 2008) but the values that 

underpin this are also those that were espoused when the Guardianship and Administration Act 

1993 was debated in parliament nearly 20 years ago ɂ ÅÖÅÎ ÔÈÏÕÇÈ ȬÓÕÐÐÏÒÔÅÄ ÄÅÃÉÓÉÏÎ 

ÍÁËÉÎÇȭ ÌÁÎÇÕÁÇÅ ÉÓ ÎÅ×Ȣ 

In South Australia, the Supported Decision Making Trial has been exploring a practical model of 

delivering such a service that could be considered for use in this State in the future.  The 

arguments for supported decision making were developed in our 2009 and 2010 annual 

reports.   Now, with actual direct experience of delivering a supported decision-making trial, it 

is possible to talk more tangibly about how such a service can be delivered, and the very nature 

of supported decision making.  This is described further in the next section of this Report, 

Promoting Rights: Supported Decision Making. 

The second rights-protection strategy is the provision of practical, effective, evidence-based 

adult protection models.  Just as the disability sector is moving from a welfare model to a 

rights model, adult protection services should be rights based.  In the absence of clear across-

government adult protection plans, guardianship can be asked to take on a welfare role beyond 

substitute decision making.  This can have limitations.  If a person at risk of abuse or neglect just 

needs practical social work assistance, and not a substitute decision maker, then it should not be 

necessary to lose decision-making rights through guardianship in order to get practical help.   

Adult protection responses link up the existing work of social services, health care, and justice 

to ensure that this practical help is delivered, and that people seeking help do not need to 

contact multiple agencies until they find the right one. 

 !ÄÕÌÔ ÐÒÏÔÅÃÔÉÏÎ ÉÓ ÅÖÅÒÙÂÏÄÙȭÓ ÒÅÓÐÏÎÓÉÂÉÌÉÔÙ ÁÎÄ ÅÁÃÈ ÓÅÒÖÉÃÅ ÃÁÎ ÈÁÖÅ Á ÄÅÆÉÎÅÄ ÒÏÌÅȢ  0ÒÏÍÐÔ 

social work visits, practical help and police assistance are all needed to respond to abuse and 

neglect.  There should also be a single telephone helpline that community members can call for 

advice for any adult protection matter, whether it involves a younger adult who has a disability 

or an elderly person who is vulnerable.  This single universal approach has advantages over the 

multiple response systems.  Multiple  ÓÙÓÔÅÍÓ ÔÈÁÔ ÄÅÐÅÎÄ ÏÎ Á ÐÅÒÓÏÎȭÓ ÁÇÅȟ ÔÈÅ ÎÁÔÕÒÅ ÏÆ Á 

disability, and the presence of mental incapacity and can lead to uncertainty and gaps, when 
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often people need similar forms of practical help to stay safe.  Best practice overseas is to focus 

ÏÎ ÔÈÅ ÎÅÅÄÓ ÏÆ ȬÖÕÌÎÅÒÁÂÌÅȭ ÁÄÕÌÔÓ ÁÎÄ ȬÁÔ ÒÉÓËȭ ÁÄÕÌÔÓ ×ÈÏ ÁÒÅ ÏÆÆÅÒÅÄ ÈÅÌÐȟ ÉÒÒÅÓÐÅÃÔÉÖÅ ÏÆ ÔÈÅ 

cause of their vulnerability.  A universal system , with clear agreements between local services 

as to who will do what, can help simplify the system, provide a practical service, and for some 

people, reduce reliance on guardianship. 

The case for such a model has been outlined in previous annual reports, but this year we can 

present with greater authority.  We were fortunate this year to coordinate a 6-month project 

funded through the Department for Families and Communities that defined the features of a 

practical rights-based system of protecting at-risk older adults.  These recommendations were 

developed in conjunction with key organisations with input from frontline providers in the 

sector and are discussed further in the section of this report on Reviewing Programs: Adult 

Protection.  We can say that the need for an across-government adult protection model is now 

widely supported by many in the aged care sector, and similar plans are also likely to be helpful 

for younger people.   

A third strategy that our Office puts forward is the reform of guardianship legislation.   There 

is a tension in our current Guardianship and Administration Act between rights-based and 

welfare-based objectives.  A rights-based model focuses the role of guardian on decision 

making.  A welfare view promotes a wider, more extensive view of a guardian as protector.  Our 

Office promotes the rights-based model.  Protection is important, but this can be provided 

through an evidence-based adult protection system as described above.  Guardianship is a 

component of this response but one that should not be overused or become the main 

intervention. 

Poorly defined legislation allows swings from narrow to wider welfare-based approaches.   A 

precise definition of a rights-based guardianship service that focuses on decision making can 

sharpen the role of guardianship. 

This suggested reform is consistent with the UN Convention on the Rights of Persons with 

Disabilities and current policy directions, but as discussed in the section of this Report 

Monitoring Legislation: Guardianship and Administration Act 1993, a rights-based approach also 

represents a return to common law principles about the decision-specific nature of mental 

capacity that have been in place for over 60 years.  The sentiments about limiting guardianship 

were expressed in parliament when the current Act was debated in 1993.  Because of the 

current ambiguity about the purpose of guardianship, we consider that the legislation needs to 

be amended to make clear statements of principle that there is a presumption of mental 

capacity, and that capacity is decision-specific, based on principles in the common law. Elements 

of this are already incorporated into the law in New South Wales and in the United Kingdom.  

Our Office has proposed such amendments previously, but now is a time of greater momentum 

for a debate.  As can be seen in Part II of this Report, the Office of the Public Advocate is 

experiencing a significant surge in appointments.  While some of this increase in demand is 

inevitable and reflects our increasing aged population, another factor reflects a swing by the 

Guardianship Board to a broader protective approach to making guardianship appointments.  A 

broader approach increases the risk of government processes intruding into the autonomy of 

individuals and the role of families.  This is why it is timely to reconsider a narrowing of 

guardianship but also updating adult protection plans that can provide people with practical 
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help and minimise the need for guardianship.  The Monitoring Legislation section presents these 

arguments in more detail. 

The fourth reform is a greater focus on protections against deprivation of liberty.  In each of 

the sectors that our Office deals with (disability, mental health and aged care), there are specific 

issues related to the restriction of the freedom of movement of people receiving treatment or 

care.  In the disability sector, we lack basic protections to prevent and limit the use of restrictive 

practices, protections that are now part of disability legislation in Victoria and Queensland, a 

matter reviewed in our 2010 Annual Report.  This year, with the Minister for Disabilities 

announcing a review of the Disability Services Act 1993, our State will see new legislation, which 

is very likely to incorporate restrictive practice protections.  More work is needed in aged care 

so as to provide legislative recognition that some elderly people in secure residential care 

facilities  are in fact detained and therefore require rights protection.  This could be provided 

through new provisions in the Aged Care Act 1997 without re lying on unwieldy and excessive 

guardianship detention provisions for large numbers of  residents.  With respect to mental 

health legislation, this Report reflects more on the threshold for making detention decisions 

under the Mental Health Act 2009, and how people under detention can be involved in decisions 

about their care.  These matters are discussed in the section of this report Promoting Rights: 

Deprivation of Liberty.   

The final part of this section considers the provision of supported accommodatio n, 

particularly for people who have high support needs.  This issue might seem conceptually 

different to the others mentioned above.  However, the provision of proper accommodation and 

support can significantly protect the health and welfare of vulnerable people.  The same person 

in a unit or home visited by a support worker may not need guardianship, yet if in unstable or 

unsuitable accommodation, it is likely that guardianship could be applied for because the care 

system does not have the capacity to provide what is required.  The section Promoting Rights: 

Supported Accommodation examines issues across different sectors.  Often the needs of clients 

of the Office of the Public Advocate do not fit easily into designated programs, and people can 

fall through gaps. 

The matters considered in this report significantly affect the lives of both service users, and 

family and friends who act as carers.  Current policy and service gaps leave carers to pick up an 

excessive burden of care which can be unsustainable. 
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General Functions of the Public Advocate 
Including Program Review, Analysing Unmet Need, Promoting Rights and 
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Reviewing Programs and Identifying 
Unmet Need   
Disability Services 
 

Guardianship and Administration Act 1993 

Section 21 (1) The functions of the Public Advocate areɂ 

 (a) to keep under review, within both the public and the private sector, all 

programmes designed to meet the needs of mentally incapacitated persons; 

 (b) to identify any areas of unmet needs, or inappropriately met needs, of 

mentally incapacitated persons and to recommend to the Minister the 

development of programmes for meeting those needs or the improvement 

of existing programmes; 

 

 

Introduction  
In July 2011, The Assistant Treasurer,  the Hon. Bill Shorten tabled the Productivity 

#ÏÍÍÉÓÓÉÏÎȭÓ  ÆÉÎÁÌ ÒÅÐÏÒÔ ÉÎÔÏ $ÉÓÁÂÉÌÉÔÙ #ÁÒÅ ÁÎÄ 3ÕÐÐÏÒÔ  ɉ0ÒÏÄÕÃÔÉÖÉÔÙ #ÏÍÍÉÓÓÉÏÎ ςπρρɊȢ 

The report recommended a new scheme, the National Disability Insurance Scheme, to fund long- 

term high quality care for people with disabilities.  A single National Disability Insurance Agency 

would oversee the scheme.  It would provide certainty of funding based on need, and would 

have common eligibility criteria (Productivity Commission, 2011). 

The Commonwealth Government has welcomed the report, and it is expected that Australia 

could have an operational scheme by 2017. 

)Î ÔÈÉÓ ÃÏÎÔÅØÔȟ 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁ ×ÉÌÌ ÎÅÅÄ ÔÏ ÐÒÅÐÁÒÅ ÆÏÒ ÔÈÅ ÓÃÈÅÍÅȭÓ ÃÏÍÍÅÎÃÅÍÅÎÔȟ ÂÕÔ ÁÌÓÏ 

solve problems in the interim. 

While there have been some positive developments with increased funding for disability 

services in South Australia, in 2010ɀ2011 major gaps remained.  Many are so fundamental that 

they need to be addressed now rather than waiting for the insurance scheme to commence over 

the next five years. 
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Past observations and recommendations  
 

2009 OPA Annual Report  

ǒ Access block:  4ÈÅ ςππω #ÏÍÍÏÎ×ÅÁÌÔÈ 'ÏÖÅÒÎÍÅÎÔȬÓ .ÁÔÉÏÎÁÌ $ÉÓÁÂÉÌÉÔÙ 3ÔÒÁÔÅÇÙ 

#ÏÎÓÕÌÔÁÔÉÏÎ 2ÅÐÏÒÔ  Ȱ3ÈÕÔ /ÕÔȱ ÐÁÉÎÔÅÄ Á ÐÉÃÔÕÒÅ ÏÆ ÌÉÍÉÔÅÄ ÁÃÃÅÓÓ ÔÏ ÓÅÒÖÉÃÅÓ ÆÒÏÍ Á 

disabiliÔÙ ÓÙÓÔÅÍ ÔÈÁÔ ÉÓ ȰȢȢȢÃÈÒÏÎÉÃÁÌÌÙ ÕÎÄÅÒ-funded, under-resourced, crisis driven, 

ÓÔÒÕÇÇÌÉÎÇ ÁÇÁÉÎÓÔ Á ÖÁÓÔ ÔÉÄÅ ÏÆ ÄÅÍÁÎÄȢȱ 

ǒ More people receiving services but with less funding: With just over 40% of the 

population who might require a specialist disability service receiving one in South 

Australia, our State performs better at providing access to specialist disability services 

than any other state except Victoria. 

However, South Australia also had the lowest per capita funding. Attempting to serve 

more users with an average total financial allocation means there is less funding 

available per service user. 

ǒ People who have an intellectual disability are often assessed as requiring a service, but 

there is a gap in the level of service funded compared to what is required. 

ǒ People with a brain injury can experience delays accessing a service after an injury, 

with uncertainty in meeting eligibility criteria at times, such as whether a disability is 

ȰÐÅÒÍÁÎÅÎÔ ÏÒ ÌÉËÅÌÙ ÔÏ ÂÅ ÐÅÒÍÁÎÅÎÔȢȱ 

ǒ Disability services have struggled to meet the increased demand by children and young 

adults with autism spectrum disorder.  The Coroner had recommended the 

ÄÅÖÅÌÏÐÍÅÎÔ ÏÆ Á ÍÏÄÅÌ ÆÏÒ ÓÅÒÖÉÃÅ ÄÅÌÉÖÅÒÙ ÆÏÒ ÙÏÕÎÇ ÐÅÏÐÌÅ ×ÉÔÈ !ÓÐÅÒÇÅÒȭÓȢ 

ǒ A shift is required from a welfare-based model to a rights -based model.  This would 

need law reform of the Disability Services Act 1993 and the Guardianship and 

Administration Act 1993 to meet the requirements of the UN Convention. 

ǒ A new Disability Act could legislate for individualised funding, eligibility for services, 

an appeal mechanism and provide for the quality and safety of services including a 

senior professional role to drive Standards. 
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2010 OPA Annual Report  

ǒ The previous service-access pattern was unchanged.  Graphing disability services 

unmet n eed data demonstrated an ongoing increase in the total number of clients on 

the unmet need list and on the Category 1 list. 

ǒ New legislation should have detailed and specific provisions. The role of rights-

based disability legislation was further explored (OPA 2010, p. 20).  Such legislation 

should allow parliament to stipulate critical details of service design (rather than leave 

this to departmental policy, which may not carry the same weight). 

ǒ Ten potential elements of rights -based disability legislation were listed including: 

a restatement of rights of disabled persons, a statement on access to services, definition 

of eligibility, the provision of assessments for people who might be eligible for a service 

and appeal processes if a person is considered ineligible. For those receiving services, 

legislation could define a requirement that a support plan is developed for each client 

and items on that plan are delivered, and require consumer and carer participation in all 

aspects of care.  Legislation would also define safety and quality obligations of service 

providers, provide a framework for self-managed funding, and define expectations 

across government departments to ensure the ready availability of the full range of 

government services for people who have a disability. 

ǒ A further detailed review of restrictive practices , supported the 2009 recommendation 

that this should be legislated in the Disability Act, and that an Office of the  Senior 

Practitioner , an independent disability professional ɂ most likely a psychologist with 

specific skills ɂ be charged with preventing the use of restrictive practices where 

possible.   

ǒ The 2010 merger of state government aged care and disability policy 

development and service provision was noted:   Our Office was reassured that 

existing specialist disability and domiciliary care teams will continue to operate, and 

that only the initial referral response will be merged. 

ǒ Concern regarding the proposed use of the D -START computer-based assessment 

tools: - Systems that determine access to services and influence levels of funding should 

be transparent and open to scrutiny.  A high level of vigilance is required in monitoring 

the scoring systems in such tools, so they do not end up creating de facto policy settings.  

We all need to kno× ×ÈÁÔ ÉÓ ȬÕÎÄÅÒ ÔÈÅ ÂÏÎÎÅÔȭ ÏÆ ÃÒÉÔÉÃÁÌ ÓÏÆÔ×ÁÒÅȢ  
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Update on service use and unmet need  
0ÒÅÖÉÏÕÓ ÐÁÔÔÅÒÎÓ ÒÅÍÁÉÎ ÕÎÃÈÁÎÇÅÄȢ  4ÈÅ 0ÒÏÄÕÃÔÉÖÉÔÙ #ÏÍÍÉÓÓÉÏÎȭÓ ɉςπρρb) latest report 

describes services in 2008ɀ2009.   That year, South Australia along with Victoria had the highest 

rate of access to government-funded specialist disability services. Figure A1 demonstrates that 

50% of the potential number of users accessed a service. (The potential users are those people 

who have a severe or profound activity limitation due to their disability). 

 

  

Figure A1:  Users of CSTDA funded services as a proportion of the estimated potential population 

(Reproduction of Figure 14.5, Productivity Commission, 2011 b) 

The corollary statistic, of less funding per user, is also similar.  Government expenditure per 

user is still reported to be lower in South Australia than in other states.   

 

Figure A2. Estimated annual government expenditure per user of CSTDA State and Territory 

Administered Services (Reproduction of Figure 14.30 of the Productivity Commission (2011))  



 

Annual Report 2010ɀ2011 | Disability Services 17 

 

The 2008ɀ2009 data published this year reported that there were 20,145 people receiving 

South Australian government-funded or government-provided disability services, an increase 

from 19,350 people the previous year.   

 

Unmet need data  

As a result of requests from community-based disability advocates, South Australia has been 

releasing unmet need data on a 6-monthly basis.   

The Disability Services categorise unmet need according to the type of service required and the 

urgency of the need. 

With respect to urgency, there are four groups.  These are:  

Category 1 ɂ Critical (homeless/immediate and high risk to harm to self or others); 

Category 2 ɂ Evident (risk of harm to self or others/ risk of homelessness); 

Category 3 ɂ Potential (deteriorating health and/or ability of a consumer or carer), and 

Category 4 ɂ Desirable (enhancement of quality of life). 

Categories of service described include: Supported Accommodation ɂthis comprises clients who 

are referred to the Accommodation Placement Panel; Personal Support ɂ it describes clients 

requiring up to 50 hours per week maximum in home support.  If the number of hours is greater 

than this, the need is considered to be for supported accommodation; Respite; Community Access 

ɂ includes day options (daytime activity), learning and life skills development, recreation and 

community access; and Community Supportɂ includes a range of therapies and interventions. 

Figure A3 charts unmet need over time for all four categories of service.  There has been no 

substantial reduction in overall unmet need, with a total of 2504 clients on the overall unmet 

need list. 

Figure A4 demonstrates a concerning increase in the Category 1 unmet needs list.  There are 

888 clients on this list, 454 waiting for supported accommodation, up from 368 people the year 

before.  Issues concerning supported accommodation are discussed on the next page.   
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Figure A3. Increase in unmet need list November 2008 to August 2011.  For clients in all 

categories.  

 

 

Figure A4. Increase in unmet need list November 2008 to August 2011.  For clients in Category 1.  
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The waiting lists for different services can have a cumulative effect on each other.  A person 

waiting for supported accommodation may sit in a respite place, decreasing the availability of 

ÒÅÓÐÉÔÅȢ  ! ÌÁÃË ÏÆ ÐÅÒÓÏÎÁÌ ÓÕÐÐÏÒÔ ÓÅÒÖÉÃÅÓ ÁÎÄ ÒÅÈÁÂÉÌÉÔÁÔÉÏÎ ÍÁÙ ÌÅÁÄ ÔÏ Á ÐÅÒÓÏÎȭÓ ÓÉÔÕÁÔÉÏÎ 

deteriorating, so a higher level of care is needed than may otherwise have been required. 

The situation in South Australia, similar to the rest of the country, has become crisis driven. 

It is not uncommon for our Office to become involved at these crisis times.  Advocacy cases then 

are presented to disability services.  The whole process can set up a pattern of helplessness, as 

the focus ÏÆ ÁÒÇÕÉÎÇ ÔÈÅ ÃÁÓÅ ÆÏÒ Á ÓÅÒÖÉÃÅ ÉÓ ÏÎ Á ÐÅÒÓÏÎȭÓ ÐÒÏÂÌÅÍÓȟ ÐÅÒÓÏÎÁÌ ÄÉÓÔÒÅÓÓȟ ÒÉÓË ÔÏ 

self (or risk to others) rather than their goals and strengths.  While the problems may seem to  

belong to the person with a disability, they mostly rest with the disability system itself and its 

inability to respond to the basic needs of clients.  If basic needs such as support hours and 

accommodation are provided for, the issues can quickly move from risk containment to a more 

productive focus on opportunity and goals. 

The well recognised challenge is to respond to the needs of people who are currently in crisis 

and then refocus service delivery to deal with their future needs before they become more 

severe.   Individualised funding is a key policy solution.  Because resources are allocated based 

on need, the individualised funding mechanism will ensure that there is sufficient support 

offered when a crisis does arise, but it will also ensure that sufficient assistance is funded at the 

earliest opportunities, allowing proper early intervention.  This should then reduce the 

potential for future crises.  

Increased funding for services in South Australia  

When publishing unmet need reports, the Department for Families and Communities also 

provides a summary of new funding allocations to address this need.  Recent measures listed in 

the December 2010 report included a $31m boost in funding over four years in 2009 directed at 

respite and home support, and $70.9m over four years committed in the 2010ɀ2011 budget 

(Department for Families and Communities, 2010).  The August 2011 report noted a further 

$56m over four years allocated in the 2011ɀ2012 state budget to be spent in early intervention, 

accommodation support, respite and day options, disability equipment, and funding for the 

Strathmont devolution (Department for Families and Communities, 2011).  Government 

spending on disability was $261.3m in 2009ɀ2010 (Department for Families and Communities, 

2010). 

It would seem that without this extra investment, the situation faced in South Australia would 

be significantly worse.  This investment is commended and acknowledged, but the investment 

has been insufficient to meet the demand by people affected by unmet need. 
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Tackling the Category 1 Waiting List  

It is a positive action that our State transparently reports this list, but as it is released year after 

year, there is a risk that we will come to accept this figure and to be desensitised to the number 

of people urgently in need of accommodation. 

The relentless growth in unmet need, in particular for those people whose situation is 

considered critical by virtue of homelessness or risk to self or others, is a major concern.  If 

there were just one or two people on the Category 1 list ɂ people at risk ɂ immediate action 

would be expected.  For example, for those in need of supported accommodation, housing with 

support would be immediately found.  However, because there are 454 people on the list, there 

is a collective desensitisation to the problem, although the problem is identical but affecting 

more people.  The same issue applies for people on the Category 1 list for other services. 

When should the needs of people in Category 1 waiting list be met?  The answer is: Tomorrow.  

Every day that goes on with people on this list in critical need is a day too long.  The critical 

nature of the Category 1 definition itself indicates why there is an urgent need to respond.   

In terms of policy, our Office would suggest that it is not appropriate to set a reduction target for 

the Category 1 list.   The only acceptable target is zero.  A strategy that plans to leave any person 

in a critical state of need should not be countenanced. 

Without a response to critical need, there is always a cost ɂ both personal and financial.   

The personal costs are obvious.  The person with disability is deprived of a life worth living, 

struggling to exist day by day.  For those at risk of self-harm or harm to others, the level of their 

personal distress is self-evident.  While therapies and treatments have a role, the simple 

provision of housing, support, and meaningful activity will calm distress and create safety.    

In other situations, the cost is borne by carers ɂ often fatigued, depressed and physically 

unwell through providing years of personal care services at impossible levels. 

4ÈÅ ÆÉÎÁÎÃÉÁÌ ÃÏÓÔ ÃÁÎ ÂÅ Á ÄÉÒÅÃÔ ÃÏÓÔ ÔÏ ÇÏÖÅÒÎÍÅÎÔ ÂÕÔ ÏÎ Á ÄÉÆÆÅÒÅÎÔ ÄÅÐÁÒÔÍÅÎÔȭÓ ÂÕÄÇÅÔȢ  

The examples of people waiting in acute hospital beds are familiar, but people with a disability 

and problems with behaviour control ɂ the peopÌÅ ÉÎ ÔÈÅ ȰÒÉÓË ÔÏ ÏÔÈÅÒÓȱ ÇÒÏÕÐ ɂ may also end 

up in the criminal justice system, when this might be prevented by the prior provisions of 

support services and a behaviour management plan.  The role of a separate Disability Justice 

Strategy is discussed elsewhere in this Report, but providing essential support services, assisted 

by professional assessment and advice, is a strategy in itself to keep people out of trouble.  

We need to know more about what happens to people on this waiting list.  There are usually 

more data available for people who are receiving a service than for people waiting for one.  For 

example, an incident management system can be used to track critical incidents for people in 

receipt of services.  We do not have a similar system to report critical incidents for people on the 

waiting list  although it is acknowledged that many people on the Category 1 list will be known 

to disability services, and will be receiving some type of intervention, but one that is insufficient 

for their needs.   

While more data are needed on the outcomes for people on the waiting list, the best solution is 

to deliver a service.   Given the choice, it is better to provide a basic service, rather than invest 

resources in monitoring how badly people are doing without a service. 
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Individualised Funding  

South Australia is moving towards individualised funding.  The parameters of a new scheme will 

be critical to its success  and to the potential benefits experienced by people using it. 

Some of the key advantages of individualised funding include an individual assessment of need, 

and allocation of funding to meet that need.  A person will know exactly how much their care is 

costing.   

Although the differences between individualised and self-managed funding can be debated, the 

two do not automatically go together.  For example, a person may have an individualised 

budget, but elect not to self-manage it.  In South Australia, there has been a self-managed 

funding trial under way, which is an excellent initiative of Disability Services.  The trial will be 

independently evaluated.   Already this Office is aware of many positive stories coming from the 

trial.  This is because people with a disability and their family have a choice as to which services 

are purchased and from whom.  Yet, while this funding is self-managed, it is technically not 

individualised.  The amount that people have been given to self-manage is the historical amount 

that was allocated to the person in the old system.  It is what the person was getting, rather than 

an amount linked to an assessment of what the person needs.  In this Phase I Self-managed 

Funding Trial, not only is the amount calculated from the historical allocation, the amount 

provided is only part of the individuals budget because block funded services (such as 

accommodation services) and case management are not part of the trial.  In future phases they 

will be.   

It would be a useful exercise to develop a policy analysis template to rate any proposed 

individualised funding scheme against the features of a best-practice scheme as described in the 

literature.  At this point, we have not undertaken this exercise.  In South Australia, we have 

ready access to the Julia Farr Association based in Adelaide, which is leading the thinking about 

individuali sed funding in this country, and can evaluate the strengths and benefits of proposed 

schemes. 

However, it is still appropriate for our Office to offer a basic list of attributes that might be used 

ÁÓ Á ÃÈÅÃËÌÉÓÔ ×ÈÅÎ ÔÈÅ ÐÌÁÎÓ ÆÏÒ 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁȭÓ ÎÅØÔ ÐÈase of individualised funding are 

announced.  The list of positive attributes includes:  

(1)  Allocated funding is matched to need 

(2)  Need is assessed transparently 

(3)  The scheme supports genuine autonomy and personal decision making 

(4)  There is access to consumer protection mechanisms and quality safeguards 

(5)  Access to services provided by other government departments that are not part of the 

individualised funding arrangement, is improved or maximised 

(6)  Where possible services delivered by other government departments will be incorporated 

into the scheme 

(7)  There is effective participation of people with a disability and their families in the 

oversight of the scheme 



  

22 Disability Services | OPA Annual Report 2010ɀ2011 

 

(8)  The individualised funding permits self-management of the individualised fund if a 

consumer or carer wishes to do so 

(9)  There is effective training and workforce development so that staff are available to be 

employed by people with disability 

(10)  An individualised funding policy allows charities to allocate support on similar principles 

if they wish to do so 

(11)  The scheme has provisions for access to services by Aboriginal and Torres Strait Islander 

people 

(12)  Education about using the scheme is provided to their peers by  workers who have a 

disability or are carers. 

A number of these points will be further elaborated on. 

A key purpose of individualised funding is to provide sufficient funding to match need.  The 

allocation of funds has to be truly individualised.  For example, it might be possible to use 

financial computing programs to allocate current costs to individual users.  Equipment costs, 

staff salaries and accommodation costs could all be added together, and a financial statement 

printed.  While this may be the ÉÎÄÉÖÉÄÕÁÌȭÓ budget, it is not an individualised budget because it is 

a report of current funding only.  It may, however, be useful after a true individualised budget 

has been determined based on need, to calculate the actual costs incurred using traditional 

funding.  This can be a double check of the accuracy of the need-based calculation.   

Access to services funded by other departments needs to be carefully monitored.  Ideally, 

money spent by different departments could be pooled into the individualised funding scheme.  

For example, a child may receive disability-related services at school through the Education 

Department and at home, through disability services.  Similar types of therapy and 

rehabilitation may be provided through both sets of funding.  If money is pooled, then parents 

could decide when, where and from whom services are received.    

If funding is not pooled across departments, it will be critical that some departments do not 

expect a person with a disability to use their individualised funds to purchase services that 

might otherwise have been delivered for free by another department.   Allied health services are 

a good example of this, because at times very similar services can be delivered by health 

professionals working in either the health or disability sectors.  Both Medicare and state 

services have an obligation to provide health care for all people.  In recent years, there has been 

improved access to allied health services for Medicare.  Children and adults with a disability can 

also receive services from allied health staff at hospitals ɂ from speech pathologists, 

physiotherapists, occupational therapists, psychologists or social workers.  Care needs to be 

taken to ensure that access to these services remains;  otherwise, a disability-funded 

individualised budget could be used up quickly by incurring extra costs in paying for additional 

services that were previously provided for free. 

Individualised budget holders could be at great risk of cost shifting by other agencies in such 

situations, particularly as their budget is set.  

Care will need to be taken to avoid profiteering.  While anecdotal reports from the initial trial 

show the opposite ɂ people report buying more with the same dollar amount than the 
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government could ɂ it is also possible that people may be charged a higher cost.  For example, 

many health providers charge a higher fee for service when a compensation authority is paying 

for services rather than Medicare.  It will be important that self-managed disability fund holders 

are not charged the high rate. 

 In any program that involves self-management, there will be a need to educate participants, and 

give advice to people about potential options.  Unfortunately, there is a risk that self-managed 

funding could spawn a new industry for advisers, brokers or consultants, who coordinate 

packages and help people spend their money.   

This is where peer workers as educators and advisers could come in.  Already, users of self-

managed funding have accumulated significant experience in how to make choices and engage 

services.  There is no reason why people personally experienced in self-managed funding, could 

not occupy paid positions to advise and assist others.   While peer workers would also be 

trained in the details of individualised and self-managed funding, these workers would deliver 

an extra benefit because they have experienced self-managed funding, and know first-hand how 

it can deliver choice and power.   
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Services for people who are diagnosed with autism spectrum disorders  
This year, the Office of the Public Advocate put forward the proposition to the Government that 

South Australia requires a State Autism Plan to meet the needs of children and adults who are 

diagnosed with an Autism Spectrum Disorder (ASD).   This spectrum includes Autistic Disorder 

ÁÎÄ !ÓÐÅÒÇÅÒȭÓ 3ÙÎÄÒÏÍÅȢ  !ÕÔÉÓÔÉÃ $ÉÓÏÒÄÅÒ ÐÒÅÓÅÎÔÓ ×ÉÔÈ ÉÍÐÁÉÒÅÄ ÓÏÃÉÁÌ ÉÎÔÅÒÁÃÔÉÏÎÓȟ 

communication, and restricted or stereotypical patterns of behaviour and interests.  It is usually 

ÉÄÅÎÔÉÆÉÅÄ ÂÅÆÏÒÅ ÔÈÅ ÁÇÅ ÏÆ ÔÈÒÅÅȢ  (Ï×ÅÖÅÒȟ !ÓÐÅÒÇÅÒȭÓ 3ÙÎÄÒÏÍÅ ÍÁÙ ÂÅ ÉÄÅÎÔÉÆÉÅÄ ÌÁÔÅ ÁÓ ÅÁÒÌÙ 

language and cognitive development are preserved and impairments in socialisation and 

restricted interests are observed later (Volkmar et al., 2009).  

Increasingly, young adults are diagnosed for the first time with an Autism Spectrum Disorder, 

and adult services can lack specific skills to respond.  Systems are stretched because of a greater 

incidence of autism, and better recognition leading to greater service demand.   At least 1 in 160 

children are likely to experience an ASD (Autism Advisory Board, 2007).    

Much of the disability reform work in coming years will be in implementing generic reform to 

the disability sector as a whole.  A State Autism Plan can elaborate on how the specific needs of 

people who live with autism can be met within a broader disability strategy.  An autism plan 

would sit under the main disability plan.  An across- government plan to assist people with 

Autism Spectrum Disorders could link services in education, disability, health, mental health 

and justice, and help eliminate current gaps and anomalies. 

Why a plan is needed 

Children with autism need early diagnosis and then effective interventions, at all ages.  Adults 

similarly need specialist services rather than generic support.  The level of service an adult 

requires is likely to be greater if that person has missed out on early intervention and therapy 

as a child.  A plan can provide for the needs of all age groups, but ensure early intervention, 

because this is likely to prevent even more problems when a person is older.  

There have been positive developments in the expansion of services in recent years, but the 

sector has developed in a piecemeal way resulting in  duplication and gaps.  For adults in 

particular, one-off packages of care are provided, designed for individuals when a predictable 

service response could be more effective and efficient. 

What a plan could address 

A key element will be access to education options.  Children require skilled input to assist in 

developing communication skills, social skills and to focus on learning.  There is debate in the 

community about how this can be best achieved through autism-specific vs. mainstream 

education settings.  However, it is reasonable to conclude that children will need  access at times 

to autism-specific education units where staff have the specialist skills to assist with 

communication, learning, social skills and behaviour, as well as students spending time in 

mainstream classes where possible.  All children with ASD need access to the specific choices for 

them. 

A plan could bring together existing initiatives, ensure that the gaps are recognised, and target 

new investment to those gaps.  It is worthwhile reviewing some of the State and Commonwealth 

measures currently in place.  
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Services of school age children who have a diagnosis of an ASD 

For school children, the education system is often their key disability service provider.  In early 

2010, there were 20 special education units for children with a disability, 16 special schools and 

110 special classes.  The Government announced six additional special education units, two to 

be autism-specific at The Heights School and Blackwood, an expansion of the Big Buddy Scheme 

and additional funding for assessment and early intervention.    

4ÈÅ #ÏÍÍÏÎ×ÅÁÌÔÈ ÈÁÓ Á Ȭ(ÅÌÐÉÎÇ #ÈÉÌÄÒÅÎ ×ÉÔÈ !ÕÔÉÓÍȭ ÐÒÏÇÒÁÍ ÔÈÁÔ ÆÕÎÄÓ ÁÕÔÉÓÍ ÁÄÖÉÓÏÒÓ 

and early intervention services as well as playgroups and family workshops (Department of 

Families, Housing, Community Services and Indigenous Affairs, 2011).  Through an autism 

advisor, a family of a child aged up to 6 years who has had a diagnosis of autism, can access 

$12,000 of funding for early intervention services.  

The Department of Health and Ageing through  Medicare will fund  specific payment items for 

paediatricians, psychiatrists, psychologists, speech pathologists, and occupational therapists 

who see children up to the age of 13 for assessment, individual planning and therapy, although 

the number of sessions may be limited.   

All of these initiatives at a State and Commonwealth level are positive developments; however, 

in the absence of an overall plan, gaps emerge.  The Commonwealth initiatives have great 

ÐÏÔÅÎÔÉÁÌ ÁÓ ÔÈÅÙ ×ÉÌÌ ÁÓÓÉÓÔ ÁÌÌ ÐÅÏÐÌÅ ×ÈÏ ÁÒÅ ÅÌÉÇÉÂÌÅ ÁÎÄ ÓÅÅË ÔÈÅ ÆÕÎÄÉÎÇȢ  4ÈÉÓ ÉÓ Á ȬÒÉÇÈÔÓ-

ÂÁÓÅÄȭ ÒÅÓÐÏÎÓÅȢ  4ÈÅÒÅ ÉÓ ÎÏ ÃÁÐ ÏÎ ÔÈÅ ÎÕÍÂÅÒ ÏÆ ÐÌÁÃÅÓȢ  (Ï×ÅÖÅÒȟ ×Å ÈÅÁÒ ÆÒÏÍ ÐÒÏÖÉÄÅÒÓ 

and parents that the maximum age cut-ÏÆÆ ÃÒÅÁÔÅÓ ÐÒÏÂÌÅÍÓ ÆÏÒ ÃÈÉÌÄÒÅÎ ×ÉÔÈ !ÓÐÅÒÇÅÒȭÓ 

Syndrome taking advantage of this funding.  While children with an Autistic Disorder are 

commonly identified before the age of three, and therefore are able to take advantage of the 

#ÏÍÍÏÎ×ÅÁÌÔÈȭÓ ÅÁÒÌÙ ÉÎÔÅÒÖÅÎÔÉÏÎ ÐÁÃËÁÇÅ ×ÈÉÃÈ ÁÐÐÌÉÅÓ ÔÏ ÔÈÅ ÁÇÅ ÏÆ φȟ ÔÈÅÒÅ ÁÒÅ ÍÁÎÙ ÃÁÓÅÓ 

ÏÆ ÃÈÉÌÄÒÅÎ ×ÉÔÈ !ÓÐÅÒÇÅÒȭÓ 3ÙÎÄÒÏÍÅ ×ÈÏ ÁÒÅ ÏÎÌÙ ÉÄÅÎÔÉÆÉÅÄ ÆÒÏÍ ÁÇÅ χ ÏÎ×ÁÒÄÓ ɂ in Grade 1 

or 2 ɂ which is after the arbitrary cut-off age for the $12,000 funding. 

However, the State response is limited, particularly in relation to access to autism-specific 

education places.  At school, parents report significant gaps.  Children who have autism often 

require intensive, highly structured intervention so that they can focus on learning.  A low 

studentɀteacher ratio is essential, and specific teaching and therapy skills are needed to develop 

ÃÈÉÌÄÒÅÎȭÓ ÌÁÎÇÕÁÇÅ ÁÎÄ ÓÏÃÉÁÌ ÓËÉÌÌÓȟ ÁÎÄ ÔÏ ÍÁÎÁÇÅ ÂÅÈÁÖÉÏÕÒÁÌ ÐÒÏÂÌÅÍÓȢ 

We hear reports of children with autism grouped with students who have other disabilities and 

very different learning needs.  This can be a problem for a student with an ASD who could miss 

out on the intensive skilled interventions required, and a problem for other students if 

behavioural problems are not skilfully managed. 

Therapy and support are also required in mainstream settings.  Unsupported students may also 

be subject to bullying, as well as getting into trouble themselves and behavioural outbursts can 

occur if frustrations are not skilfully managed. 

Students with a recognised disability receive additional funding from the Education 

Department, which may then be used by the school to purchase time for school services officers 

to work with the students.   What we are told is that decisions about how this funding is used 

are made by the school.  The school may have its own strategies to combine funding and to 

group students together, but if the parents had a choice as to how this additional disability-
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linked funding was spent on their child, it is likely that they would be making different choices, 

focusing on autism-specific interventions. 

For example, the parents of a child who receives some community funding through Disability 

Services, as well as Education Department funding at school, should be able to pool the total 

funds and spend them where the intervention might be the most effective. A parent might 

decide to forego some support at home to increase 1:1 hours at school, or may opt to use 

education dollars to fund extra tuition or rehabilitation outside of school hours. 

Limitations extend to the number of specialist skilled staff who visit students diagnosed with an 

ASD.  In early 2011, Autism SA received funding for 15 staff to support 3664 students on their 

caseload.  This limits the number of visits and hours of support that each child can receive. 

An autism plan can address the educational requirements for children with autism spectrum 

disorders.  A solution needs to be compatible with both reforms in disability policy, which 

would emphasise giving parents greater choice and control on how funds are spent, and 

education policy.  Inevitably, autism-specific program places will need to expand as an 

alternative to placing children with autism in settings with children who have other disabilities 

and different needs.  In mainstream classes, both children and their teachers will need to 

receive more hours of support from specialist skilled staff.   

Services for adults who have a diagnosis of an ASD 

For adults, the service gaps have been well documented; in particular, for young adults with 

autism and behaviour problems.  The ongoing need for services for people who have autism are 

now predictable, although a number of years ago the increasing prevalence of this condition 

caught health and disability planners by surprise.   People who have significant behavioural 

problems continue to miss out.   

In fact, these adults have missed out twice.  They missed out the first time when as children, 

early intervention was not delivered either through lack of diagnosis, or if a diagnosis was made 

through underservicing.  Then as adults with high needs, they can miss out on services until 

their need is recognised as critical.  Our system relies on one-off ad hoc arrangements, which in 

recent years have been funded through the Exceptional Needs Unit. Although our Office is 

pleased when clients receive this funding for their care, it would still be preferable if there was a 

planned response.  The needs of this group can no longer be considered exceptional, but rather, 

are quite predicable.    

Coroner Mark Johns (Coroner, 2008) in his inquest findings on the tragic loss of the life of a 

young man recommended the implementation of a model of intervention for young people with 

!ÓÐÅÒÇÅÒȭÓȢ  (Å ÎÏÔÅÄ ÔÈÁÔ ÁÄ ÈÏÃ ÁÒÒÁÎÇÅÍÅÎÔÓ Ãould be both expensive and unsuccessful, and 

that with such arrangements it is not possible for staff to build up experience or acquire the 

specific expertise. 

The Government, in responding to these recommendations in 2009, noted the establishment of 

a new Exceptional Needs Executive Committee, the establishment of a new service model for 

supported accommodation transition, and examples of the establishment of group homes, 

amongst other initiatives (Department for Families and Communities, 2009).   Some of the work 

ÉÓ ÐÏÓÉÔÉÖÅȟ ÁÓ ×Å ÈÁÖÅ ÈÅÁÒÄ ÏÆ ÙÏÕÎÇ ÐÅÏÐÌÅ ÁÇÅÄ ÌÅÓÓ ÔÈÁÎ ρψ ÙÅÁÒÓ ×ÉÔÈ !ÓÐÅÒÇÅÒȭÓ 3ÙÎÄÒÏÍÅ 

who will be offered specialist supported accommodation that they will retain when then reach 
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adulthood.  However, even though there are now some limited new opportunities, a system- 

wide response is not in place.  Programs are still developed for individuals with high 

ÂÅÈÁÖÉÏÕÒÁÌ ÎÅÅÄÓ ÏÎ ÁÎ ÁÄ ÈÏÃ ÂÁÓÉÓȢ  !Î ÁÕÔÉÓÍ ÐÌÁÎ ÃÏÕÌÄ ÅÎÓÕÒÅ ÔÈÁÔ ÔÈÅ #ÏÒÏÎÅÒȭÓ 

recommendation is addressed.    

This Office has been aware of work to further develop responses, but we suggest an autism plan 

would provide a catalyst to address urgent needs that might otherwise take years to do.  

5ÎÓÕÐÐÏÒÔÅÄ ÁÄÕÌÔÓ ×ÉÔÈ !ÓÐÅÒÇÅÒȭÓ 3ÙÎÄÒÏÍÅ ÃÁÎ ÁÌÓÏ ÅÎÄ ÕÐ ÂÅÆÏÒÅ ÔÈÅ ÃÏÕÒÔÓȢ )Æ 

incarcerated, a young person with an Autism Spectrum Disorder usually has difficulties 

managing relationships with other prisoners and can be at risk of assault or exploitation. 

,ÅÁÒÎÉÎÇ ÆÒÏÍ ÔÈÅ 5ÎÉÔÅÄ +ÉÎÇÄÏÍȭÓ !ÕÔÉÓÍ !ÃÔ φττύ 

The Autism Act is the first example in the United Kingdom of legislation specific to a disability.  

Our Office is not proposing that there should be a new Autism Act for South Australia at this 

time, as there is already substantial law reform planned for a new Disability Services Act.  

However, the development of the Autism Act in the UK illustrates the need for a high-level 

policy solution to meet the needs of people who have autism, whether it be defined by 

legislation, or an across-government administrative policy as is being suggested for South 

Australia in this Annual Report.  Also, the UK Autism Act focused on gaps in service provision in 

adult autism only, and did not consider a strategy that includes children and adolescents. 

The Autism Act 2009 required the UK Government to develop an Adult Autism Strategy by 1 

April 2010, and that the Secretary of State for Health issue statutory guidance for local 

ÁÕÔÈÏÒÉÔÉÅÓȢ   4ÈÅ ÓÔÒÁÔÅÇÙ Ȱ&ÕÌÆÉÌÌÉÎÇ ÁÎÄ ÒÅ×ÁÒÄÉÎÇ ÌÉÖÅÓȡ ÔÈÅ ÓÔÒÁÔÅÇÙ ÆÏÒ ÁÄÕÌÔÓ ×ÉÔÈ ÁÕÔÉÓÍ ÉÎ 

%ÎÇÌÁÎÄȱ ×ÁÓ ÒÅÌÅÁÓÅÄ ÏÎ ÔÈÅ σ -ÁÒÃÈ ςπρ0.   The vision of the strategy is that:   

All adults with autism are able to live fulfilling and rewarding lives within a 

society that accepts and understands them. They can get a diagnosis and access 

support if they need it, and they can depend on mainstream public services to 

treat them fairly as individuals, helping them make the most of their talents 

(Department of Health, 2010a). 

The vision is grounded in an equality and human rights approach.  It focuses on five key areas: 

increasing awareness and understanding of autism; developing a clear and consistent pathway 

for diagnosis; improving access to the services and support people need to live independently 

within the community; employment; and enabling local partners to develop relevant services to 

meet the identified needs and priorities.  This was followed shortly afterwards by a publication 

ÔÈÁÔ ÄÅÓÃÒÉÂÅÄ ÔÈÅ ÇÏÖÅÒÎÍÅÎÔȭÓ ÄÅÌÉÖÅÒÙ ÓÔÒÁÔÅÇÙ ×ÈÉÃÈ ÉÎÃÌÕÄÅÄ ÔÈÅ ÅÓÔÁÂÌÉÓÈÍÅÎÔ ÏÆ ÁÎ !ÄÕÌÔ 

Autism Strategy Programme Board, a delivery group, and a range of initiatives to set standards, 

develop model pathways for diagnosis and personalised needs-assessment, provide training, 

and undertake research (Department of Health, 2010b).    

Statutory guidance released in December 2010 then defined the legal obligations on local 

councils and health bodies in England to improve the training of staff, the identification and 

diagnosis of autism in adults, provide the planning of services for people with autism including 

the transition from child services to adult services, and the development of local leadership 

(Department of Health, 2010c).    
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The UK strategy covers a range of providers, who in Australia would be covered by both 

Commonwealth and state programs.  If South Australia were to develop a plan, it could 

effectively operate by coordinating existing State-funded services, but a further challenge would 

be to bring into the plan services funded by the Commonwealth such as primary health care, 

early intervention programs, and vocational programs. 

The proposed response ɂ an Autism Plan  

In summary:  A State Autism Plan could bring together people with autism spectrum disorders, 

their families and providers to define how specific therapy and care needs will be addressed. 

The Plan should be sector-wide, covering education, disability services, child protection, 

ÃÈÉÌÄÒÅÎȭÓ ÈÅÁÌÔÈȟ ÍÅÎÔÁÌ ÈÅÁÌÔÈȟ ÁÎÄ ÊÕÓÔÉÃÅȢ    !Ó ÎÏÔÅÄȟ ÔÈÅ 0ÌÁÎ ÓÈÏÕÌÄ ÉÎÃÌÕÄÅ ÁÌÌ ÁÇÅ ÇÒÏÕÐÓȢ 

In schools, the Plan could address the provision of social skills training, communication, 

behavioural and education needs.  Access to specialist learning environments could be provided 

ÆÏÒȟ ÁÌÏÎÇ ×ÉÔÈ ÓÕÐÐÏÒÔ ÉÎ ÍÁÉÎÓÔÒÅÁÍ ÃÌÁÓÓÅÓȢ  ! ȬÐÁÔÈ×ÁÙȭ ÃÏÕÌÄ ÂÅ ÄÅÆÉÎÅÄ ÔÈÁÔ ÁÄÄÒÅÓÓÅÓ 

government actions to improve the initial recognition of Autism Spectrum Disorder, access to 

diagnosis and assessment of needs, the provision of services as required to meet those needs, 

and consider broader community understanding.  The response by education, disability and 

health professionals could then be better coordinated. 

Such a plan could lead to better investment decisions.  For example, the case for early 

intervention is stronger when based on economics, when it can be seen as offsetting the high 

costs of adult care if interventions have not been delivered. For this reason, ideally a State 

Autism Plan should cover all age groups. 

Key generic principles from overarching disability legislation can be implemented through the 

Plan, which can ensure that necessary skilled assessment, therapy and skills training are 

available.  The application of principles of individualised funding would give parents of children 

with autism a greater say in how disability funding in schools is spent on their child, and 

ÆÕÎÄÉÎÇ ÆÒÏÍ ÉÎÄÉÖÉÄÕÁÌÓȭ ÍÏÎÅÙ ÃÏÕÌÄ ÂÅ ÐÏÏÌÅÄ ÁÃÒÏÓÓ ÄÅÐÁÒÔÍÅÎÔÁÌ ÂÏÕÎÄÁÒÉÅÓȢ  4ÈÅ !ÕÔÉÓÍ 

Plan ÃÏÕÌÄ ÁÌÓÏ ÉÎÃÏÒÐÏÒÁÔÅ ÔÈÅ ÓÅÒÖÉÃÅÓ ÆÏÒ ÙÏÕÎÇ ÐÅÏÐÌÅ ×ÉÔÈ !ÓÐÅÒÇÅÒȭÓ ÁÓ ÒÅÃÏÍÍÅÎÄÅÄ ÂÙ 

the Coroner, providing a systematic response to this predictable need. This might involve the 

allocation of specific staff to specialist roles for people who have an ASD, as well as providing 

more training to a broader group of health and disability professionals who might assist people 

who have autism.   
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Disability Services Trust Fund  

Introduction  

A savings measure that was announced in the 2010 State Budget was the planned closure on 30 

June 2011 of the Client Trust Fund operated by the Department for Families and Communities.  

It was expected that clients whose funds were held in trust would transfer to new arrangements 

under the Public Trustee. 

Later the deadline for transfer was delayed by a further year to 30 June 2012. 

The Department has provided a trustee service to Disability Services clients who have been 

unable to manage their own finances because of their disability.   It holds funds on behalf of 

approximately 600 clients, and as of 30 June 2010, the balance was $10.3m.  During the 2009ɀ

ςπρπ ÆÉÎÁÎÃÉÁÌ ÙÅÁÒȟ ÔÈÅ &ÕÎÄȭÓ ÒÅÃÅÉÐÔÓ ÔÏÔÁÌÌÅÄ ΑρςȢχÍ ÁÎÄ ÐÁÙÍÅÎÔÓ ΑρςȢρÍ ɉ!ÕÄÉÔÏÒ-

General, 2010).  The Client Trust Fund acts as trustee for most of its clients.  Approximately 200 

of the clients are under the Public Trustee as administrator, and the Trust Fund manages day-

to-day transactions for this group. 

Our Office was contacted by the families of people who will be affected by this change, 

concerned about the cessation of the trust fund arrangements. 

The operation of the fund  

The Department for Families and Communities has provided this service to people who have a 

ÄÉÓÁÂÉÌÉÔÙ ÁÎÄ ×ÈÏ ÁÒÅ ÌÉÖÉÎÇ ÉÎ ÔÈÅ $ÅÐÁÒÔÍÅÎÔȭÓ ÓÕÐÐÏÒÔÅÄ ÁÃÃÏÍÍÏÄÁÔÉÏÎȢ  4ÈÅ -ÉÎÉÓÔÅÒ ÆÏÒ 

Disabilities is the trustee of the Fund.    It would seem that the nine staff who have administered 

this Trust Fund have provided a high level of service to clients and their families.  Our Office had 

heard few complaints about its operation.  When a matter did arise related to the Fund in 2010 

(described in more detail in this section), this Office found the officials in the Department for 

Families and Communities to be proactive in dealing with concerns, and transparent in their 

approach. 

The officials managing the Fund make quarterly visits to group homes and institutions to review 

records and check assets.  Four of the nine staff are allocated the task of paying accounts.  

Families have expressed satisfaction with the regular statements received, and the growth in 

savings over the years.  The Government had not charged for this service. 

With respect to the description of clients of the Trust Fund, there are no readily available 

statistical reports that define the group of clients  and the exact mix of financial services that 

they rely upon. 

Bill payment and day-to-day finances, however, is a key role for the Fund.  This includes 

ÐÁÙÍÅÎÔ ÏÆ ÔÈÅ $ÅÐÁÒÔÍÅÎÔȭÓ Ï×Î ÆÅÅ ÆÏÒ ÐÒÏÖÉÄÉÎÇ ÓÕÐÐÏÒÔÅÄ ÁÃÃÏÍÍÏÄÁÔÉÏÎȢ  4ÈÉÓ ÆÅÅ ÆÏÒ 

board and food corresponds to at least 75% of the disability pension, but we have been told by 

ÆÁÍÉÌÉÅÓ ÔÈÁÔ ×ÉÔÈ ÏÔÈÅÒ ÃÈÁÒÇÅÓȟ ÃÏÓÔÓ ÃÁÎ ÂÅ ÈÉÇÈÅÒȢ   3ÏÍÅ ÃÌÉÅÎÔÓ ÁÒÅ ȰÐÁÒÔÉÁÌÌÙ ÄÉÓÃÈÁÒÇÅÄȱ 

and pay 40% of their pension for accommodation but need to pay for food and other costs.  The 

remaining funds that aÒÅ ÎÏÔ ÐÁÉÄ ÔÏ ÔÈÅ $ÅÐÁÒÔÍÅÎÔ ÁÒÅ ÁÖÁÉÌÁÂÌÅ ÆÏÒ ÃÌÉÅÎÔÓȭ ÕÓÅȟ ÓÏ ÔÈÁÔ 

personal effects can be purchased, and so that people have money in their pocket for day-to-day 

expenses. 
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Clients mostly receive the Commonwealth disability pension as income.  Some clients have 

accumulated savings.  Families have naturally been keen, when possible, for their family 

member in accommodation to have some financial security in the future.  Residents receive 

inheritances.  Others have assiduously saved money over many years.  For example, an elderly 

mother who herself was on the pension, described to one of our officers how she made sure her 

son had saved for his future.  He now has tens of thousands of dollars in the bank, saved from 

ÈÉÓ ÁÎÄ ÈÉÓ ÍÏÔÈÅÒȭÓ ÐÅÎÓÉÏÎȢ 

Conflict of interest and safeguards  

The decision to cease providing this Trust Fund service was made as part of a budget savings 

strategy that had been considered by the Sustainable Budget Commission.  The key driver to 

this decision was saving funds, not a policy decision.  It is expected that as much as $700,000 

would be saved (noted in a letter from Disability Services to families 20 September 2010). 

There is, however, a policy argument related to this issue.  To avoid conflict of interest and a 

potential concentration of power related to decision making, it is preferable that service 

providers not be personal financial decision-makers for clients.  Services already wield 

ÃÏÎÓÉÄÅÒÁÂÌÅ ÐÏ×ÅÒ ÏÖÅÒ ÔÈÅÉÒ ÃÌÉÅÎÔÓȭ ÌÉÖÅÓȟ ÓÏ ÔÏ ÂÅ ÔÈÅ ÓÕÂÓÔÉÔÕÔÅ ÄÅÃÉÓÉÏÎ ÍÁËÅÒ ÆÏÒ ÐÅÒÓÏÎÁl 

finances as well can be a problem.     There are also examples of more direct conflicts that can 

arise. 

Equipment purchases 

An example arose in 2010. Ms Monika Baker of the Disability Advocacy and Complaints Service 

of South Australia (DACSSA) approached the Office of the Public Advocate with concerns that 

$ÉÓÁÂÉÌÉÔÙ 3ÅÒÖÉÃÅÓ ÃÌÉÅÎÔÓȭ ÆÕÎÄÓ ÍÁÙ ÂÅ ÕÓÅÄ ÆÏÒ ÅÑÕÉÐÍÅÎÔ ÐÕÒÃÈÁÓÅÓ ÔÈÁÔ ÍÉÇÈÔ ÏÔÈÅÒ×ÉÓÅ ÂÅ 

made using government funds.  DACSSA and our Office decided to work together on this 

advocacy matter, jointly meeting the relevant officials in the Department for Families and 

Communities. 

It should be noted that there is nothing intrinsically wrong with using personal funds to 

purchase equipment.  Because of the long waits on the government-funded equipment program, 

clients often weigh up if they can wait for  new or replacement equipment to be provided, or use 

their own funds.  This can be a very individual decision that in many cases is made by clients or 

family.  However, for clients in the Trust Fund, the potential conflict of interest arises because 

this decision is made on their behalf  by the service. 

This Office asked for information regarding the number of occasions that client funds had been 

used by Disability Services to purchase equipment, including a breakdown of these purchases.   

The review looked at purchases made on behalf of the 751 clients currently living in supported 

accommodation.   Purchases were made over several years.  Fifty-one clients had purchases 

made on their behalf, which included 32 wheelchairs, 5 commodes, 11 walking frames, 11 

ÅÌÅÃÔÒÉÃ ÂÅÄÓȟ ρρ ÓÌÉÎÇÓȟ ÁÎÄ ρς ÐÕÒÃÈÁÓÅÓ ÎÏÔÅÄ ÔÏ ÂÅ ȰÏÔÈÅÒȱȢ   

4ÈÅ $ÅÐÁÒÔÍÅÎÔȭÓ ÒÅÖÉÅ× ÉÎ ÒÅÓÐÏÎÓÅ ÔÏ ÏÕÒ ÑÕÅÓÔÉÏÎÓ ÎÏÔÅÄ ÔÈÅ ÎÅÅÄ ÔÏȡ ɉÉɊ ÉÍÐÒÏÖÅ ÁÓÓÅÔ 

record-keeping for privately purchased items;  (ii) review consent to purchase ɂ the purchase 

is approved by a service unit manager who is also responsible for budget and facilities; and (iii) 

a lack of training in the use of new equipment purchased privately.  It was not always apparent 

if the waiting liÓÔ ÆÏÒ ÔÈÅ $ÅÐÁÒÔÍÅÎÔȭÓ Ï×Î ÅÑÕÉÐÍÅÎÔ ÆÕÎÄ ÈÁÄ ÂÅÅÎ ÃÈÅÃËÅÄ ÂÅÆÏÒÅ ÐÒÉÖÁÔÅ 
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funds were used.  While the long wait for departmental equipment is common knowledge, a 

ÎÕÍÂÅÒ ÏÆ ÔÈÅ ÐÒÉÖÁÔÅ ÐÕÒÃÈÁÓÅÓ ×ÏÕÌÄ ÈÁÖÅ ÂÅÅÎ ÃÏÎÓÉÄÅÒÅÄ Ȱ0ÒÉÏÒÉÔÙ ρȱ ÁÎÄ ÔÈÅÒÅÆÏÒÅ ÈÁÖÅ Á 

shorter wait.  In one case, a private purchase may have been made when the issue to be 

addressed was staff occupational health and safety. 

4ÈÅ $ÅÐÁÒÔÍÅÎÔȭÓ ÒÅÓÐÏÎÓÅ ×ÁÓ ÂÏÔÈ ÔÒÁÎÓÐÁÒÅÎÔ ÉÎ ÌÏÏËÉÎÇ ÁÔ ÐÁÓÔ ÉÓÓÕÅÓ ÁÎÄ ÐÒÏÁÃÔÉÖÅ ÉÎ 

seeking solutions.   A new equipment standard would be developed specifically addressing the 

need for referral to the government-equipment fund, private purchasing, consent for purchase, 

and the response to occupational health and safety issues.  A new reporting tool for new 

equipment requests was to be developed, and training matters addressed.  Following the raising 

of this matter jointly by OPA and DACSSA,  the relevant managers were already intervening 

when requests for private equipment purchases were made. 

A follow-up request from this Office was that refunds be considered to individuals where it was 

apparent that private funds had been inappropriately used.  We were advised that as these 

purchases had taken place over many years, it would be difficult to identify the instances where 

a purchase was not reasonable. 

The Auditor-General audits the Disability Client Trust Fund.   The Public Advocate advised the 

Auditor -General of this matter, who will give audit consideration to the new equipment policy 

and procedure to deal with potential conflict of interest. 

In the future, there are now both internal and external safeguards in place.  There is still 

uncertainty about some past purchases that have not been identified.    

Alternatives to using the Disability Services Client Trust Fun d 

There was concern expressed by families because the initial announcement following the 2010 

"ÕÄÇÅÔ ×ÁÓ ÔÈÁÔ ÒÅÓÐÏÎÓÉÂÉÌÉÔÙ ÆÏÒ ÔÈÅ #ÌÉÅÎÔ 4ÒÕÓÔ &ÕÎÄ ×ÏÕÌÄ ÂÅ ȰÔÒÁÎÓÆÅÒÒÅÄ ÆÒÏÍ ÔÈÅ 

$ÅÐÁÒÔÍÅÎÔ ÆÏÒ &ÁÍÉÌÉÅÓ ÁÎÄ #ÏÍÍÕÎÉÔÉÅÓ ÔÏ ÔÈÅ 0ÕÂÌÉÃ 4ÒÕÓÔÅÅȢȱ 

There are in fact a number of possible alternative arrangements that need to be considered, and 

a transfer to the Public Trustee is not automatic.  Options include: funds managed by the person 

themselves (in situations where the person has capacity to do so); a family member or friend 

appointed as a private administrator by the Guardianship Board; or the appointment of a 

trustee as administrator by the Board, most likely the Public Trustee, but it could also be a 

private trustee company. 

For a family member taking on a private administrator role, some of the tasks can be automated 

ÅÉÔÈÅÒ ÔÈÒÏÕÇÈ ÔÈÅ ÕÓÅ ÏÆ ÁÕÔÏÍÁÔÉÃ ÄÅÄÕÃÔÉÏÎÓ ÆÒÏÍ ÂÁÎË ÁÃÃÏÕÎÔÓȟ #ÅÎÔÒÅÐÁÙ ɉ#ÅÎÔÒÅÌÉÎËȭÓ 

bill -paying service) or other bill-paying services established in the not-for-profit sector (the 

Community Business Bureau is an example).   Private administrators are required to provide a 

yearly report to the Public Trustee.  The Public Trustee operates education sessions for private 

administrators. 

There have been a number of families who have already taken on the private administrator role.  

However, while some people have family members who are computer users who can pay bills 

and e-mail reports, others do not.  Many parents are elderly, and even though they can 

undertake these tasks now, they will not always be there to do so in the future. 
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For those who might require administration services from the Public Trustee, the concerns have 

been about the costs of the service and the service quality compared with the departmental 

service that had been satisfactory. 

The Public Trustee charges a capital commission, a commission on income and an estate 

administration charge. 

The capital commission is 4.4% on new estates over $5000.  (This is a maximum rate but the 

rate reduces for estates over $200,000).   Our Office understands that the reason why a 

commission is charged on capital is to pay for the costs of setting up a file.  Therefore, if a file is 

to be transferred from one trustee to another, it should not be necessary for such establishment 

work to be undertaken.  For this reason, asking for the capital commission to be waived is a 

reasonable negotiating request for a family of a person whose finances are to be transferred. 

The income commission is 5.5% for income for estates over $4400.   While many people in the 

community on the disability pension would not have $4400 in the bank, it is not uncommon to 

hear of people living in disability accommodation who have managed to save funds over 20 

years or longer, with the support of family.   Hence, many people are likely to qualify for the 

income charge, even though their circumstances are straitened and impoverished.  A quick 

calculation on the current disability pension ($689 per fortnight) indicates that the yearly 

commission charge would be $985.  Add to this the $135 estate administration charge and the 

yearly cost is $1119. 

An inquiry conducted by the Upper House Statutory Authorities Review Committee (SARC) 

documented concerns of families about the performance of the Public Trustee (Statutory 

Authorities Review Committee, 2009).  There has been considerable activity from the Public 

Trustee in response to the inquiry recommendation, with new procedures, and an increase in 

staff numbers.   This has been a positive development for all clients of the Personal Estates 

Division of the Public Trustee.  It is easy though to understand the concern of families.   The 

Disability Services Client Trust Fund has delivered a level of service that the Public Trustee has 

not been able to deliver in the past, even though the latter organisation is now taking positive 

steps to rebuild itself. 

Part of the issue concerns resources and staffing to administer the Trust Fund.  Some basic 

calculations reveal that for 600 clients (the number cited by the Auditor-General), there are nine 

staff managing the Disability Services Trust Fund.  While tasks are not allocated to staff 

members evenly, overall there are on average 67 clients per staff member.  In contrast, using 

data reported to SARC in 2009, the staffing ratio in the Personal Estate Division corresponded to 

113 clients per staff member. This calculation includes all staff up to the team leader level, and 

is based on the lowest number of clients per staff member for each grade of Personal Estate 

Officer.  For example, the range of client numbers for a Grade 1 Personal Estate Officer is 308 to 

333 clients, so the figure used for this comparison is 308. Data are contained in Table 1 of the 

SARC Report.   

Debra Contala, the new Public Trustee appointed in November 2010, has increased staffing in 

the Personal Estates Division, so this comparison is a historical one, and would need to be 

recalculated. However, even with all new staff on board, the Public Trustee will not reach the 

same staffing level as the well-staffed Disability Services Client Trust Fund. 
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Analysis of issues 

The Client Trust Fund matter remains a major issue for those clients and families affected.  

There are several elements to this topic that go beyond the burden on these individual clients.  

These include: (1) a general community issue as to where the cost of the global financial crisis is 

borne; (2) a general issue on the fees for the management of personal estates of vulnerable 

people; and (3) a specific issue regarding the Disability Services Client Trust Fund and its 

safeguards. 

Protecting the most vulnerable at the time of the global financial crisis (GFC)  

The closure of the Client Trust Fund has arisen in the context of the GFC, and recommendations 

made in response to this crisis by the Sustainable Budget Commission. 

Irrespective of the specific rationale for the new charge, the end effect is that many people in 

this very disadvantaged group will pay a new charge to the government which we calculate to 

ÂÅ ÏÖÅÒ Αρπππ ÐÅÒ ÙÅÁÒ ÔÏ ÁÓÓÉÓÔ ÔÈÅ 3ÔÁÔÅȭÓ ÆÉÎÁÎÃÅÓȢ  )ÎÔÅÒnationally there is concern about the 

disproportionate impact of tough economic times on groups who are the least resilient. 

The management of personal estates of vulnerable people 

The Public Trustee has 3875 clients in their Personal Estates section (Public Trustee, 2010), 

many of whom would be in a similar situation to those who have been clients of the Disability 

Client Trust Fund.   These clients are already paying a fee.  Who should bear the cost of this 

service? 

Our Office considered this issue when preparing for our presentation to the Statutory 

!ÕÔÈÏÒÉÔÉÅÓ 2ÅÖÉÅ× #ÏÍÍÉÔÔÅÅȭÓ )ÎÑÕÉÒÙ ÉÎÔÏ ÔÈÅ /ÆÆÉÃÅ ÏÆ ÔÈÅ 0ÕÂÌÉÃ 4ÒÕÓÔÅÅ ÉÎ ςππωȢ  ! 

financial administrator will undertake a range of tasks ɂ some are basic and would usually be 

undertaken by the client themselves if the client did not have a disability, such as personal 

budgeting, making decisions on products or services to buy, managing a bank account, paying 

bills, and ensuring that day-to-day spending money is in the pocket.  Other tasks are more 

complex and require professional input such as accountancy, investment and legal services.   

When the tasks are divided up this way, our conclusion was that the substitute decision-making 

services and associated day-to-day account management should be provided free, as these are 

tasks that a person would normally perform themselves, and now cannot choose to do so, 

because of a disability.  However, it is reasonable to charge for additional professional services, 

because a person who did not have a disability would need to purchase these services. 

This argument applies to most administration tasks under a Guardianship and Administration 

Act appointment.  The substitute decision-making tasks should be free, but a charge might still 

be made for investment, accountancy and legal advice.  Charges for people on low income for 

such services are likely to be minimal.  

There are other relevant parallels in supporting the argument for the no-cost provision of 

administration services by the Public Trustee.  These include other parallels: (i) the lack of 

charges for disability services in general; (ii) the lack of charges for guardianship services; and 

(iii) the waiving of charges for involuntary mental health treatment.  With respect to disability 

services, conceptually, assisting a person to manage their money is a form of personal support, 

no different from the provision of a whole range of personal support services to a person who 

has a disability.   Financial administration then is no different  to disability services such as 



  

34 Disability Services | OPA Annual Report 2010ɀ2011 

 

personal care, or work skills training.  It is accepted that a person with a disability should not be 

expected to pay for general support or rehabilitation from personal funds, such services being 

funded by the government.  The same argument can be applied to administration when because 

of a disability a person is unable to manage their finances. 

In Australia, a charge is not made for State guardianship services for similar reasons.  A person 

who has a disability is not choosing to purchase a guardianship or administration service when 

a State entity is appointed to perform this task under the Guardianship and Administration Act.   

There is an anomaly in that we provide substitute health, accommodation and lifestyle decision-

making for free (i.e. guardianship) from the Office of the Public Advocate but the State charges 

for substitute financial and legal decision making through the Public Trustee (i.e. 

administration).  

 Another example of the principle of not charging for an involuntary service is applied 

commonly in mental health clinics, which traditionally will  not bill patients for medication 

given to them against their will under a Community Treatment Order. 

The issue is further complicated because although the Public Trustee charges for involuntary 

personal estate services, this charge is still insufficient to meet the true cost of providing the 

service.  To manage this, the Public Trustee cross-subsidises its involuntary administration 

work in its Personal Estates section using the profit from other areas of its operations to 

subsidise the cost of delivering these services. 

4ÈÉÓ ÓÕÂÓÉÄÉÓÁÔÉÏÎ ÉÓ ÃÁÌÌÅÄ ÔÈÅ ÃÏÍÍÕÎÉÔÙ ÓÅÒÖÉÃÅ ÂÅÎÅÆÉÔȢ  Ȱ! ÃÏÍÍÕÎÉÔÙ ÓÅÒÖÉÃÅ ÂÅÎÅÆÉÔ ÏÃÃÕÒÓ 

where Public Trustee administers an estate that it would not administer if it were solely focused 

on profit -ÍÁËÉÎÇȢȱ ɉ0ÕÂÌÉÃ 4ÒÕÓÔÅÅȟ ςπρπɊȢ 

4ÈÅ 0ÕÂÌÉÃ 4ÒÕÓÔÅÅ ÉÓ ȰȢȢȢÁ ÇÏÖÅÒÎÍÅÎÔ ÂÕÓÉÎÅÓÓ ÅÎÔÉÔÙ ÃÈÁÒÇÅÄ ×ÉÔÈ ÒÅÔÕÒÎÉÎÇ ÄÉÖÉÄÅÎÄÓ ÁÎÄ 

ÔÁØÁÔÉÏÎ ÅÑÕÉÖÁÌÅÎÔ ÒÅÖÅÎÕÅ ÔÏ ÔÈÅ 3ÔÁÔÅ 'ÏÖÅÒÎÍÅÎÔȢȱ ɉ0ÕÂÌÉÃ 4ÒÕÓÔÅÅȟ ςπρπɊȢ  4ÈÅ ÄÉÖÉÄÅÎÄ ÔÏ 

government from the Public Trustee as a business entity has been substantial.  For example, in 

2009, $541,000 was paid to the Government for the year ended 30 June 2008.  In the five years 

prior to 30 June 2007, the Public Trustee paid $11,730,000 to the Government (Public Trustee, 

2008).  In recent years the dividend has been reduced, or not paid at all, because of the state of 

the equity market at home and abroad (Public Trustee, 2008), a loss of rental income on their 

office building (Public Trustee, 2009) and the global financial crisis (Public Trustee, 2010).      

Earlier in this Annual Report, we discussed the differences between a welfare-based model, and 

a rights-based model for the provision of disability services..  The current structure of Public 

Trustee waÓ ÓÅÔ ÕÐ ÉÎ ÔÈÅ ÐÁÓÔ ×ÈÅÎ ×ÅÌÆÁÒÅ ÍÏÄÅÌÓ ×ÅÒÅ ÔÈÅ ÎÏÒÍȢ  4ÈÅ ȰÃÏÍÍÕÎÉÔÙ ÂÅÎÅÆÉÔȱ 

model has all the hallmarks of a welfare model because of the subsidisation.   

For these reasons, the Office of the Public Advocate favours a different structural model for the 

ÐÒÏÖÉÓÉÏÎ ÏÆ ÅÓÔÁÔÅ ÓÅÒÖÉÃÅÓ ÔÏ ÐÅÏÐÌÅ ÂÙ ÔÈÅ 0ÕÂÌÉÃ 4ÒÕÓÔÅÅȢ  )Î ÐÁÒÔÉÃÕÌÁÒȟ ÔÈÅ ȰÃÏÍÍÕÎÉÔÙ 

ÂÅÎÅÆÉÔȱ ÓÅÒÖÉÃÅÓ ÓÈÏÕÌÄ ÂÅ ÆÕÎÄÅÄ ÄÉÒÅÃÔÌÙ ÂÙ ÇÏÖÅÒÎÍÅÎÔȟ ÓÏ ÔÈÁÔ ÔÈÅ ÒÅÁÌ ÃÏÓÔ ÏÆ ÔÈÅ ÓÅÒÖÉÃÅ ÉÓ 

recognised, along with the responsibility of government to provide this care.    

The result of such a change is that without cross-subsidisation, the Public Trustee could then 

return a greater dividend to government because it is not internally cross-subsidising personal 

estate work.  As a separate transaction, Treasury could pay the Public Trustee for the cost of 

involuntary personal estate services.  
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If such a change were put in place, the impost of fees would be determined by government 

policy rather than an internal decision within Public Trustee.   

It is our view that the government should not only pay the current subsidisation rate, but also 

pay for basic administration services.    Ideally, pensioners should not have to pay these fees, 

although as indicated above, there is justification for charging for professional services such as 

accountancy, investment advice and legal advice.  Overall, the costs to government would still be 

low because of the relatively small number of people in this group.  

The Disability Client Trust Fund matter highlights the need to consider the appropriateness of 

charging for fees, not just for this group, but for all clients on involuntary administration orders, 

and in particular those on a pension. 

Safeguards for Disability Services Client Trust Fund  

Returning to the Disability Services Client Trust Fund:  our Office, in developing an advocacy 

position endeavoured to weigh up a number of issues. 

Positive factors about the historical provision of this trust fund service included the satisfaction 

with the service by clients and families, and also the responsiveness of the management in 

dealing with the complaint raised in 2010.  While there is a potential conflict of interest, the 

combination of a proactive, transparent management approach amongst those who administer 

the fund, a legal requirement for the Department in this role to fulfil its trustee obligations, and 

the auditing role of the Auditor-General, all serve to mitigate against conflict of interest risks. 

Hence, there would be little to be gained for a person satisfied with these arrangements to move 

to an alternative trustee, and for many, to start paying out of their own pocket for what has been 

a free service. 

There are now many people waiting to see what the next step will be in the planned closure of 

the Disability Services Client Trust Fund.  This group of clients should not be disadvantaged, and 

in any event, it is unlikely that the planned level of savings for government can be achieved 

irrespective of whether the services continue to operate from the Department or move to the 

Public Trustee, particularly if it is accepted that fees such as capital commissions be waived, and 

possibly income commissions as well. 
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Strathmont Food  

Strathmont Centre has progressively contracted over many years.   At its peak, 600 people lived 

there.  For most of this year, it has been home for 66 residents.   The Centre has reached the end 

ÏÆ ÉÔÓ ÓÅÒÖÉÃÅÁÂÌÅ ÌÉÆÅȢ   )Î ÔÈÉÓ ÙÅÁÒȭÓ -ÁÙ ÂÕÄÇÅÔȟ ÔÈÅ 'ÏÖÅÒÎÍÅÎÔ ÁÎÎÏÕÎÃÅÄ ÔÈÁÔ σς ÒÅÓÉÄÅÎÔÓ 

will be funded to move into custom-built housing constructed under the Economic Stimulus 

Plan (Department of Treasury and Finance, 2011). 

"ÅÃÁÕÓÅ ÏÆ ÔÈÅ #ÅÎÔÒÅȭÓ ÃÏÎÔÒÁÃÔÉÎÇ ÓÉÚÅȟ Á ÄÅÃÉÓÉÏÎ ×ÁÓ ÍÁÄÅ ÔÏ ÃÌÏÓÅ ÔÈÅ ÏÎ-site kitchen.  In 

September 2008, a new system was implemented, bringing food in from Highgate Park.  Hot 

ÆÏÏÄ ÉÓ ÐÒÅÐÁÒÅÄ ÁÔ (ÉÇÈÇÁÔÅȟ ÐÌÁÃÅÄ ÉÎ Á Ȱ#ÁÍÂÒÏȱ ÆÏÒ ÔÒÁÖÅÌ ÔÏ 3ÔÒÁÔÈÍÏÎÔ ÂÙ ÖÁÎȟ ÁÎÄ ÔÈÅÎ 

plated on arrival.  

4ÈÉÓ ÙÅÁÒȟ ÏÕÒ /ÆÆÉÃÅ ÂÅÃÁÍÅ Á×ÁÒÅ ÏÆ ÒÅÓÉÄÅÎÔÓȭ ÃÏÍÐÌÁÉÎÔÓ ÁÂÏÕÔ ÔÈÅ ÑÕÁÌÉÔÙ ÏÆ ÆÏÏÄȢ  7Å ÁÓËÅÄ 

our guardianship clients directly, and those clients who could express a view were critical of the 

quality of the hot food.  It was also noted that some of the options on the menu could be 

unappetising and were left uneaten.  However, some residents who consumed significant 

amounts of food because of their disability, would still eat the food, and seek leftovers from 

ÓÕÒÐÌÕÓ ÆÏÏÄ ÔÈÁÔ ÈÁÄ ÁÒÒÉÖÅÄ ÉÎ ÔÈÅ Ȱ#ÁÍÂÒÏȱ ÁÎÄ ÎÏÔ ÐÌÁÔÅÄȢ 

There were not the same complaints about cold meals such as cold meat and salads.  Staff had 

arranged for a summer menu that offered salads at lunch, so that clients would not eat two hot 

meals a day.  This offered variety, and of course, the cold meals travelled well.  Residents would 

also have opportunities at times to eat out, order takeaway and have barbeques. 

The complaints about the poor quality of the hot food related to the transport of food, and the 

options on the menu.  Hot food did not travel well by van.  It would become overcooked and 

ÍÕÓÈÙ ÏÎ ÔÒÁÖÅÌȟ ÁÎÄ ÆÌÁÖÏÕÒÓ ×ÅÒÅ ÁÆÆÅÃÔÅÄȢ  )Î ÅÓÓÅÎÃÅȟ ÉÔ ×ÁÓ ȬÓÔÅ×ÅÄȭ ÉÎ ÔÒÁnsit. 

Initial inquiries confirmed the delay between packing of hot dinners and serving.  A hot lunch 

would be packed at Highgate at 10:40a.m., arrive at Strathmont at 11:30a.m., and then take a 

further 30 minutes to distribute.  A dinner would be packed at Highgate at 3:15p.m., to arrive at 

Strathmont at 4:10p.m., with once again, a 30-minute distribution time.   

 Menus were also dated, having been developed in 1995 by a dietician and speech pathologist at 

(ÉÇÈÇÁÔÅȟ ÂÁÓÅÄ ÏÎ ÒÅÓÅÁÒÃÈ ÁÔ ÔÈÅ ÔÉÍÅ Ȱ'ÏÏÄ ÌÏÏËÉÎÇȟ ÅÁÓÙ Ó×ÁÌÌÏ×ÉÎÇȢȱ  7ÈÉÌÅ ÓÏÍÅ 

Strathmont clients can have swallowing difficulties, it is generally less of an issue than at the 

Highgate site so there is less need for food preparation that does not require chewing. 

After the Department for Families anÄ #ÏÍÍÕÎÉÔÉÅÓȭ ÉÎÉÔÉÁÌ ÒÅÖÉÅ× ÏÆ ÔÈÅ ÐÒÏÃÅÓÓȟ Á ÌÕÎÃÈ ×ÁÓ 

arranged at Strathmont for the Public Advocate to sample a range of foods served to residents.  

This lunch, also attended by the Chief Executive of the Department and other staff, confirmed 

the problem.  It should be noted that the problems extended beyond the usual complaints of 

ȬÉÎÓÔÉÔÕÔÉÏÎÁÌ ÆÏÏÄȭȢ  4ÈÅ ÑÕÁÌÉÔÙ ÏÆ ÔÈÅ ÈÏÔ ÆÏÏÄ ÈÁÄ ÂÅÅÎ ÓÉÇÎÉÆÉÃÁÎÔÌÙ ÁÆÆÅÃÔÅÄ ÂÙ ÔÒÁÖÅÌȢ  7ÈÉÌÅ 

the food served at this sampling may have been worse than usual, because it included dishes 

that had been prepared the previous evening for residents, and then reheated for us at lunch, it 

was still indicative of the problem. 

In response to this confirmation of the issue, the Minister for Disabilities ordered the 

Department to ÁÔÔÅÎÄ ÉÍÍÅÄÉÁÔÅÌÙ ÔÏ ÔÈÉÓ ÍÁÔÔÅÒȢ  4ÈÉÓ ÐÒÉÏÒÉÔÙ ÒÅÓÐÏÎÓÅ ÁÎÄ ÔÈÅ -ÉÎÉÓÔÅÒȭÓ 
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concern were very appropriate and welcome.  It is not necessary to dwell on the significance of 

food in all our lives, and the need to have enjoyable, nutritious meals to contribute to quality of 

life.  

A senior working group within Disability Services was formed to devise strategy, monitor 

progress and taste the meals at Strathmont. Vegetables were a particular problem.  Cooking 

times at Highgate were reduced, to recognise the fact that they continue to cook during transit.  

Food delivery schedules were also revised. 

Menu items were reviewed by senior catering, professional and accommodation staff, and a 

ÎÕÍÂÅÒ ÏÆ ÉÔÅÍÓ ÔÈÁÔ ×ÅÒÅ ÄÅÅÍÅÄ ÎÏÔ ÔÏ ÔÒÁÖÅÌ ×ÅÌÌ ÕÓÉÎÇ ÔÈÅ Ȱ#ÁÍÂÒÏȱ ÓÙÓÔÅm were removed 

from the menu.    

With these immediate measures taken, internal checks by Disability Services confirmed an 

improvement in the quality of the food. 

A follow-up lunch was attended by the Minister for Disabilities, the Chief Executive, the Public 

Advocate, the Head of Catering and others.  There was a significant improvement in the quality 

of food, which could now be readily eaten.  Staff also reported an improvement on a daily basis.  

Subsequent checks with some residents confirmed the positive change. 

The Department is doing substantial work to modernise the menu, and to replace the hot 

Ȱ#ÁÍÂÒÏȱ ÔÒÁÎÓÉÔ ÓÙÓÔÅÍ ×ÉÔÈ Á Ȱ#ÏÏËɀÃÈÉÌÌȱ ÓÙÓÔÅÍȟ ÓÉÍÉÌÁÒ ÔÏ ÔÈÁÔ ÕÓÅÄ ÉÎ ÁÇÅÄ ÃÁÒÅ ÁÎÄ ÈÅÁÌÔÈ 

settings. 

Ultimately, with the planned closure of Strathmont, the need to provide food will not continue.  

However, even after the 32 residents due to leave in 2011ɀ2012 have left, the remaining 

residents will still be at the Strathmont site for a little while yet before it completely closes.  The 

work done in relation to food in the Department will ensure that they receive quality meals 

during this time. 
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Reviewing Programs and Identifying 
Unmet Need  
Mental Health Services 
Introduction  
South Australia is now in the final stage of the Stepping Up Mental Health Action Plan for Mental 

Health Reform 2007ɀ2012.  Implementation has led to extra funding of non-government 

services, the creation of new residential services as part of a Stepped Model (intermediate care, 

community recovery centres, and intensive housing support) and the rebuilding of Glenside 

Hospital.    

This year has also seen some welcome developments nationally with new Commonwealth 

commitments to mental health funding. 

Nevertheless, in spite of these developments and plans for the future, the situation remains dire 

for many people who have a serious mental illness and who are in need of housing, support 

services, and clinical services. 

Mental health reform has had to develop services from a low base, therefore what has been 

done already can only be seen as the start of more work to create extra services, and transform 

existing systems.   

With the expiry of the Social Inclusion Board Action Plan in 2012, a new Action Plan for the 

State will be needed in 2012.  This will need to be resourced. 

The observations made in the 2009 and 2010 annual reports of this Office remain relevant this 

year. 

Past Observations and Recommendations  

2009 Annual Report 

¶ The necessary success factors for implementation of the Stepping Up report were listed: 

o The effectiveness of early intervention provided by the system 

o The impact of improved care for people who have chronic and complex needs 

o The reform of community mental health as the driver of the system 

o The effective use of intermediate care facilities 

Currently reform is a work in progress. 

¶ Matters of concern 

o The lack of progress addressing the needs of Aboriginal people who experience 

mental illness  requires leadership at the highest level within Health. 

o Transition difficulties because of a lack of access to long-term beds and 24-hour 

ÃÏÍÍÕÎÉÔÙ ÐÌÁÃÅÓȢ  4ÈÅ ÎÅÅÄ ÔÏ ÒÉÇÏÒÏÕÓÌÙ ÄÅÆÉÎÅ ×ÈÁÔ ÉÓ Á Ȭςτ ÈÏÕÒȭ ÐÌÁÃÅ ×ÁÓ 
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described, as opposed to community places where staff visit and offer a lower 

level of support that are not part of the stepped plan.  

o Lack of progress in the development of early psychosis services.   

¶ Forensic mental health 

o James Nash House, the forensic mental health facility, is too small to cope with 

demand 

o At least 60 beds, possibly 65, are required.  Currently only 40 forensic beds are 

available 

o The current James Nash House has an outdated custodial design, and needs to be 

replaced with a more therapeutic design (whilst maintaining security) that is 

used in other states   

o The experience of inpatients in James Nash House was described living in this 

outdated unit with design limitations. 

2010 Annual Report 

¶ Aboriginal and Torres Strait Islander Mental Health 

o The concern of Aboriginal advocates was that Aboriginal people may not benefit 

from the broad changes in the Social Inclusion Board reform. 

o A key report telling the stories of Aboriginal consumers through data collection 

in December 2008 had yet to be released. 

o Progress in the area of Aboriginal mental health was described as painstakingly 

slow.   

o The needs of specific population groups were discussed: in particular, young 

Aboriginal people who were unable to access a culturally appropriate mental 

health service, and older people who fall through the gaps created by the 

artificial divisions between mental health, disability and drug and alcohol 

services. 

o The components of a policy response based on cultural respect were described.  

An example was given of a multi-level approach to social justice, community 

development, family wellbeing, and the provision of culturally appropriate or 

adapted conventional therapies.  

¶ Early intervention 

o  The small Early Psychosis Intervention Service was recognised as a positive 

development.  However, the expectation of the model that one small service 

ÔÈÒÏÕÇÈ Á ȬÈÕÂ ÁÎÄ ÓÐÏËÅȭ ÁÐÐÒÏÁÃÈ ×ÏÕÌÄ ÃÈÁÎÇÅ ÔÈÅ ÐÒÁÃÔÉÃÅÓ ÏÆ ÈÕÎÄÒÅÄÓ ÏÆ 

practitioners across the state was described as unrealistic and overly optimistic. 

o Commonwealth investment was anticipated but the State should make further 

investments so that youth, wherever they live, can access mental health workers 

with early intervention expertise. 
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o The strategy of providing dedicated services for young people up to the age of 25 

needed consideration.  The success of such models elsewhere means that any 

ÄÅÃÉÓÉÏÎ ÎÏÔ ÔÏ ÍÁËÅ ÔÈÉÓ ÃÈÁÎÇÅ ÔÏ ÄÅÄÉÃÁÔÅÄ ÙÏÕÎÇ ÐÅÏÐÌÅȭÓ ÓÅÒÖÉÃÅÓ ×ÏÕÌÄ 

also require justification. 

¶ Services for people with complex needs 

o Problems continue for people in need of high-level supported accommodation.  

o 0ÒÏÂÌÅÍÓ ÉÄÅÎÔÉÆÉÅÄ ÉÎ 3! (ÅÁÌÔÈȭÓ #ÏÍÍÕÎÉÔÙ -ÅÎÔÁÌ (ÅÁÌÔÈ 2ÅÖÉÅ× ÏÆ ςππχ 

ÔÈÁÔ ÔÈÅ ÐÏÔÅÎÔÉÁÌ ÆÏÒ ÃÏÎÓÕÍÅÒÓ ÔÏ ȬÆÁÌÌ ÔÈÒÏÕÇÈ ÔÈÅ ÃÒÁÃËÓȭ is very significant 

and remains current. 

o Circumstances of under-treatment can occur because some consumers receive  

limited services. 

o 3! (ÅÁÌÔÈȭÓ ÎÅ× #ÏÍÍÕÎÉÔÙ -ÏÄÅÌ ÏÆ #ÁÒÅ ×ÁÓ ÄÅÓÃÒÉÂÅÄ ÁÓ Á ÐÒÏÍÉÓÉÎÇ 

initiative.    This is a plan that offers to appoint a care coordinator for all 

consumers within 24 hours.  

 

Governance and Implementation  
!Ó 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁ ÇÏÅÓ ÏÎ ÔÏ ÄÅÖÅÌÏÐ Á ÎÅ× ÐÌÁÎ ÔÏ ÒÅÐÌÁÃÅ ÔÈÅ 3ÏÃÉÁÌ )ÎÃÌÕÓÉÏÎ "ÏÁÒÄȭÓ !ÃÔÉÏÎ 

Plan, it is useful to consider the types of governance structures that might be needed in setting 

an agreed direction and monitoring its implementation. 

In Australia, there has been a move to separate mental health governance and accountability 

from the general health system.  The health system is so big, there is a risk in any spheres that 

decisions to benefit mental health services and their consumers may be affected by the other 

pressing demands across the health system. 

There is now a Mental Health Commission in Western Australia, and planning is in place to 

establish a similar commission in New South Wales by July 2012.  A National Mental Health 

#ÏÍÍÉÓÓÉÏÎ ×ÉÌÌ ÂÅ ÅÓÔÁÂÌÉÓÈÅÄ ×ÉÔÈÉÎ ÔÈÅ 0ÒÉÍÅ -ÉÎÉÓÔÅÒȭÓ 0ÏÒÔÆÏÌÉÏ ÆÒÏÍ ÔÈÅ ÓÔÁÒÔ ÏÆ ςπρςȢ 

It is worth exploring the reasons for the development of such organisational structures.  In New 

3ÏÕÔÈ 7ÁÌÅÓȟ ÉÔ ÉÓ ÅØÐÅÃÔÅÄ ÔÈÁÔ Á ÃÏÍÍÉÓÓÉÏÎ ×ÉÌÌ ÄÅÖÅÌÏÐ ÔÈÅ ÓÔÁÔÅȭÓ ÄÒÁÆÔ ÓÔÒÁÔÅÇÉÃ ÐÌÁÎ ÁÎÄ 

deliver genuine accountability for the use of mental health funds.  A taskforce conducted a 

consultation on how a commission might operate.   

The report of the taskforce listed the principles to be applied as:  transparency, integrity, 

openness, accountability, respectfulness, non-paternalism, consumer-friendly, and 

inclusiveness.  The commission should have the strategic capacity to identify gaps, be 

independent, have a whole of government role, and consult with stakeholders.   There was 

divergence in the New South Wales consultation as to whether the commission should hold the 

mental health budget. One  view was that the commission should have an oversight role to 

ensure that the mental health budget is dedicated and used for mental health (Taskforce to 

Establish the NSW Mental Health Commission, 2011).  The proposed commission will have 

some form of community advisory council.  A Bill will now be developed for the NSW Parliament 

to establish a commission. 



 

Annual Report 2010ɀ2011 | Mental Health Services 41 

 

In Western Australia, the Mental Health Commissioner has a Mental Health Advisory Council 

ÔÈÁÔ ÓÕÐÐÏÒÔÓ ÔÈÅ #ÏÍÍÉÓÓÉÏÎȭÓ ÒÏÌÅ ÄÅÖÅÌÏÐÉÎÇ ÍÅÎÔÁÌ ÈÅÁÌÔÈ ÐÏÌÉÃÙȟ ÐÒÏÖÉÄÉÎÇ ÁÄÖÉÃÅ ÔÏ 

government, articulating key outcomes, and providing ongoing performance monitoring for the 

state (Mental Health Commission,  2011 (WA)) 

4ÈÅ #ÏÍÍÏÎ×ÅÁÌÔÈȭÓ ÐÌÁÎ ÉÓ ÄÅÓÃÒÉÂÅÄ ÉÎ ÔÈÉÓ ×ÁÙȡ Ȱ0ÏÓÉÔÉÏÎÅÄ ÉÎ ÔÈÅ 0ÒÉÍÅ -ÉÎÉÓÔÅÒȭÓ ÐÏÒÔÆÏÌÉÏ 

the Commission will have a truly whole of government mandate, will provide authoritative 

advice to the Government and ensure a more transparent and accountable system so that we 

ËÎÏ× ×Å ÁÒÅ ÇÅÔÔÉÎÇ ÖÁÌÕÅ ÆÏÒ ÏÕÒ ÉÎÖÅÓÔÍÅÎÔÓȱ ɉ$ÅÐÁÒÔÍÅÎÔ ÏÆ (ÅÁÌÔÈ ÁÎÄ !ÇÅÉÎÇȟ ςπρρɊ 

In South Australia, we could benefit from this transparency and accountability.  We do have 

some protections but they are not systematic.  The Public Advocate has a role reviewing 

ÐÒÏÇÒÁÍÓ ÁÎÄ ÉÄÅÎÔÉÆÙÉÎÇ ÇÁÐÓȢ  4ÈÉÓ !ÎÎÕÁÌ 2ÅÐÏÒÔ ÈÅÌÐÓ ÆÕÌÆÉÌ ÔÈÉÓ ÆÕÎÃÔÉÏÎȢ  $ÕÒÉÎÇ Ȱ3ÔÅÐÐÉÎÇ 

5Ðȱȟ ÔÈÅ #ÏÍÍÉÓÓÉoner for Social Inclusion and the Social Inclusion Board had a role monitoring 

the implementation of its plan.  This will not be the case in the future, as mental health services 

develop their own plan.   The Auditor-General might be another official to monitor reform, but 

unlike some other states, in South Australia the Auditor-General does not have a performance 

audit role, so cannot take on audits that consider the delivery of policy objectives.   

A state Mental Health Commission does not mean more bureaucrats.  Current policy-officer 

positions in mental health in the Department could be reassigned to a commission.  Money 

needs to be spent on actual delivery where possible, and it would not be desirable to establish a 

new entity if it could not be done by redirecting existing resources. 

However, by moving current planning and monitoring tasks to an independent structure, the 

process of developing plans is likely to be opened up and performance audits could be public, 

even though the actual work might be done by many of the same people who do it now within 

SA Health.   

Accountability for mental health funds  and the delivery of policy objectives  

With respect to financial accountability, it is possible to contemplate how a commission might 

function differently  to the current structure using an example of enveloping and protecting 

funds.  Stepping Up Report Recommendation 11 was a key one: 

The community mental health service should hold and manage funds that are 

linked to reform. Transition funding and the reinvestment of funds that can be 

freed up through implementation of the Plan must be enveloped and managed 

carefully. The arrangements will require extensive discussion and the 

development of a detailed model to ensure rigour and accountability. 

This particularly refers to the recurrent funds freed up through the closure of Glenside beds.  

The Public Advocate has been reassured that the enveloping and protecting of these funds 

occurred, and has no reason to doubt these reassurances.  At times, this Office has pondered this 

question as we have advocated for clients ɂ who have spent hundreds of days in acute wards 

through lack of readily available high level supported housing or long-term.  A Mental Health 

Commission would have financial auditing expertise on its staff so that it could sign off 

independently when this has occurred, and mental health funds are then clearly seen to be 

protected both at a state level, and within the local Health networks that manage day to day 

budgets.    
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Retrospectively, it is possible to see how a state-based mental health commission may have 

ÈÅÌÐÅÄ ÂÒÉÎÇ ÔÏ ÌÉÆÅ 2ÅÃÏÍÍÅÎÄÁÔÉÏÎ ω ÆÒÏÍ ÔÈÅ 3ÏÃÉÁÌ )ÎÃÌÕÓÉÏÎ "ÏÁÒÄȭÓ 0ÌÁÎȡ 

The Chief Executive of the Department of Health should take direct leadership 

responsibility for ensuring system redesign benefits Aboriginal people. A 

leadership group will be required who will undertake strategic audits of 

progress against key measures and report to the Chief Executive on progress and 

options for improvement.  

Driving such reform could be another role ÆÏÒ Á ÃÏÍÍÉÓÓÉÏÎȢ  )Æ ÔÈÅ ×ÏÒÄÓ Ȱ#ÈÉÅÆ %ØÅÃÕÔÉÖÅ ÏÆ 

ÔÈÅ $ÅÐÁÒÔÍÅÎÔ ÏÆ (ÅÁÌÔÈȱ ÁÒÅ ÒÅÐÌÁÃÅÄ ×ÉÔÈ Ȱ-ÅÎÔÁÌ (ÅÁÌÔÈ #ÏÍÍÉÓÓÉÏÎȱȟ ÔÈÅÎ ÔÈÉÓ 

recommendation from nearly five years ago is still relevant today and may work better in a 

commission structure than a departmental structure. 

4ÈÉÓ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎ ÁÌÓÏ ÒÅÆÅÒÓ ÔÏ ÁÕÄÉÔÉÎÇ ÁÎÄ ÁÃÃÏÕÎÔÁÂÉÌÉÔÙȢ  Ȭ3ÔÒÁÔÅÇÉÃ ÁÕÄÉÔÓȭ ×ÅÒÅ 

intended to demonstrate progress towards real outcomes rather than simply describing actions 

or programs started.  Such auditing work would idealÌÙ ÆÉÔ ×ÉÔÈÉÎ Á ÃÏÍÍÉÓÓÉÏÎȭÓ ÍÁÎÄÁÔÅȢ   

A South Australian Commission could be established at minimal financial cost (by redirecting 

existing resources from the Department of Health) yet provide independent transparency.  The 

Commissioner could be accountable to a Board, as well as to the minister and parliament.  

Mental health plans, prior to presentation to the minister  would be scrutinised by a board or 

advisory committee of consumers, carers, practitioners and community members with key 

areas of expertise.  This would replace the current system of scrutiny and sign-off by a portfolio 

committee of executives in the Health Department who would currently consider such plans.   

Consumer and carer participation would be intrinsic to a legislated mental health commission 

structure.  A commission could be designed to give consumers and carers actual power within 

the decision making structure rather than simply be consulted.  South Australia at this time does 

not have an agreed consumer and carer participation framework for mental health services 

across the state.  Establishing a commission could enable the transparent participation of 

consumers and carers at the highest levels of policy setting and organisation decision making.  

An idea from NSW is to make a legal requirement for either the commissioner or one of the 

deputy commissioners to have had a lived experience of mental illness. 

Critically, the commission would have an across government mandate, which is necessary for 

dealing with the many dimensions to improving the lives of people who experience mental 

illness. 

It is always necessary to be reflective when considering solutions that involve reorganisation.  

There have been so many reorganisations of our general health system already in recent years 

that have dubious benefit, so one has to be careful in proposing another for mental health.  

Braithwaite et al. (2005) have written about the lack of evidence for the perpetual 

reorganisation of health systems.  Arguably, the place of mental health in wider national health 

reform has been uncertain.   Yet with this background, it can still be argued that with a separate 

mental health commission at a national level it could make sense to have  parallel commission 

structures at a state level. 
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The Office of the Public Advocate has not as yet formally put these ideas to the Government, but 

presents this issue in this Report for consideration.  This is relevant now more than ever, given 

that we now need a new South Australian mental health plan. 

Within the Department of Health, structures have been undergoing changes.  In 2001, the then 

government created a single position of Director of Mental Health following the Brennan Report.  

In late 2006, during a reorganisation, the former Chief Executive of the Department of Health 

split the position into two ɂ creating a Director of Mental Health Policy and Director of Mental 

Health Operations, each reporting to separate executive directors of different divisions, further 

enmeshing mental health within the SA Health structure.  The current Chief Executive has now 

created an Executive Director position as a single point of leadership for mental health. 

The proposal to create a commission simply extends this process further. 

Potential impact of a national commission on state servi ces 

Even without a state Commission, it is reasonable to expect that the National Mental Health 

Commission should provide extra accountability for state-based services.   This Office would like 

to see the National Mental Health Commission set key benchmarks as targets in a blueprint: for 

example, with respect to gap areas such as number of mental health workers, the number of 

high-level supported accommodation places, and the number of forensic mental health beds.  

Once a blueprint target has been agreed upon, it has to be achieved in an agreed timeframe.  

Currently there are few ways to resolve disputes on what a target should be. 

As the national commission is yet to start, it is not possible to say whether it will develop a 

ÂÌÕÅÐÒÉÎÔ ÆÏÒ !ÕÓÔÒÁÌÉÁȭÓ ÍÅÎÔÁÌ health services or not.  If the commission were to set targets, it 

would be an advance on the existing National Mental Health Report process that has been in 

place since the National Mental Health Strategy has been managed by the Commonwealth 

Department of Health and Ageing.  The current reports describe performance, but they do not 

set a benchmark.  So, for example, the latest edition of this report published in 2010 tells us that 

South Australia had mid-range per capita spending in 2007ɀ08 of $167.25 per person compared 

to a national average of $151.63  and that South Australia also has the highest number of clinical 

staff employed in ambulatory care than any state (52 per 100,000 people vs. a national average 

of 44).  Yet, being average in funding or having more workers than other states, does not help 

set priorities, particularly when all states could do better. 

A National Mental Health Commission would also be in a position to prioritise Aboriginal mental 

health, set targets and audit progress.   

New Commonwealth funding  
In March 2011, the following new services were announced by ministers Butler, Roxon and Hill 

to be funded by the Commonwealth (Department of Health and Ageing, 2011): 

- Supported accommodation services in metropolitan and country areas to support 

people with a mental illness after they leave acute care ɂ 80 bed equivalent  

- Mental health sub-acute early intervention care across three crisis respite units in the 

metropolitan area to ease pressure on families caring for a person with a mental illness 

ɂ 24 beds for intervention services  
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- Two new country mental health rehabilitation centres, similar to those already 

operating in metropolitan Adelaide, at Whyalla and Mount Gambier to provide 

ÒÅÈÁÂÉÌÉÔÁÔÉÏÎ ÓÕÐÐÏÒÔ ÃÌÏÓÅÒ ÔÏ ÐÅÏÐÌÅȭÓ ÈÏÍÅÓ ÁÎÄ ÆÁÍÉlies ɂ 20 beds across two sites  

- Youth sub-acute inpatient services, in either a hospital or community setting, for young 

people experiencing early psychosis aged 16 to 24 years ɂ 15 bed equivalents  

- Mental health forensic sub-acute step-down unit ɂ 10 beds and intensive rehabilitation 

services  

- Mental health sub-acute early intervention home-based services providing around-the-

clock assistance in their own homes to people in crisisɂ 10 bed equivalents  

These are excellent initiatives and serve to bolster the Stepped Plan of the Social Inclusion 

Board. 

The provision of round-the-clock crisis assistance to people in their own homes may also be the 

base for more 24-hour crisis services.  Currently, consumers and carers need to present to 

hospitals after approximately 10p.m. for an emergency service because mobile mental health 

teams cease to operate at this time.  Providing ten 24-hour hospital-at-home beds may allow the 

services to develop other 24-hour emergency services. 

The initiative to provide 10 step-down forensic beds is a positive addition.  Until now, forensic 

ÃÏÎÓÕÍÅÒÓ ÈÁÖÅ ÔÁÌËÅÄ ÁÂÏÕÔ ȬÓÔÅÐ-ÄÏ×Îȭ ÔÏ 'ÌÅÎÓÉÄÅ ÐÒÉÏÒ ÔÏ ÄÉÓÃÈÁÒÇÅ ÔÏ ÔÈÅ ÃÏÍÍÕÎÉÔÙȢ  4ÈÅ 

10 new purposely-designed beds should be a welcome addition.  Having said this, the step-

down beds are not a replacement for regular hospital beds, so the expansion of James Nash 

House described in previous annual reports is still required.    

However, the funding creates a dilemma.  These Commonwealth funds are allocated to specific 

projects that have been typically funded by states in the past.  To what extent is further 

expansion in these areas the responsibility of states or Commonwealth?  This raises questions 

for us as an advocacy agency.  Any extra funding from the Commonwealth to mental health 

should be additional to funding that the states would have committed anyway.  There should 

not be service substitution either. Existing state places (such as supported accommodation) 

should continue to be funded, and Commonwealth places should be in addition to historical 

state numbers.   

It is hoped that the National Mental Health Commission will help clarify the responsibilities of 

the states and the Commonwealth.  Ideally, a funding formula might ensure that funds are 

available, and then can be systematically incorporated into state mental health strategies.  If a 

blueprint with targets is established, then Commonwealth and state governments could work 

together to achieve such targets and ensure a common priority for filling gaps. 

In May 2011, the Commonwealth announced a substantial new investment in mental health 

services.  These services were described in the Commonwealth Budget Papers and in a detailed 

statement on National Mental Health Reform by the three relevant Commonwealth ministers ɂ 

Roxon, Macklin and Butler (Department of Health and Ageing, 2011).  The full package will not 

be discussed here, but the programs funded are listed in the next table.  Significantly, once again 

careful population planning is required to ensure that these initiatives are rolled out based on 

population need, and are complementary to existing state services.  
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May 2011 Commonwealth Budget Measure National Funding over 5 years 

Coordinated care and flexible funding for people with 
severe, persistent mental illness and complex care needs 

$343.8m 

Expanding the support for day-to-day living program to 
meet demand for services 

$19.3m 

Expanding community mental health services ɂ more 
personal helpers and mentors and respite services 

$208.3m 

Expansion of ATAPS (Access to Allied Psychological 
Services) ɂ more services for children and families, 
Indigenous people and other hard-to-reach populations 

$205.9m 

Establishment of a single mental health online portal $14.4m 

Adjustment to the Better Access Initiative ɂ two-tiered 
rebate for treatment plan sessions (this affects general 
practitioners)  

-$405.9m 

Cap allied health sessions to 10 from 12  -$174.6m 

Health and wellbeing check for 3-year-olds; and expert 
group in child mental health 

$11.0m 

Family Mental Health Support $61.0m 

Australian Early Development Index (AEDI) ɀ ongoing 
national implementation 

$29.7m at no net cost to the 
budget 

Social Engagement and Emotional Development (SEED) 
survey of children aged 8ɀ14 years 

$1.5m at no net cost to the 
budget 

Headspace ɂ funding to provide additional and sustainable 
youth mental health centres and reduce waiting times 

$197.3m 

Additional Early Psychosis Prevention and Intervention 

Centres (EPPIC) 

$222.4m   

A National Partnership Agreement on Mental Health (money 
for states for accommodation and assisting people who 
present to emergency departments)  

$201.3m 

Increased employment participation for people with mental 
illness 

$2.4m plus substantial new 
investment in Building 
!ÕÓÔÒÁÌÉÁȭÓ &ÕÔÕÒÅ 7ÏÒËÆÏÒÃÅ 
package 

Establishment of a National Mental Health Commission $12.2m 

Continuation of Leadership in Mental Health Reform: 
information and evidence to support national mental health 
reform and accountability 

$56.8m at no net cost to the 
budget 

Strategic investment in mental health research priorities 
through the National Health and Medical Research Council 
(NHMRC) 

$26.2m at no net cost to the 
budget 

Figure A5 Commonwealth Budget Measures  
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In the context of the Annual Report of our Office which focuses on state services, one item 

deserves specific mention ɂ ÔÈÅ ÆÅÄÅÒÁÌ ÍÉÎÉÓÔÅÒÓȭ ÒÅÃÏÇÎÉÔÉÏÎ ÏÆ ÓÔÁÔÅ ÓÈÏÒÔÆÁÌÌÓȢ  4ÈÅÙ ÎÏÔÅȡ 

The Australian Government has identified significant service shortfalls, which 

impact on the ability of Australians with mental illness to receive assistance and 

recover in the community. An analysis of state data suggests that, nationally, 

only approximately a quarter of the demand for supported accommodation 

services is met. Such services are linked to clinical support and help reduce the 

number of people having to go to hospital emergency departments, particularly 

for avoidable reasons. 

There is also a shortage of clinical specialist mental health services in the 

community to help people manage their illness and recover in the community. 

There is only 62 per cent of the estimated number of workers required to deliver 

services, and inadequate capacity in specialised child and adolescent services 

and crisis response services, both run through the states and territories.  This 

shortfall is producing a crisis-driven mental health system in which people are 

turned away from services until they are unwell enough to warrant hospital 

admission. The acute system is not well equipped to meet both the health and 

non-health needs of an individual. 

Ministers Roxon, Macklin and Butler (Department of Health and Ageing, 2011) 

The Commonwealth will provide $201.3m over five years for a national funding pool for states 

and territories to bid through a competitive process.  Priority areas will be accommodation 

support, and presentation, admission and discharge planning in emergency departments 

(Department of Health and Ageing, 2011). 

Presumably, on a population basis South Australia might expect to get about 8% of this amount, 

although because it is a competitive process we may get either more or less than our population 

share, depending on the quality of our bids for the funds. 

This investment, even supplemented with the extra places and services earlier this year, will be 

insufficient to meet need. 

This is why the next South Australian mental health plan will need to be funded.  It has now 

been many years since mental health services had a significant new injection of recurrent 

funding for new services ɂ a process that began with the work in 2005 of then Minister Lea 

Stevens in funding extra mental health workers, and making a one-off $25m commitment to 

non-government funding that later became the basis for additional recurrent funds.    

The priorities for new state investment can be readily identified.  Our Office would nominate the 

followin g areas: making services culturally safe and accessible for Aboriginal people, expanding 

supported accommodation, increasing the number of clinical mental health workers, expanding 

all parts of the forensic mental health services, providing additional services in rural areas for 

people of all ages but particularly for older people and further developing services for rural 

young people.   

In its 2011 Budget, Victoria announced new state investment in its mental health services.  It is 

now timely for South AuÓÔÒÁÌÉÁ ÔÏ ÄÏ ÌÉËÅ×ÉÓÅ ÔÏ ÃÏÍÐÌÅÍÅÎÔ ÔÈÅ #ÏÍÍÏÎ×ÅÁÌÔÈȭÓ ÉÎÖÅÓÔÍÅÎÔȢ 
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Aboriginal and Torres Strait Islander Mental Health  
Our 2010 Annual Report considered the need for urgent action to catch up in our responses to 

Aboriginal Mental Health. 

Some of the recommendations of the Social Inclusion Board relating to Aboriginal mental health 

have been cited in the previous section.  These recommendations were in  response to concerns 

from Aboriginal people that they could miss out on some of the advances from the Plan that the 

ÇÅÎÅÒÁÌ ÃÏÍÍÕÎÉÔÙ ×ÏÕÌÄ ÒÅÃÅÉÖÅȢ  4ÈÅ "ÏÁÒÄ ×ÁÎÔÅÄ ÔÏ ÓÅÅ ȰÓÔÒÁÔÅÇÉÃ ÁÕÄÉÔÓȱ ÏÆ ÐÒÏÇÒÅÓÓȢ 

We know that there has been work under way from within the Department of Health following 

ÔÈÅ ÒÅÌÅÁÓÅ ÏÆ ÔÈÅ Ȱ3ÕÍÍÁÒÙ 2ÅÐÏÒÔȡ 3ÔÁÔÅ×ÉÄÅ !ÂÏÒÉÇÉÎÁÌ -ÅÎÔÁÌ (ÅÁÌÔÈ #ÏÎÓÕÌÔÁÔÉÏÎȱ ɉ3! 

Health, 2010).   

In terms of outcomes on the ground, we observe good work that has happened locally.  

Innovative and well-recognised mental health work is undertaken either within Aboriginal 

health services, individual mental health clinics, or through partnership arrangements between 

Aboriginal health and mental health sectors.  While the best approaches are most likely to come 

from practitioners at the coalface working with their local communities, there is still  a need to 

have a strong statewide drive to provide culturally safe services everywhere.  This is because 

service responses are patchy in different regions, and even the exemplar services themselves 

can be overwhelmed by demand.   

Our Office hears from Aboriginal people and families looking for clinical services at a time of 

need, who cannot readily access the type of service they need.   

In the situations that we hear about from families or workers, the reasons why people cannot 

access services fall into three categories.  The first is that the services are simply not there, or 

are overwhelmed by demand.  The second is that the personal needs of the client can cross a 

number of different service boundaries (e.g. mental health, disability, and drug and alcohol) 

leading to uncertainty as to which government department is responsible.  The third and 

significant reason is that services are available but are not known by community members to be 

culturally safe.  Cultural safety is needed for communication, understanding, accurate diagnosis 

and effective therapy.   

Every service should take steps to be culturally safe.  Steps that are practical and achievable can 

be taken in conjunction with local Aboriginal people.  Best practice examples can be found in 

our state, and there are also excellent resources available to inform practices, such as a 

ÓÕÂÓÔÁÎÔÉÁÌ ÍÏÎÏÇÒÁÐÈ Ȱ7ÏÒËÉÎÇ 4ÏÇÅÔÈÅÒȡ !ÂÏÒÉÇÉÎÁÌ ÁÎÄ 4ÏÒÒÅÓ 3ÔÒÁÉÔ )ÓÌÁÎÄÅÒ -ÅÎÔÁÌ (ÅÁÌÔÈ 

and Wellbeing Principles and Practice (Purdie, Dudgeon and Walker, 2010).    

While all practitioners should practice within a cultural respect framework, there is a need for 

Aboriginal people to be in professional roles ɂ trained as doctors, nurses, allied health staff and 

Aboriginal mental health workers or health workers.  The latter professional groups offer a way 

to train people quickly so that workers can be deployed in clinics and hospitals.  Access to 

Aboriginal mental health worker and Aboriginal health worker expertise can be limited in many 

places.  The workforce needs to expand, and this requires new Aboriginal health worker and 

mental health worker positions to be created in different regions.   

Even when a service is adequately staffed, it is not possible for Aboriginal health workers to be 

the primary worker for all Aboriginal clients.   There are other approaches. For example, an 
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!ÂÏÒÉÇÉÎÁÌ ÈÅÁÌÔÈ ×ÏÒËÅÒ ÃÁÎ ÕÓÅ ÔÈÅÉÒ ÅØÐÅÒÔÉÓÅ ÔÏ ÐÒÏÖÉÄÅ ȬÃÕÌÔÕÒÁÌ ÓÕÐÅÒÖÉÓÉÏÎȭ ÆÏÒ ÏÔÈÅÒ 

members of the team, using a consultancy model.   

There will be opportunities soon to employ more Aboriginal people in mental health services.  

The newly funded services listed in the previous section will need to employ staff.   This can be 

an opportunity to increase the number of Aboriginal health professionals of all disciplines and 

in particular take on Aboriginal health workers.   

New services can also be placed in areas that can be accessed by Aboriginal communities, and 

have some of their work directed specifically to those communities.  Aboriginal health care 

organisations can act as a base for some services, and can be preferentially given the contract 

for some services such as those delivering supported accommodation, rehabilitation, or early 

intervention services.   

Beyond pointing out these broad possibilities, our Office does not seek to put forward specific 

solutions, although we are in a position to hear about the gaps that need to be filled. The specific 

solutions need to be determined by communities and services working together.  They may 

have common features, but could also differ from place to place.  

At a state-wide level, it is still possible to have specific actions, agreed outcomes, and auditing of 

results, so that approaches can be properly refined, and progress measured.  

At times, our Office has been advised that our concerns regarding Aboriginal mental health will 

be met in ways other than direct service reform.   

For example, the needs of Aboriginal people will be addressed through across-government 

action to assist communities, and the Health Department can take a lead. 

We acknowledge the need for a broad approach.  Our 2010 Annual Report cited a model that 

looked at the need for action at several levels.   Acknowledgement of history, a social justice 

approach and reconciliation can empower communities, overcome disadvantage, and these in 

turn will pre vent illness.  However, they do not mitigate the need to deliver culturally safe 

mental health services for people who need services now, or to have adequate levels of 

specialist services available in the future.    

4ÈÉÓ ÉÓ ÎÏÔ Á ÃÁÓÅ ÏÆ ȬÅÉÔÈÅÒɀÏÒȭȟ  Á ÃÏmmunity approach vs. providing culturally safe specialist 

services: it is a case of doing both.   The broader society measures would be led by communities 

and supported by government.   However, these measures are not a substitute for providing a 

basic service. 

It is also noted that an Aboriginal mental health response was not funded as part of the 

'ÏÖÅÒÎÍÅÎÔȭÓ ÒÅÓÐÏÎÓÅ ÔÏ 3ÔÅÐÐÉÎÇ 5ÐȢ 

The response of our office to this is twofold.   Aboriginal mental health should be part of core 

business for all services ɂ not just those specifically funded for the purpose.  The Social 

Inclusion Board had wanted a leadership group to oversee this work across the sector.    

The second point though, is that if the funding argument is correct, now is the time to inject 

funds into existing services to improve accessibility, and new services should be specifically 

commissioned to reach out to Aboriginal people or in some cases be operated by Aboriginal 

health services.     
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Finally, it is worth noting that the Government accepted ÁÌÌ τρ ÏÆ ÔÈÅ 3ÏÃÉÁÌ )ÎÃÌÕÓÉÏÎ "ÏÁÒÄȭÓ 

recommendations, including Recommendation 35 of the report.  This was a specific 

recommendation that would require funding, both for building and for staffing:  

Establish a specialist service for Aboriginal people and locate it at Glenside.  Co-

location with the other specialist services proposed for Glensideɂincluding the 

drug and alcohol service and the early psychosis serviceɂwill benefit Aboriginal 

people. The specialist service will be supported by a dedicated research effort in 

Aboriginal mental health care. 

There has been no specialist service established.  The Rural and Remote Unit at Glenside 

Hospital does have a highly regarded Aboriginal mental health team; however, this was 

operating before the Social Inclusion Board report. 

This existing team could be the nucleus of a specialist service that supports both metropolitan 

and rural and remote programs across the state. 

4ÈÅ "ÏÁÒÄ ÁÌÓÏ ÒÅÃÏÍÍÅÎÄÅÄ Á ÄÅÄÉÃÁÔÅÄ ÒÅÓÅÁÒÃÈ ÅÆÆÏÒÔȢ  4ÈÅ "ÏÁÒÄ ÎÏÔÅÄ .Å× :ÅÁÌÁÎÄȭÓ 

investment in Maori mental health research that has allowed New Zealand to apply evidence- 

based Maori models into practical service delivery (Social Inclusion Board, 2007). 

It is possible to imagine a research institute following a research agenda determined by the 

Aboriginal community. This could be developed closely with services to provide an evidence 

base to inform practice, and be linked to existing Indigenous health research units at South 

Australian universities.  A successful program would leverage further investment from 

competitive research funding sources, and might link with national institutes that have 

successfully brought together Aboriginal organisations, researchers and government agencies.    
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Services for people with complex needs  
In 2009 and 2010, we have included a transition table for Glenside beds.  This has been updated 

below. 

 

Medium -  to Long -

term mental health 

beds 

Pre-existing prior to 

reform  

30 June 2010 Completion of reform  

ɂas per original plan 

2007  

Completion of reform 

ɂ current  estimate 

by OPA 

Traditional extended 

care beds  

129 40  0 0 

New secure extended 

care 

0 0 30 40 

Community recovery 

centre 

0 60 60 60 

Supported 

accommodation with 24- 

hour on-site support 

(Burnside Housing and 

Accommodation Support 

Partnership) 

0 ςπ  ɉȬ4ÈÅ 'ÌÅÎȭ ×ÁÒÄ 

was used for this 

purpose) 

73 20 

Supported 

accommodation, 1ɀ5 

hours support, increased 

up to 24 hours if 

required  

Metropolitan Housing 

and Accommodation 

Support Partnership  

   53 plus 

TOTAL (beds or places) 129  120  163  173 If metro HASP 

counted 

120 if metro HASP not 

counted 

Figure A6: Transition in long-term bed numbers related to the redevelopment of Glenside Hospital. 

Figures for the planned final number of beds obtained from Stepping Up brochures, Government of South 

Australia, Feb 2007, June 2007, August 2007 and updated brochure April 2008.  New Commonwealth-

funded places are not included in this table. 

 

This has been modified to reflect the roll-out of supported accommodation.  The issues of 

supported accommodation are discussed in more detail in the section of this Report on 

Promoting Rights. 

Perhaps for future auditing purposes, a National Mental Health Commission might set 

definitions and benchmarks for what constitute different levels of care.   At question is whether 

the care levels provided by the Metropolitan Housing and Accommodation Support Partnership 

(1ɀ5 hours, increased to 24 hours support with approval) are sufficiently high to allow these 

places to be included in the replacement Glenside beds in the Stepped model. 
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This also has implications for how the 80 new Commonwealth-supported accommodation 

places are counted. While these new packages will certainly offer high levels of support, there is 

an argument that they be counted with community support packages rather than counting them 

with the Glenside replacement services.  If counted as part of the Stepped Plan, they increase the 

Supported Accommodation places to 153, and overall bed replacement number from 173 to 

253.  Once again, the sector could benefit from agreed counting rules so it can be determined 

where new services are placed within the Stepped model.   

 

Forensic Mental Health  
The planned addition of 10 forensic step-down beds, provided through Commonwealth funding 

is a positive development. 

However, the problems of lack of inpatient beds and forensic prison inreach and community 

services remain.   

An urgent solution is needed to increase forensic inpatient capacity, as discussed in the 2009 

and 2010 annual reports. 

In addition, existing inpatient cell-like beds need to be rebuilt, along with the building of new  

additional beds. 

There is widespread understanding of this gap and the need for action yet currently, no further 

funding has been allocated to expand and rebuild inpatient services beyond that required to 

move 10 existing beds from Glenside to Oakden, and undertake some refurbishment and 

maintenance on the original building but not fundamentally redesign it. 

Our Office considers the need for progress in this area critical, along with associated needs to 

develop a forensic disability service. 
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Reviewing Programs and Identifying 
Unmet Need  
Justice for People with Disability 
Introduction  

The development of a Disability Justice Strategy could improve all aspects of the dealings that 

vulnerable people have with the law.   

In 2011, the lack of justice for people with a disability was a significant issue of community 

concern.    

There is no single answer to delivering justice for people of all ages who have a disability. What 

is needed is a system reform.  Our Office becomes involved in situations where people with 

disabilities are victims of crime, and other situations where people have been accused of 

committing the crime.  We hear the views of people and their families as well as the opinions of 

professionals working in disability, health and justice, about what our systems currently do and 

fail to do.  There is no doubt that from these conversations, and from reviews in other states and 

literature publications, work is needed to address each step of the way through the justice 

system.   All parts need to change and work together.  The answers are known, and documented 

in the literature but need a strategy driven across the community to make them happen. 

Such a strategy should be inclusive of the needs of all at-risk people who have a disability, 

including people who have a psychiatric disability.  It will have many common features with 

strategies to give justice to older people, and should work alongside such an elder abuse 

strategy, developing common approaches to minimise duplication.  Similar issues can arise in 

responding to elder abuse, as occur with the abuse of vulnerable younger adults. 

For victims of crime,  such a strategy can aim to improve the prompt recognition of criminal 

behaviour, rapid reporting to police, the expert collection of evidence, and the taking of robust 

statements at the time of a crime that will inform the Court.  The latter can be particularly 

important to victims with a cognitive impairment who can accurately describe events at the 

time but may be less clear as time goes by.  Also recognised as important is the preparation and 

support of victims in court, a vigorous prosecution of perpetrators, and the recognition of the 

special needs of victims who have a disability when they attend court and give evidence.   

For victims, a disability justice strategy can be part of an overall adult protection strategy that 

aims to prevent crime and abuse in the first instance (this is discussed in the Rights Protection 

section of this report).  A failure to prosecute perpetrators can mean that the deterrent effect of 

being caught and punished is minimised, and perpetrators may then prey on vulnerable people 

in the belief that they will not be caught.   

For people with disability who are accused of c ommitting a crime , special assistance may 

be needed when interviewed by the police and then through the court process.  There is a risk 

ÔÈÁÔ ÆÏÒ ÍÁÎÙ ÐÅÏÐÌÅ ×ÉÔÈ ÉÎÔÅÌÌÅÃÔÕÁÌ ÄÉÓÁÂÉÌÉÔÙȟ Á ÄÅÓÉÒÅ ÔÏ ÐÌÅÁÓÅȟ ÁÎÄ ÔÏ ÓÁÙ ȬÙÅÓȭ ÃÁÎ ÌÅÁÄ ÔÏ 

admissions of guilt for crimes that they did not commit.  For others, it is essential that existing 

options such as the use of the mental impairment defence and court diversion programs are 
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fully used.  Yet, we hear of people with an intellectual disability or brain injury attending court 

and convicted for offences: even when they may have been found incompetent in similar 

situations in the past.  If the question was fully considered they most likely would be found 

mentally incompetent. 

It is important to note that South Australia is not alone in seeking to improve practice in this 

area.  This is a national and international problem.  While there is a need for improvement 

across the sector, there are also examples of excellent practices in this state.  Clients of our 

Office have valued the work of highly skilled, compassionate officers of the Sexual Crimes 

Investigation Branch of the South Australian Police who have interviewed them.  The staff of 

Yarrow Place, the rape and sexual assault service, provide a very effective and supportive 

service at a difficult time, and will work with the needs of a victim who has a disability.   The 

Health and Community Services Complaints Commissioner can give victims and families a 

chance to follow up allegations, and can conclude that serious abuse has occurred, even when 

the allegations may not be prosecuted in a criminal court.  Yet the ability of such good work can 

be limited if crimes are not recognised early and promptly reported so that evidence can be 

gathered, and then taken to court with all relevant evidence considered.   

Observations and Recommendations in Previous Annual Reports  

Justice related issues have been considered in reviews of adult protection issues in past reports. 

2009 Annual Report  

¶ While the topic of abuse of vulnerable people in other states has been a major issue, the 

lack of public reports of assault, abuse and neglect of vulnerable people in our State is 

likely to be due to systems issues.  We do not have the same strategies in place as other 

states to ensure that people can safely come forward with their reports, and that 

incidents are detected and police advised. 

¶ South Australia does not have mandatory reporting to police of sexual assault and 

serious physical assault, within disability services. 

¶ Mandatory reporting of abuse should occur in government-funded or government-

operated disability accommodation, as it occurs in aged care. 

¶ South Australia needs forensic disability services  that can provide best practice 

interventions for people with a disability who might harm others, and therefore reduce 

the risk to other people with disability who can often be the victims of such crimes. 

2010 Annual Report  

¶ Disability Services agreed to develop a single policy on the prevention and response to 

abuse to apply to both government-operated and government-funded services. 

¶ The Health and Community Services Complaints Commissioner and the Office of the 

Public Advocate worked together on individual client matters concerning abuse and 

assault of vulnerable people who are under the guardianship of the Public Advocate. 

¶ As a result of investigations, the Health and Community Services Complaints 

Commissioner had concluded in individual matters that serious sexual or physical abuse 

by a staff member did occur, although the police may not have been able to lay charges.   
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Background on disability justice issues  

This topic has been widely reviewed by law reform commissions, expert bodies and academics.  

There have been a number of similar interventions recommended. 

The Australian Institute of Family Studies published a significant review on sexual assault and 

adults with disability in 2008.  This report by Murray and Powell (2008) identified best practice 

to enable recognition, disclosure and a just response.  

Research consistently finds that people with disability are victims of sexual assault at a higher 

rate than the general population.  It cites three main groups of offenders against women with 

intellectual disabilities:(i) for women in residential settings, male residents; (ii) family 

members, including intimate partners, ex partners, fathers and step fathers; and (iii) staff of 

residential care facilities or disability support services (Murray & Powell, 2008).   This is 

consistent with the experience of both male and female clients of our Office who have been the 

victims of an assault. 

Murray and Powell (2008) describe barriers to reporting at a societal, organisational and 

ÉÎÄÉÖÉÄÕÁÌ ÌÅÖÅÌȢ  4ÈÅÙ ÃÉÔÅ +ÅÉÌÔÙ ÁÎÄ #ÏÎÎÅÌÌÙ ×ÈÏ ÆÏÕÎÄ ÔÈÁÔ ȰÔ×Ï ÍÙÔÈÓȟ ÉÎ ÐÁÒÔÉÃÕÌÁÒȟ 

emerged consistently: women with intellectual disability are promiscuous and the 

ÃÏÍÐÌÁÉÎÁÎÔȭÓ ÓÔÏÒÙ ÉÓ ÎÏÔ Á ÃÒÅÄÉÂÌÅ ÁÃÃÏÕÎÔ ɉ-ÕÒÒÁÙ Ǫ 0Ï×ÅÌÌȟ ςππψ ÐȢ υɊȢȱ )Ô ÉÓ ÎÏÔ ÕÎÃÏÍÍÏÎ 

now to see these myths applied to both women with disability and mental illness who have 

alleged assault in a residential facility.  A further gap is the lack of sexual education provided to 

both men and women with disabilities so that it is possible to understand and then talk about 

what has happened. 

Gaps can occur in policies.   Effective policies can ensure that there is appropriate early 

assistance sought from sexual assault referral services, which in 2011 has not always occurred 

in our State.  Similarly, employment policies must ensure that there are appropriate screening 

checks of staff who work with vulnerable adults (Murray & Powell, 2008).  While police record 

checking occurs in South Australia, checking for other unresolved disciplinary matters that may 

be relevant is variable. 

With respect to the inadequacies of the criminal justice system, an American review states that 

ȰÔÈÅ ÌÉÔÅÒÁÔÕÒÅ ÓÅÅÍÓ ÔÏ ÃÏÎÆÉÒÍ ÔÈÁÔ ÃÒÉÍÉÎÁÌ ÃÏÎÖÉÃÔÉÏÎÓ ÃÁÎ ÂÅ ×ÏÎ ÉÎ ÃÁÓÅÓ ÉÎ ×ÈÉÃÈ ÔÈÅ 

victim is cognitively disabled, but it takes specialised training and may involve additional 

ÉÎÖÅÓÔÉÇÁÔÉÖÅ ÁÎÄ ÐÒÏÓÅÃÕÔÏÒÉÁÌ ÒÅÓÏÕÒÃÅÓȱɉ0ÅÔÅÒsilia, 2001).  There is no reason why such 

training and extra resources should not be applied.  Petersilia (2001) also noted the need for 

ȰÓÐÅÃÉÁÌ ÁÃÃÏÍÍÏÄÁÔÉÏÎÓȱ ÇÉÖÅÎ ÉÎ ÃÏÕÒÔ ÔÏ ÉÎÃÌÕÄÅ ÔÈÅ ÕÓÅ ÏÆ ÁÎ ÁÄÖÏÃÁÔÅ ÔÏ ÈÅÌÐ Á ÖÉÃÔÉÍ 

understand what is being asked during investigation and options of clearing courts and using 

videotaped evidence. 

The next table summarises a range of practical procedural and educational strategies that might 

improve justice for people with disability who have been the victims of a sexual assault, once 

again collated by Murray and Powell (2008)  
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Summary of Key Policy Recommendations for the Criminal Justice System  

Made by the Victorian Law Reform Commission Sexual Offences reports, NSW Committee on 

Intellectual Disability and the Criminal Justice System, plus several other research reports.   

Collated by Murray and Powell (2008) 

ü Ensure responding police have had training or expertise specifically in identifying and interviewing people 

with differing functional needs due to disability 

ü Consistent use of video- and audio-taped evidence 

ü Coordination between police, sexual assault support workers, intellectual disability rights services and 

other relevant disability support workers 

ü Additional training for independent third persons (ITPs) specifically regarding sexual assault 

ü Systematic monitoring of matters which are not investigated, or where a report is made but a statement is 

not taken, and the reasons for this 

ü &ÌÅØÉÂÉÌÉÔÙ ÉÎ ÔÁËÉÎÇ ÔÈÅ ÓÔÁÔÅÍÅÎÔ ÔÏ ÁÃÃÏÍÍÏÄÁÔÅ ÔÈÅ ÐÅÒÓÏÎȭÓ ÉÍÐÁÉÒÍÅÎÔÓȟ such as limited concentration, 

memory impairments or need for communication aids 

Court preparation  

ü Planning and preparation to ensure that the victim feels prepared, including a visit to a court to familiarise 

them with the environment and procedures 

ü Coordination and pre-trial conferences between sexual assault support workers, witness support staff at the 

Office of the Director of Public Prosecutions (DPP) 

ü %ØÐÅÒÔ ×ÉÔÎÅÓÓ ÒÅÐÏÒÔÓ ÔÏ ÔÈÅ $00 ÏÎ ÔÈÅ ÖÉÃÔÉÍȭÓ ÁÂÉÌÉÔÉÅÓ ÁÎÄ ÄÉÓÁÂÉÌÉÔÉÅÓ ÔÏ ÉÄÅÎÔÉÆÙ ÔÈÅ ÖÉÃÔÉÍȭs additional 

needs or difficulties that they may experience in being a witness 

Supporting victim/survivors in court  

ü )ÎÃÌÕÓÉÏÎ ÏÆ ÅØÐÅÒÔ ×ÉÔÎÅÓÓ ÒÅÐÏÒÔÓ ÅÁÒÌÙ ÉÎ ÔÈÅ ÃÏÕÒÔ ÐÒÏÃÅÓÓ ÔÏ ÅØÐÌÁÉÎ ÔÏ ÊÕÄÇÅÓ ÁÎÄȾÏÒ ÊÕÒÉÅÓ ÔÈÅ ÐÅÒÓÏÎȭÓ 

abilities and disabilities that may affect their giving evidence 

ü A clear mandate, rather than discretion, for the Courts to attend to special needs of a victim/ survivor with a 

ÄÉÓÁÂÉÌÉÔÙ ÓÕÃÈ ÁÓȡ ȰÆÒÅÑÕÅÎÔ ÂÒÅÁËÓ ÉÎ ÇÉÖÉÎÇ ÅÖÉÄÅÎÃÅ ÔÏ ÅÎÓÕÒÅ ÏÐÔÉÍÕÍ ÃÏÎÃÅÎÔÒÁÔÉÏÎȟ ÓÕÐÐÏÒÔ ÐÅÒÓÏÎ 

sitt ing with the witness, physical modifications such as wheelchair accessibility, use of speech therapists to 

assist communication, willingness of the court to use plain language and short sentences, use of special 

provisions such as closed circuit television ÁÎÄ ÓÃÒÅÅÎÓȟ ÃÌÏÓÅÄ ÃÏÕÒÔ ×ÈÅÎ ÇÉÖÉÎÇ ÅÖÉÄÅÎÃÅ ȢȢȢȱ  

 

Figure A7: Summary of Key Policy Recommendations for the Criminal Justice System  

Law Reform ɂ making sexual abuse of vulnerable clients by staff a crime  

In NSW, it is a criminal offence for disability staff to have sexual intercourse with a person in 

ÔÈÅÉÒ ÃÁÒÅ ×ÈÏ ÈÁÓ Á ÃÏÇÎÉÔÉÖÅ ÉÍÐÁÉÒÍÅÎÔȢ  4ÈÉÓ ÉÓ ÐÕÎÉÓÈÁÂÌÅ ÂÙ ÕÐ ÔÏ ρπ ÙÅÁÒÓȭ ÉÍÐÒÉÓÏÎÍÅÎÔȢ 

The offence is created by the NSW Crimes Act 1900 section 66F.   It is an offence to have sexual 

intercourse ×ÉÔÈ Á ÐÅÒÓÏÎ ×ÈÅÒÅ ÔÈÅ ÁÃÃÕÓÅÄ ÉÓ ÒÅÓÐÏÎÓÉÂÌÅ ÆÏÒ ÔÈÁÔ ÐÅÒÓÏÎȭÓ ÃÁÒÅ ɉÅÉÔÈÅÒ 

generally or at the time of the offence).  This can be in the course of a program at a facility or at 

home  (Judicial Commission of NSW, 2011). 

Originally, the provisions of the NSW Crimes Act 1900 applied only to persons with an 

intellectual disability.  Following the NSW Crimes Amendment (Cognitive Impairment ɂ Sexual 

Offences) Act 2008, ÔÈÅ ÔÅÒÍ ȰÉÎÔÅÌÌÅÃÔÕÁÌ ÄÉÓÁÂÉÌÉÔÙȱ ×ÁÓ ÒÅÐÌÁÃÅÄ ×ÉÔÈ ȰÃÏÇÎÉÔÉÖÅ ÉÍÐÁÉÒÍÅÎÔȱȟ 
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and the provisions now apply to  people who experience an intellectual disability, 

developmental disorder (including autism spectrum disorder), a neurological disorder, 

dementia, severe mental illness or a brain injury.   

South Australia does not have such a statute.   

The operation of this statute in NSW would need careful review, if it were to be replicated in 

South Australia. 

It would seem, however, that it could act as  deterrence to perpetrators who choose to take up 

employment and other positions of trust with vulnerable people, for the purpose of committing 

sexual abuse and assault.  Such a statute would have been of assistance to some clients of our 

Office who have wanted justice, and may have helped prevent the crimes if it had been in place. 

Section 66F of the NSW Crimes Act has a second component that makes it an offence to have 

sexual intercourse with a person who has a cognitive impairment, with the intention of taking 

ÁÄÖÁÎÔÁÇÅ ÏÆ ÔÈÁÔ ÐÅÒÓÏÎȭÓ ÃÏÇÎÉÔÉÖÅ ÉÍÐÁÉÒÍÅÎÔ ɉ*ÕÄÉÃÉÁÌ #ÏÍÍÉÓÓÉÏÎ ÏÆ .37ȟ ςπρρɊȢ 

This is similar to an existing provision in the South Australian Criminal Law Consolidation Act 

(CLCA), 1935.  Section 49 (6) provides that: 

A person who, knowing that another is by reason of intellectual disability 

unable to understand the nature or consequences of sexual intercourse, has 

sexual intercourse with that other person is guilty of an offence.  Maximum 

penalty: Imprisonment for 10 years. 

However, this provision, which can apply to a broader range of people, not just people in 

authority, does not in itself offer the same potential deterrence to staff as the extra NSW 

provision we do not have. 

Indeed, CLCA s49 (6) may be of limited benefit.  In 2004, Ian Bidmeade made the following 

observation referring to CLCA s 49(6) in a handbook prepared for the then Intellectual Disability 

Services Council: 

This section is worth debate. It is really a lesser offence alternative to a 

charge of rape. It aims to cover the situation of defective consent, rather 

than no consent, although, arguably, consent without understanding is no 

consent at all. In a sense, it protects the exploiter from a rape charge, if it 

does anything at all. It would seem not to provide any special protection for 

the person with disability and it may encourage some to prevent people 

with intellectual disability from expressing their sexuality. It also tends to 

assume that such persons are not capable of understanding the sex act.  

In summary: South Australia could benefit from a review of the existing provision, as well as the 

addition of an unequivocal criminal offence to cover the actions of disability and other staff in a 

position of authority.   

A review of s 49 (6) could ensure that it does properly protect vulnerable people, does not 

unintentionally assist exploiters avoid a rape charge, or limit expression of sexuality in non-

exploitative relationships. 
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Specific issues related to people with disability who have been the victim of an assault  

During 2010ɀ2011, there was significant contact between the Department for Families and 

Communities, the HeÁÌÔÈ ÁÎÄ #ÏÍÍÕÎÉÔÙ 3ÅÒÖÉÃÅÓ #ÏÍÐÌÁÉÎÔÓ #ÏÍÍÉÓÓÉÏÎÅÒȭÓ /ÆÆÉÃÅȟ ,ÏÒÎÁ 

(ÁÌÌÁÈÁÎȟ #ÈÁÉÒ ÏÆ ÔÈÅ -ÉÎÉÓÔÅÒȭÓ $ÉÓÁÂÉÌÉÔÙ !ÄÖÉÓÏÒÙ #ÏÕÎÃÉÌ ÁÎÄ ÏÕÒ /ÆÆÉÃÅ ÏÎ ÔÈÉÓ ÔÏÐÉÃȟ ×ÈÉÃÈ 

has contributed to the development of a new policy for use by disability services.    

Matters have also been raised with mental health authorities, and the suggestion put to them 

that South Australia needs a sexual safety policy to prevent and respond to assault and 

exploitation in mental health facilities.  Male and female clients of supported residential 

facilities can also be fearful for their safety in a shared environment.   

The following are some of the issues that have emerged in a small number of individual matters 

for both advocacy and guardianship clients.  As suggested in past reports, we consider that the 

true frequency of abuse in South Australia remains unknown, as there is a need to improve 

systems for identifying and reporting abuse. 

Contacting the police to discuss a matter vs. formal reporting.   Petersilia has described how 

crimes against people with disabilities can be truly invisible.  Crimes can be defined as abuse or 

neglect and followed up through administrative channels rather than police investigations.  

#ÒÉÍÅÓ ÁÒÅ ÌÁÂÅÌÌÅÄ ȰÉÎÃÉÄÅÎÔÓȱ ÉÎ ÔÈÅÓÅ ÓÃÅÎÁÒÉÏÓ ɉ0ÅÔÅÒÓÉÌÉÁȟ ςππρ). 

A lack of a formal report has prevented a timely analysis of some events by local police, as well 

as consideration by the specialist officers of the Sexual Crimes Investigations Branch who 

automatically review reports of alleged sex crimes.  It can also mean that forensic evidence may 

not be collected.   

A decision as to whether a crime has been committed may require further police investigation 

ÁÎÄ ÓÏÍÅÔÉÍÅÓȟ ÐÒÏÆÅÓÓÉÏÎÁÌ ÁÄÖÉÃÅ ÁÂÏÕÔ Á ÐÅÒÓÏÎȭÓ ÁÂÉÌÉÔÙ ÔÏ ÃÏÎÓÅÎÔȢ  4ÈÉÓ ÃÁÎÎÏÔ ÏÃÃÕÒ ÉÆ ÔÈÅ 

matter is not formally reported, so any possibility of charging a person for rape or an offence 

under the CLCA s 49 (6) (having sexual intercourse with a person who has a disability knowing 

that they may not understand the consequences) might be lost. 

It should be made clear that in the instances we are aware of, involving both disability and 

ÍÅÎÔÁÌ ÈÅÁÌÔÈ ÓÅÒÖÉÃÅÓ ÔÈÅÒÅ ÈÁÓ ÂÅÅÎ ȬÃÏÎÔÁÃÔȭ ×ÉÔÈ ÐÏÌÉÃÅ ÁÓ ÏÐÐÏÓÅÄ ÔÏ ȬÒÅÐÏÒÔÉÎÇȭ ÔÏ ÐÏÌÉÃÅȢ   

Generally, a senior administrative or professional person has phoned police to discuss whether 

a matter might be a criminal act for the police to manage, or a matter of unprofessional conduct 

to be dealt with by the organisation.  As a result of these discussions, it has been concluded in 

these instances that matters are not criminal and a police report is not made.   

What should occur is that a formal police report be made so that the question of criminality can 

be carefully and formally considered as described.   

In contrast, the Commonwealth Aged Care Act 1997 has a requirement for mandatory reporting.  

Even when consent issues are unclear, the nursing homes will make a report because of this 

requirement, rather than try to reach their own conclusion about what has happened.  As a 

result of this, we have seen prompt reports to the police made by nursing homes on specific 

matters regarding both sexual and physical abuse in aged care.  Immediate police investigation 

can be valuable, and information uncovered has assisted not only with police action, but 

enabled our Office as guardian to take immediate steps to protect individuals. 
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There is no doubt a mandatory reporting requirement has assisted to remove ambiguity in 

these first critical steps for people in nursing homes, and should have similar benefits if applied 

to disability services,  to inpatient mental health services and mental health supported 

accommodation.   

The Health and Community Services Commissioner has outlined expectations to disability 

services management that formal police reports are lodged, and how the details of the report 

are recorded.  The Adelaide Mental Health Services have also taken similar action. 

Education of disability workers.   Disability workers receive some education regarding abuse 

and neglect, including the risk of abuse of vulnerable people by workers, as a part of the 

Disability Certificate III or IV training.  The need for more education in this area has been raised 

following incidents. 

More education, as part of training and continuing education can assist workers to take action to 

prevent, identify and report abuse in accordance with new policies in this area. 

Preventing reemployment with another service when allegations are unresolved.  When 

an allegation is raised, an alleged perpetrator facing investigation may resign and leave before 

the process is concluded.  If the person seeks reemployment in another organisation, as there 

has been no charge and no criminal conviction, police checks will be clear. 

As a result of work to develop a new policy (discussed below), a specific role emerged for the 

Special Investigations Unit (SIU) within the Department for Families and Communities.  The 

5ÎÉÔ ÒÅÃÅÉÖÅÓ ÒÅÐÏÒÔÓ ÏÆ ȰÓÅÒÉÏÕÓ ÃÁÒÅ ÃÏÎÃÅÒÎÓȱ ÉÎÖÏÌÖÉÎÇ Á ÓÔÁÆÆ ÍÅÍÂÅÒȢ  )Æ Á ÓÔÁÆÆ ÍÅÍÂÅÒ 

leaves, and a matter has not been resolved, the SIU will be aware of this.  A prospective 

employer in the sector can contact the Unit to see if there are any outstanding matters that have 

not been resolved. 

Ideally, given the high levels of responsibility for vulnerable people borne by disability workers, 

a registration system should be in place, so that it is possible for employers to know that a 

×ÏÒËÅÒ ÉÓ ÉÎ ȰÇÏÏÄ ÓÔÁÎÄÉÎÇȱȢ  )Î ÔÈÅ ÁÂÓÅÎÃÅ ÏÆ Á ÒÅÇÉÓÔÒÁÔÉÏÎ ÓÙÓÔÅÍȟ ÃÈÅÃËÉÎÇ ×ÉÔÈ ÔÈÅ 3ÐÅÃÉÁÌ 

Investigation Unit will provide ready answers at least for people who have been employed in 

South Australia. 
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Policy development 

This work fed into a new policy that was developed by the Department for Families and 

Communities, with combined input from the Health and Community Services Complaints 

#ÏÍÍÉÓÓÉÏÎÅÒȭÓ /ÆÆÉÃÅȟ ÔÈÅ -ÉÎÉÓÔÅÒȭÓ $ÉÓÁÂility Advisory Council  and the Office of the Public 

Advocate. 

A significant amount of good work was undertaken by Disability Services staff to develop a new 

policy, although it was disappointing that having advocated for a single policy to apply across all 

government-operated and funded services, there are now two different policies: one used by 

government disability services staff, and the other by non-government organisations (NGOs) 

providing disability services funded by government.   

It was the policy for government-operated services that received our input.  It is the opinion of 

this Office that of the two policies, the disability services document is the more comprehensive 

and potentially effective. 

The new disability services policy for government-opÅÒÁÔÅÄ ÓÅÒÖÉÃÅÓ ÉÓ ÃÁÌÌÅÄ Ȱ-ÁÎÁÇÅÍÅÎÔ ÏÆ 

#ÁÒÅ #ÏÎÃÅÒÎÓ 0ÒÏÃÅÄÕÒÅȱ ÁÎÄ ÃÏÎÓÉÄÅÒÓ ÁÓÓÁÕÌÔ ÁÎÄ ÁÂÕÓÅ ÁÓ ÐÁÒÔ ÏÆ ÏÔÈÅÒ ÃÁÒÅ ÃÏÎÃÅÒÎÓȟ 

which may relate to poor performance by workers, as well as deliberate antisocial behaviour.  

Care concerns are classified as minor, moderate or serious.   Assault and abuse are serious care 

concerns.  The policy defines key responsibilities of staff to identify and report abuse, with 

specific examples, and flowcharts.    The flowcharts of the overall process are reproduced on the 

next page.   

Key features of this policy include: 

¶ $ÅÆÉÎÉÔÉÏÎÓ ÏÆ ÁÂÕÓÅȟ ÁÎÄ ȰÃÁÒÅ ÃÏÎÃÅÒÎÓȱ 

¶ Police reporting of all serious incidents (i.e. rape, sexual intercourse between staff 

member and client, indecent assault,  client injury) 

¶ Incorporating procedural fairness for those whose interests will be adversely affected 

by the implementation  of the policy 

¶ Defining the role of the Special Investigation Unit to undertake independent 

assessments of allegations of harm and abuse by a staff member. 

The flowchart (figure A8) on the following page describes the procedure for disability services.  

While the document provides a response when a staff member is the alleged perpetrator of 

abuse, it does not give guidance when the perpetrator is someone else, such as another client or 

visitor. 

The policy developed for the non-government sector, which this Office understands to have 

ÂÅÅÎ ÄÅÖÅÌÏÐÅÄ ÉÎ ÃÏÎÓÕÌÔÁÔÉÏÎ ×ÉÔÈ ÔÈÅ ÓÅÃÔÏÒ ÉÔÓÅÌÆȟ ÉÓ ÃÁÌÌÅÄ Ȱ'ÕÉÄÅÌÉÎÅȢ  2ÅÐÏÒÔÉÎÇ ÏÆ )ÎÃÉÄÅÎÔÓ 

to SA Police by Non-government OrganisatiÏÎÓȢȱ    4ÈÉÓ ÄÏÃÕÍÅÎÔ ÄÏÅÓ ÐÒÏÖÉÄÅ Á ÒÅÓÐÏÎÓÅ 

irrespective of whether the perpetrator is a staff member, another client or someone else. The 

policy incorporates: 

¶ Requirements for police reporting similar to the government-operated disability 

services policy 
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¶ A requirement to report to the Department matters that have been reported to the 

police   

¶ A requirement that the Special Investigation Unit or other delegate may undertake an 

investigation. 

The effect of these two policies is to create, at a policy level in this State, mandatory police 

reporting for clients of disability services who are victims of abuse. 

The two policies, while having similarities also have differences.  For example, the government 

services policy requires the SIU to be informed of serious care concerns, even when the 

threshold for police reporting is not met.  The NGO policy requires the Department (and hence 

the SIU) to be informed only if a police report is made.  This could reduce the amount of 

information that the SIU will have on hand about employees seeking to change jobs in some 

circumstances. 

There is still a need to have a consistent sector-wide policy or legislation regarding police 

reporting, as well as providing information about incidents to the Department, so that pre-

employment screening of individuals who have left a previous employer with unresolved 

matters can effectively occur. 
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 Figure A8  Flowchart describing Disability Services response to a care concern (Disability 

Services, 2011) 
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People with disability who a re suspected of committing a crime  

Many of the issues that apply to communicating with victims who have a disability also apply to 

alleged offenders who have a disability. 

It is recognised that people who have a disability can be overrepresented in our justice system.  

Although there are mechanisms such as the Court Diversion Program, and the use of the mental 

impairment defence, some people are found guilty of crimes despite technically lacking the 

competence to commit the offences. 

Recognition of a disability or a psychiatric disability may not always be straightforward.  Some 

people who have a mild intellectual disability will not disclose this fact, or draw attention to 

what they do not understand, through shame or stigma.   Certain communication patterns for 

some people ɂ as noted earlier such as a desire to please and a wish to agree ɂ can put people 

at risk of agreeing to propositions put to them that are not true.   

In Victoria, the Office of the Public Advocate operates a volunteer Independent Third Person 

scheme (ITP).  Trained volunteers sit in on interviews with people who have a cognitive 

disability or mental illness.  The ITP provides support, and monitors the communication process 

ɂ helping the person contact a lawyer, understand their rights, asking for police questions to be 

rephrased if difficult to understand, and requesting breaks if a person is distressed or unable to 

concentrate.  The need for such a service in South Australia should be considered as part of the 

development of a justice strategy. 

The interview of a vulnerable adult suspect can require extra skills, and well developed 

procedures.  This year, the Australian Institute of Criminology reviewed processes used in 

police interviews around Australia (Bartels, 2011).    Legislative guidelines and police general 

orders were considered.   Both the law and police rules in this area would appear to be more 

developed in other jurisdictions than in South Australia. 

The report cites provisions of the South Australian Summary Procedures Act 1921, which 

ÐÒÏÖÉÄÅÓ ÔÈÁÔ ×ÈÅÒÅ Á ×ÉÔÎÅÓÓ ÉÓ Á ȰÐÅÒÓÏÎ ×ÈÏ ÉÓ ÉÌÌÉÔÅÒÁÔÅ ÏÒ ÓÕÆÆÅÒÓ ÆÒÏÍ ÁÎ ÉÎÔÅÌÌÅÃÔÕÁÌ 

ÈÁÎÄÉÃÁÐȱ ÔÈÅÉÒ ÓÔÁÔÅÍÅÎÔ ÍÁÙ ÂÅ ÔÁËÅÎ ÁÓ Á ×ÒÉÔÔÅÎ ÓÔÁÔÅÍÅÎÔ ÏÒ ÖÉÄÅÏ ÏÒ ÁÕÄÉÏ ÔÁÐÅȢ  )Î 

contrast, other states have better developed systems.  New South Wales has the most extensive 

provisions for vulnerable people that include obligations to help the vulnerable person, the 

involvement of support persons, to meet care needs, and an obligation to put details of a 

ÐÅÒÓÏÎȭÓ ÖÕÌÎÅÒÁÂÉÌÉÔÙ ÏÎ ÁÎÙ ÁÐÐÌÉÃÁÔÉÏÎ for a detention warrant (Bartels, 2011). 

Similar comparisons apply to police orders, which appear to be limited in South Australia 

compared with the more detailed requirements in the NSW Police Code of Practice, and the use 

of Guidelines for Interviewing a Person with a Disability (Bartels, 2011).  The review also notes 

the lead of the United Kingdom in this area. 

A South Australian disability justice strategy could lead to the development of a range of special 

measures, required by both legislation and police orders, which would ensure that the needs of 

vulnerable people are addressed when being interviewed. 
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Elder Abuse and the Criminal Justice System  

Myths and Prosecuting Decisions  

In 2011, the Aged Rights Advocacy Service invited Paul Greenwood, Deputy District Attorney, 

San Diego County to present to the World Elder Abuse Awareness Day Conference held in 

Adelaide.  Paul was originally a British lawyer who has worked on both sides of the Atlantic.  He 

argued that victims of elder abuse and neglect deserve our utmost response, but that some 

victims are overlooked, ignored, disbelieved and abandoned.  The result is that elder abuse is a 

crime that has gone unpunished, as was the case of child abuse and domestic violence 30 years 

ago. 

Paul Greenwood is an example of a prosecutor who has developed specialised skills in the area 

of elder abuse and vulnerable witnesses.  He has described myths in the prosecution of elder 

abuse.  These are summarised in the table on the next page.  See figure A9 

Many of these myths relate specifically to financial matters, as money can be a driver of the 

abuse of elders. Some are similar to the myths that apply to younger persons as witnesses. 

 

Conclusion  
A Disability Justice Strategy gives rights to people with a disability, but this should not be seen 

to be at the expense of other parties.   There is no suggestion that standards of evidence should 

change.  Instead, specific and sustained effort is required to obtain evidence that might 

otherwise have been dismissed in the past. 

By ÁÃÃÏÍÍÏÄÁÔÉÎÇ ÐÅÏÐÌÅȭÓ ÎÅÅÄÓ ÉÎ ÏÕÒ ÊÕÓÔÉÃÅ ÓÙÓÔÅÍȟ ÔÈÅÙ ×ÉÌÌ ÂÅÔÔÅÒ ÕÎÄÅÒÓÔÁÎÄ ×ÈÁÔ ÔÈÅÙ 

are asked, and give more meaningful answers.  More effort is made to ensure that important 

information is not overlooked. 

4ÈÉÓ ÉÓ Á ÆÏÒÍ ÏÆ ȬÒÅÁÓÏÎÁÂÌÅ ÁÃÃÏÍÍÏÄÁÔÉÏÎȭȢ  2ÅÁÓÏÎÁÂÌÅ ÁÃÃÏÍÍÏÄÁÔÉÏÎ ÏÃÃÕÒÓ ×ÈÅÎ ×Å 

make modifications so that a person with a disability can exercise their rights as anyone else 

might.  The common examples are modification of buildings so that people with a disability can 

access them, or the modification of transport systems.  These are rights that are well accepted.  

A disability justice strategy is simply a set of accommodations to our justice system, so that 

people with a disability can have access to justice to the same extent as other citizens in our 

State.  
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Myths that can Stop the Prosecution of the Perpetrators of Elder Abuse  

( from Greenwood, 2009) 

MYTH FACT/SOLUTION 

1. Elderly people make terrible witnesses Do not stereotype seniors as forgetful, senile, longwinded, 

grumpy, fragile 

2. If an elderly victim refuses to provide 

information, there is nothing that can be 

done 

A case can still be built by talking to other key witnesses.   Start 

on the outside and work your way to the middle.  It is up to the 

prosecutor to figure out a way to brÅÁË ÔÈÒÏÕÇÈ Á ÖÉÃÔÉÍȭÓ ×ÁÌÌ 

of silence 

A lesson from domestic violence is that self- determination is 

not the answer.  Prosecutions need to proceed 

3. If an elderly victim gives the money to a 

perpetrator, it is not a crime 

Apparent voluntariness is diluted by fraud, undue influence or 

by exploiting the mental limitations of the victim 

4. If the financial institution reimburses 

the elderly victim and then declines to 

seek prosecution, we have no victim 

Restitution can never remove the stigma of being the victim of a 

crime 

Prosecution is still required 

5. If the victim is deceased before we 

discover the theft, we cannot prosecute 

Treat such a case as if it were a murder.  There are some 

situations in which we do not need the victim for a prosecution 

6. Any case where the elderly victim is 

involved in a home repair and there is a 

dispute over money, this is always a civil 

matter 

Need to consider if there are other victims, was money paid up 

front, what services were promised, and what were delivered 

7. Suspects of elder abuse crimes NEVER 

call 000 

Wrong. Ambulance dispatchers need training, as do paramedics 

in identifying and responding to elder abuse 

8. There is no point in reporting this 

incident to local law enforcement; they 

will not do anything about it 

In San Diego, prosecutors have worked with police to identify 

elder abuse crime, and will expect to be advised of reported 

crime 

9. Elderly people die from natural causes A critical system function is to have an elder death review team.  

Need to pick up cases such as Dr Harold Shipman (UK) 

10. There are more important cases out 

there that are taking up my time 

Need a collaborative approach 

Figure A9: Myths that can stop Perpetrators  
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Promoting Rights and Interests 
Deprivation of Liberty 
 

Guardianship and Administration Act 1993 

Section 21 (1) The functions of the Public Advocate areɂ 

 (c) to speak for and promote the rights and interests of any class of mentally 

incapacitated persons or of mentally incapacitated persons generally; 

 (d) to speak for and negotiate on behalf of any mentally incapacitated person in 

the resolution of any problem faced by that person arising out of his or her 

mental incapacity; 

 (e) to give support to and promote the interests of carers of mentally 

incapacitated persons; 

 

 

Introduction  
Promoting the prevention and avoidance of unnecessary deprivation of liberty of vulnerable 

people is a significant role for this Office.  When deprivation of liberty does occur, it must be in 

compliance with the statutory provisions of the law ɂ which in most instances is either the 

Guardianship and Administration Act 1993, or the Mental Health Act 2009. 

This discussion concerns the deprivation of liberty of people in aged care, disability services, 

mental health services and health services, focusing on issues that emerged in 2010ɀ11. 

 

Observations and Recommendations of Previous Annual Reports  

2009 Annual Report 

¶ The position of a Senior Practitioner in Disability Services should be established to 

oversee the use of restrictive practices in disability settings. 

¶ The formal recording and reporting of the use of restraint, seclusion and detention 

should extend across both government and non-government disability services.   

¶ The recognition of chemical restraint in disability settings in South Australia is limited. 

¶ Strategies are required in disability services to reduce and eliminate the use of restraint 

(similar to the national strategy in mental health services, which has a similar objective). 
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2010 Annual Report 

¶ A new Disability Services Act should have new specific provisions regarding the 

prevention of restrictive practices, as well as their authorisation. 

¶ These provisions should also support education and research in the area of the 

prevention of restrictive practices. 

¶ Consistent with the 2009 report, a Senior Practitioner position should be established to 

consider compliance with the Act, as well as the technical and professional adequacy of 

positive behaviour support plans, aimed at preventing the use of a restrictive practice. 

¶ The final consent for restrictive practices should rest with a suitable guardian appointed 

by the Guardianship Board for this purpose. 

 

Restrictive Practices in Disability Settings  

In the absence of detailed legislation aimed at preventing and regulating the use of various 

restrictive practices, the Office of the Public Advocate set about developing a policy, based on 

work undertaken in Queensland and South Australia.  The background research that informed 

this policy is described in the detailed review of restrictive practices in our 2010 Annual Report. 

This policy sets expectations that are beyond the requirements of the law, as restrictive 

practices are not addressed in the current Disability Services Act 1993, and protections in the 

Guardianship and Administration Act 1993 with respect to restrictive practices are partial and 

limited.   A feature of the OPA Policy, which is consistent with new laws interstate, is that 

restrictive practices are defined ɂ in particular, detention, seclusion, physical restraint, 

mechanical restraint and chemical restraint, and the requirement for assessments and positive 

behaviour support plans made clear.   

Without a broader government strategy that includes new disability legislation and specific 

funding for training, extra clinical services, and setting standards (by creating a Senior 

Practitioner role) a single organisational policy, such as that at the OPA policy will be limited in 

what it can achieve.  However, it has been met with enthusiasm from the disability sector that 

wishes to improve its own practices.    

For the OPA policy to work, it requires provider organisation to have in place their own 

restrictive practice policy, so that it is clear a person has an assessment, a positive behavioural 

support plan and that necessary professional advice and manager approval has been obtained.   

The positive behaviour support plan should identify the function of the problem behaviour for 

the person concerned, recognise environmental factors that contribute to it, and support both 

environmental change, and new alteÒÎÁÔÉÖÅ ȬÐÏÓÉÔÉÖÅȭ ÂÅÈÁÖÉÏÕÒÓȢ  4ÈÅÓÅ ÂÅÈÁÖÉÏÕÒÓ ÓÈÏÕÌÄ ÔÈÅÎ 

be reinforced, and if necessary,  strategies put in place to respond to a recurrence of the 

problem behaviours.  All this involves effective communication amongst stakeholders.  It should 

be noted that positive behaviour support is a key feature of the Queensland and Victorian 

responses to restrictive practices. 
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Definitions  

The policy established the following definitions (Office of the Public Advocate, 2011): 

Restrictive practices  are detention, seclusion, chemical restraint, physical restraint and 

mechanical restraint as defined below. 

Detention means a situation where a person is unable physically to leave the place where he or 

she receives disability services.  The means of detention may include locked doors, windows or 

gates, and the constant supervision and escorting of a person to prevent the person from exercising 

ÆÒÅÅÄÏÍ ÏÆ ÍÏÖÅÍÅÎÔȢ  Ȭ$ÅÔÁÉÎȭ ÁÎÄ ȬÄÅÔÁÉÎÅÄȭ ÈÁÖÅ ÃÏÒÒÅÓÐÏÎÄÉÎÇ ÍÅÁÎÉÎÇÓȢ 

Seclusion means the confinement of a person with a disability at any hour of the day or night in 

any room or area in the premises in which that person is detained. 

Chemical restraint. If the primary purpose of administering medication is to subdue or control 

the behaviour of a person with a disability, then the use of the medication is a chemical restraint.  

Likewise, the use of medication when needed (i.e.,  PRN), for the primary purpose of controlling 

behaviour, is a restraint.  If information regarding the primary purpose of administering the 

medication is not available, the intervention should be considered a chemical restraint.  If the 

ÍÅÄÉÃÁÔÉÏÎ ÉÓ ÕÓÅÄ ÔÏ ÔÒÅÁÔ Á ÐÅÒÓÏÎȭÓ ÉÌÌÎÅÓÓ ɉÐÓÙÃÈÉÁÔÒÉÃ ÏÒ ÐÈÙÓÉÃÁÌɊȟ ÔÈÅÎ ÉÔ ÉÓ ÎÏÔ ÖÉÅ×ÅÄ ÁÓ Á 

restraint but as a treatment. 

Physical restraint  means the use of any ÐÁÒÔ ÏÆ ÁÎÏÔÈÅÒ ÐÅÒÓÏÎȭÓ ÂÏÄÙ ÔÏ ÒÅÓÔÒÉÃÔ ÔÈÅ ÆÒÅÅ 

ÍÏÖÅÍÅÎÔ ÏÆ Á ÐÅÒÓÏÎ ×ÉÔÈ Á ÄÉÓÁÂÉÌÉÔÙ ×ÉÔÈ ÔÈÅ ÁÉÍ ÏÆ ÃÏÎÔÒÏÌÌÉÎÇ ÔÈÁÔ ÐÅÒÓÏÎȭÓ ÂÅÈÁÖÉÏÕÒȢ 

Mechanical restraint  means the use of a device to restrict the free movement of a person with a 

disability to prevent or reduce self-injurious behaviour.  It does not include the use of devices for 

therapeutic purposes or to enable the safe transportation of that person. 

It is worth noting the Guardianship and Administration Act refers to detention but does not 

define it.   When it has been necessary to consider the meaning of  detention, the practice has 

been to use common dictionary definitions.  The above definition of detention is consistent with 

dictionary definitions. 

The Board, under the Guardianship and Administration Act s 32 (1) (b) can authorise the 

provider to detain a person in the place in which he or she will reside.  A guardian applies for 

these powers, which the Board can grant if it is satisfied that the health or safety of the person 

or other people would be seriously at risk.  There is no separate definition of seclusion to 

distinguish this practice from detention.  The new policy of the Office of the Public Advocate 

makes it clear that additional consent for the use of seclusion is required from a guardian, even 

though it is not separately considered in the Act. 

The Guardianship and Administration Act does not specifically refer to either physical restraint 

or mechanical restraint.  However, the Board under s.32(1)(c) can authorise the provider of 

care to use such force as may be reasonably necessary for the purpose of ensuring the proper 

medical or dental treatment, day-to-day care and wellbeing of the person.  The use of physical 

restraint and mechanical restraint needs separate and specific consent in this policy.   

The definition that has required the most discussion is that of chemical restraint.  This is not 

defined in the Guardianship and Administration Act.   Historically, chemical restraint has not 

been well recognised.  It has been generally assumed to have applied in emergency situations 
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×ÈÅÎ Á ÐÅÒÓÏÎȭÓ ÂÅÈÁÖÉÏÕÒ ÉÓ ÏÕÔ ÏÆ ÃÏÎÔÒÏÌȟ ÁÎÄ ÔÈÅÙ ÁÒÅ ÒÅÑÕÉÒÅÄ ÏÒ ÃÏÅÒÃÅÄ ÔÏ ÔÁËÅ ÍÅÄÉÃÁÔÉÏÎ 

orally or intramuscularly.  As indicated in this definition, chemical restraint can include the 

administration of any psychotropic medication, given to control behaviour rather than required 

for the treatment of an underlying mental illness or physical illness.  Such sedating medication 

may be provided as part of regular medication, at morning and night, and a person who has a 

mental incapacity may be unaware of the nature of the medication that they have received. 

The policy considers who has made the recommendation of the use of a restrictive practice 

ÂÁÓÅÄ ÏÎ ÁÎ ÏÒÇÁÎÉÓÁÔÉÏÎȭÓ Ï×Î ÇÕÉÄÅÌÉÎÅÓȟ ÁÎÄ ×ÈÏ ÈÁÓ ÔÈÅ ÁÕÔÈority to provide consent, based 

on our existing legislation.  The complete table is available for view  on our website (Office of 

the Public Advocate, 2011). On the next page(figure A10) is an extract that describes the 

recommendation and authorisation for the use of chemical restraint. 
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Extract from Restrictive Practices Policy (Office of the Public Advocate, 2011) 

Form of 

restrictive 

intervention  

0ÒÁÃÔÉÔÉÏÎÅÒȭÓ 

Recommendation  

 

(Disability Services 

Guideline as 

example)  

-ÁÎÁÇÅÒȭÓ 

Recommendation  

 

(Disabil ity Services 

Guideline as example)  

Consent 

 

 

Chemical 

Restraint (of 

behaviour 

not  due to a 

mental 

illness)  

Not requiring 

the use of 

force to 

administer 

medication.  

Medical officer, GP or 

psychiatrist 

Senior Manager Medical agent appointed under a 

Medical Power of Attorney 

(Consent to Medical Treatment 

and Palliative Care Act 1995 s.8, 

subject to any conditions and 

directions (s.8(7)) 

 

Enduring Guardian appointed 

under the GAA, s.25, subject to 

any conditions, limitations or 

exclusions (s.25(5)) 

 

Guardian for health care 

appointed under the GAA, s.29, 

subject to any conditions or 

limitations (s.29(6))  

 

Where none of the above have 

been appointed then:  

 

A relative of the person (GAA, 

s.59(2)(b)(i)) 

 

[OPA policy position: consent to 

chemical restraint should not be 

given by a staff member defined 

as a relative pursuant to s.3(1) of 

the GAA (see para (c) of the 

ÄÅÆÉÎÉÔÉÏÎ ÏÆ ȬÒÅÌÁÔÉÖÅȭɊȢɎ 

Guardianship Board (GAA 

s.59(2)(b)(ii)) 
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Form of 

restrictive 

intervention  

0ÒÁÃÔÉÔÉÏÎÅÒȭÓ 

Recommendation  

 

(Disability Services 

Guideline as 

example)  

-ÁÎÁÇÅÒȭÓ 

Recommendation  

 

(Disabil ity Services 

Guideline as example)  

Consent 

 

 

 

Chemical 

Restraint (of 

behaviour 

not  due to a 

mental 

illness)  

Requiring 

the use of 

force to 

administer 

medication.  

Medical officer, GP or 

psychiatrist 

Senior Manager of persons 

involved in the care of the 

protected person,  

expressly authorised by the 

Board under s.32(1)(c) to 

use such force as may be 

reasonably necessary for 

the purpose of ensuring the 

proper medical or dental 

treatment, day-to-day care 

and wellbeing of the person 

but only to the extent 

authorised by the Board 

Medical agent appointed under a 

Medical Power of Attorney 

(Consent to Medical Treatment 

and Palliative Care Act 1995 s.8, 

subject to any conditions and 

directions (s.8(7)) 

 

Enduring Guardian appointed 

under the GAA, s.25, subject to 

any conditions, limitations or 

exclusions (s.25(5)) 

 

Guardian for health care 

appointed under the GAA, s.29, 

subject to any conditions or 

limitations (s.29(6)).  

 

Psychiatric 

treatment 

(medication 

prescribed 

for 

treatment of 

a mental 

illness)  

Medical practitioner, 

authorised health 

professional, 

Guardianship Board  

(Mental Health Act 

2009) 

Not applicable Not applicable 

Figure A10:  OPA Authorisation of Chemical Restraint  

 

Consent for Chemical Restraint  
The consent for the use of chemical restraint in the table is divided in two sections ɂ those 

instances where force is not required to administer the medication, and those instances where 

it is.  The former describes the situation where a person has not objected to receiving sedating 

drugs ɀ usually delivered in their regular morning and evening medication with a range of other 

tablets.  In many situations, people who have a disability have been receiving medication this 

way for years. 
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Our policy only applies when a person has the Public Advocate as guardian;  however, the table 

describes who can consent to chemical restraint when a guardian is not appointed, as well as 

the powers needed by enduring guardians or private guardians. 

An enduring guardian or guardian can seek special powers from the Guardianship Board under 

the provision of s 32 (1) (c) which authorises the service provider to use such force as may be 

reasonably necessary to ensure proper medical treatment (e.g. administer the medication). 

If a person takes medication willingly, then s 32 (1) (c) powers are not required and the table 

lists the people who can give consent to medical and health treatment ɂ a medical power of 

attorney, enduring guardian, guardian with health powers and relatives. 

The provisions with respect to relatives are defined by  the Guardian and Administration Act s59 

(2) (b) (i). The Act does not distinguish between different types of medication so the consent by 

a relative for a drug given as chemical restraint is no different to the consent by a relative for a 

drug given to treat other conditions such as high blood pressure or diabetes.  This of course only 

applies when a person willingly takes the medication and enforcement powers are not needed. 

/Î ÔÈÅ ÏÎÅ ÈÁÎÄȟ ÒÅÌÁÔÉÖÅÓȭ ÃÏÎÓÅÎÔ ÁÒÒÁÎÇÅÍÅÎÔÓ ÍÁÙ ÓÅÅÍ ÖÅÒÙ ÌÁØ ÇÉÖÅÎ ÔÈÅ ÓÉÇÎÉÆÉÃÁÎÃÅ ÏÆ 

chemical restraint.  If we had new legislation, chemical restraint would be seen differently to 

consent to other medication, as it should be.    

/Î ÔÈÅ ÏÔÈÅÒ ÈÁÎÄȟ ÔÈÅÓÅ ÒÅÌÁÔÉÖÅÓȭ ÐÒÏÖÉÓÉÏÎÓ ÍÁÙ ÂÅ ÁÄÅÑÕÁÔÅ ÉÆ ÔÈÅÒÅ ×ÅÒÅ ÏÔÈÅÒ ÐÒÏÔÅÃÔÉÏÎÓ 

in place.  If South Australia also had a Senior Practitioner; then, a relative contacted by a 

provider could be confident that the recommendation to sedate a person has been through 

external scrutiny before being presented to a relative for consent.  There is no such external 

scrutiny currently in place in South Australia.   

&ÁÍÉÌÙ ÍÅÍÂÅÒÓ ×ÈÏ ÁÃÔ ÁÓ ȰÒÅÌÁÔÉÖÅȱ ÕÎÄÅÒ ÔÈÅ !ÃÔ ÔÁËÅ ÏÎ Á ÓÉÇÎÉÆÉcant responsibility.  Our 

/ÆÆÉÃÅ ×ÏÕÌÄ ÓÕÇÇÅÓÔ ÔÈÁÔ ÄÉÓÁÂÉÌÉÔÙ ÓÅÒÖÉÃÅ ÐÒÏÖÉÄÅÒÓ ÏÎÌÙ ÓÅÅË ȰÒÅÌÁÔÉÖÅȱ ÃÏÎÓÅÎÔ ÆÏÒ Á 

restrictive practice from family members who are closely involved with the person. 

Care provider consent and conflict of interest  

The Guardianship and Administration Act, in defining a relative, as well as listing family  also 

ÄÅÆÉÎÅÓ ÁÓ Á ÒÅÌÁÔÉÖÅ Á ÐÅÒÓÏÎ ×ÈÏ ÉÓ ȰȢȢȢÃÈÁÒÇÅÄ ×ÉÔÈ ÏÖÅÒÓÅÅÉÎÇ ÔÈÅ ÏÎÇÏÉÎÇ ÄÁÙ-to-day 

ÓÕÐÅÒÖÉÓÉÏÎȟ ÃÁÒÅ ÁÎÄ ×ÅÌÌÂÅÉÎÇ ÏÆ ÔÈÅ ÐÅÒÓÏÎȢȱ 

This would almost certainly be a conflict of interest.  Problem behaviours can be addressed by 

increasing staffing levels, and reducing crowding in facilities.  In such a situation, if an 

ÁÃÃÏÍÍÏÄÁÔÉÏÎ ÍÁÎÁÇÅÒ ×ÅÒÅ ÔÏ ÁÃÔ ÁÓ ȰÒÅÌÁÔÉÖÅȱ ÕÎÄÅÒ ÔÈÅ !ÃÔȟ ÔÈÅ ÓÁÍÅ ÐÅÒÓÏÎ ×ÏÕÌÄ ÂÅ 

acting as the decision maker in consenting for sedative medication on the one hand, while 

managing staffing and budget on the other.   

The Restrictive Practices Policy of the Office of the Public Advocate makes it clear that a 

disability provider should not act as a relative under this provision of the Act, when the issue in 

question is consent to chemical restraint.   

A further question for policy consideration is whether such consents should be limited only to 

medical agents, enduring guardians or guardians only, and a relative who does not have such an 

appointment should not be asked to give consent.   
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The argument is that such decisions are so significant that only a person with a formal 

substitute decision-making appointment should make the decision.  That person is more likely 

to be aware of their obligations under their appointment, and to be taking an ongoing interest in 

the person for whom they make decisions.  A policy requirement for a guardian to make such 

decisions would be consistent with the situation in Queensland, where decisions about chemical 

ÒÅÓÔÒÁÉÎÔ ÁÒÅ ÍÁÄÅ ÂÙ Á ȰÇÕÁÒÄÉÁÎ ÆÏÒ ÒÅÓÔÒÉÃÔÉÖÅ ÐÒÁÃÔÉÃÅÓȱ ×ÈÏ ÈÁÓ ÂÅÅÎ ÓÐÅÃÉÆÉÃÁÌÌÙ  ÁÐÐÏÉÎÔÅÄ 

for this role by a tribunal (Disability and Community Care Services, 2011). 

As noted, this question would be less critical if decisions about chemical restraint were also 

subject to external review by a Senior Practitioner, as we hope might occur in the future.  Then, 

ÁÎ ÉÎÖÏÌÖÅÄ ÒÅÌÁÔÉÖÅȭÓ ÃÏÎÓÅÎÔ ÍÉÇÈÔ ÂÅ ÁÐÐÒÏÐÒÉÁÔÅȟ ÁÓ ÁÎÙ ÐÌÁÎ ÔÏ ÃÏÍÍÅÎÃÅ ÃÈÅÍÉÃÁÌ 

restraint would aÌÒÅÁÄÙ ÂÅ ÓÕÂÊÅÃÔ ÔÏ ÉÎÄÅÐÅÎÄÅÎÔ ÓÃÒÕÔÉÎÙ ÆÒÏÍ Á 3ÅÎÉÏÒ 0ÒÁÃÔÉÔÉÏÎÅÒȭÓ /ÆÆÉÃÅȢ   

Our Office is yet to reach a policy conclusion on this topic.  As noted above, in the interim our 

view is that providers should seek consent from engaged and involved relatives only. 

Initial implementation of the policy of the Office of the Public Advocate  

The work on implementing this policy has had both positive benefits and also highlighted 

problems. 

The benefit has been the opportunity to work with industry in developing the policy, and 

discussing its implementation.  There has been an enormous amount of interest in improving 

performance in this area.  Both government and non-government providers have 

enthusiastically welcomed any new initiative to do with limiting the use of restrictive practices, 

and sought to combine the OPA initiative with their own work in the area.  This applies to 

frontline staff, as well as executives.  In 2010ɀ2011, there have been meetings with relevant 

committees of the NGO peak body, the National Disability Services, executives of some providers 

who deliver services for people with behavioural problems, and seminars presented to 

disability staff groups.  

The process has also highlighted problems with the lack of resources in this area to drive a 

reform in practice.  This would be anticipated, as a policy response is not accompanied by the 

resourcing that would be expected with new legislation.  As noted in our 2010 Annual Report, 

the policy proposal of our Office is only an interim measure that will require a legislated 

response.  Resourcing is needed to ensure that frontline providers have access to necessary 

skilled staff who can undertake specialist assessments and support front line workers.    

Legislation can also be used to create a Senior Practitioner role ɂ the single point of 

professional leadership in disability services across the government and non-government sector 

is needed to define best practice.   

Lack of organisational policies.   The OPA policy requires that disability practitioners comply 

×ÉÔÈ ÔÈÅÉÒ Ï×Î ÏÒÇÁÎÉÓÁÔÉÏÎȭÓ ÐÏÌÉÃÉÅÓ ×ÉÔÈ ÒÅÓÐÅÃÔ ÔÏ ÇÁÉÎÉÎÇ ÎÅÃÅÓÓÁÒÙ ÁÐÐÒÏÖÁÌÓ ÆÏÒ ÔÈÅ ÕÓÅ ÏÆ 

restrictive practices.  This led to one organisation  that had no policy quickly developing  one, so 

that it could comply with this requirement.  It is possible that other organisations that might 

only administer a restrictive practice from time to time will discover policy gaps in how they 

handle such matters in the future. 

Access to assessments.  Access to psychologists and psychiatrists with the necessary skills in 

this area has been limited.  Some organisations have psychologists and disability educators on 
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staff with the necessary skills to undertaken a behavioural assessment, and to prepare a 

behaviour support plan, whereas other organisations, particularly smaller ones, have needed to 

employ an external practitioner.  Greater access to psychology and other behaviour support 

services is needed across the sector.   

Crisis plans vs. positive behaviour support plans.  Consistent with the current literature, the 

OPA policy requires a positive-behaviour support plan that seeks to prevent episodes of 

aggression, by identifying underlying issues, and finding alternative activities that are enjoyable 

ÁÎÄ ÍÅÅÔ Á ÐÅÒÓÏÎȭÓ ÎÅÅÄÓȢ 

The plans prepared in many situations are crisis response plans, either to the early warning 

signs of impending aggression, or to actual aggressive behaviour.  Such plans would not be 

considered adequate in other settings that have restrictive practices legislation. 

The South Australian OPA policy expects the same best practice elements that are required in 

Victoria.  Our initial requests for the first few plans found that these elements were not 

generally met.  There is a professional debate to be had.  On the one hand, many of the existing 

plans that are characterised by their brevity and simplicity may in fact be serving a useful role, 

even though not all information is recorded.   

On the other hand, it is also likely that many of the South Australian plans may be suitable only 

if understood in the context of the current limitations in the training and resourcing of services.  

However, with increased training and support of the frontline workers who will implement 

them, plans that are more comprehensive might then be expected.  There would also need to be 

more psychologist time available to oversee the development of the plans.  So the current 

limitations on what can be achieved from a support plan should be overcome in the future. 

For these reasons, it is not surprising that we should find initial resistance in asking for plans.  

What we have sometimes received are crisis response plans, that tell staff what to do when a 

ÐÅÒÓÏÎȭÓ ÂÅÈÁÖÉÏÕÒ ÉÓ ÅÓÃÁÌÁÔÉÎÇȟ ÏÒ ÉÓ ÁÌÒÅÁÄÙ ÏÕÔ ÏÆ ÃÏÎÔÒÏÌȡ ÔÈÅÙ ÄÏ ÎÏÔ ÄÅÓÃÒÉÂÅ ËÅÙ ÑÕÁÌÉÔÙ 

elements of a behaviour support plan, such as identification of the function of the behaviour, 

ÉÄÅÎÔÉÆÉÃÁÔÉÏÎ ÏÆ ÅÎÖÉÒÏÎÍÅÎÔÁÌ ÆÁÃÔÏÒÓȟ ÁÎÄ ÔÈÅ ÉÎÔÒÏÄÕÃÔÉÏÎ ÏÆ ÎÅ× ȬÐÏÓÉÔÉÖÅȭ ÂÅÈÁÖÉÏÕÒÓ ÁÎÄ 

environmental change. 

4ÈÉÓ ÉÓ ×ÈÅÒÅ Á 3ÅÎÉÏÒ 0ÒÁÃÔÉÔÉÏÎÅÒȭÓ /ÆÆÉÃÅ ÃÏÕÌÄ ÐÌÁÙ Á ÃÒÉÔÉÃal role, because every plan can be 

individually reviewed, and a professional judgement made as to its adequacy.  If we had a Senior 

Practitioner now, there would be few support plans that would be approved.  The type of crisis 

response plan in particular would not meet the current standard. 

Also, a full positive-behaviour support plan allows systemic problems to be identified and be 

responded to.  Positive behaviour support planning is also likely to identify inadequate care 

environments, and the need in some instances for increased staffing. 
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It is also important to note that South Australia is not 

unique in needing to improve behaviour support plans.  

Webber et al. (2011), in summarising studies 

undertaken on behaviour support plans in Victoria, 

noted results of previous studies that showed that 

behaviour support plans did not include critical 

criteria, and that best practice criteria were 

inadequately addressed.  This has led to the use of 

standardised assessments of the quality of behaviour 

support plans such as the Behaviour Support Plan 

Quality Evaluation Guide II, which has been shown to 

have acceptable reliability and validity.  Webber et al. 

(2011) used this tool and noted that the quality of 

Victorian behaviour support plans was poor, and that 

the majority failed to include key components. 

While this may be the case in Victoria, the Senior Practitioners Office provides a method to 

improve plans that are all routinely checked.  This does not happen at all in our State. 

Access to specialist practitioner s and specialised environments.  As well as access to 

assessments and planning by psychologists, there is also a need for access to psychiatrists, and 

medical practitioners with training and experience in caring for people who have a disability, to 

review the prescription of sedating medication.    

Accommodation choices that have better environmental options for caring for people with 

disturbed behaviour can be difficult to find.  Space, proximity to other clients and staffing can be 

key variables.  Residential options that have more open space, and behavioural support  are 

available but limited.  Some people have successfully been cared for in semi-rural environments. 

There have been instances where people who can be both verbally aggressive and at times 

physically violent have been cared for in suburban houses, in close proximity to other 

neighbours.  During a difficult period of behavioural escalation, there are no readily available 

respite options for people to move, except a hospital emergency department.  What tends to 

happen is that chemical restraint can then be relied on to sedate a person.  

Ȱ#ÌÉÎÉÃÁÌ 'ÏÖÅÒÎÁÎÃÅȱ ÉÎ ÔÈÅ ÕÓÅ ÏÆ ÒÅÓÔÒÉÃÔÉÖÅ ÐÒÁÃÔÉÃÅÓȢ  When a person is managed in a 

community setting by a non-government agency, the responsibility and accountability for the 

ÒÅÓÔÒÉÃÔÉÖÅ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÃÁÎ ÂÅ ÕÎÃÅÒÔÁÉÎȢ   ! ÃÌÉÅÎÔ ÍÁÙ ÂÅ ÃÁÒÅÄ ÆÏÒ ÂÙ ÁÎ ÁÇÅÎÃÙȭÓ ÓÕÐÐÏÒÔ 

worker but also have a professional disability case manager.  Legal authority for detention and 

the use of force is given to the NGO provider, who then needs to rely on other organisations to 

provide assessment and advice.  The chain of responsibility for decision making can become 

ÂÌÕÒÒÅÄȢ  )Æ Á ÃÌÉÅÎÔȭÓ ÂÅÈÁÖÉÏÕÒ ÉÓ ÏÕÔ ÏÆ ÃÏÎÔÒÏÌȟ ÉÔ ÉÓ ÎÏÔ ÃÌÅÁÒ ÁÔ ÔÉÍÅÓ ×ÈÏ ÉÓ ÒÅÓÐÏÎÓÉÂÌÅ ÆÏÒ 

finding the solution ɂ the NGO that has been contracted to provide care, or the disability 

services case manager.  It is on these occasions that people are sent to hospital emergency 

departments. 

Key Quality Elements of a 

Behaviour Support Plan   

1.  Plan identifies the function of the 
problem behaviour  

2.  Environmental factors that support 
the problem behaviour are identified  

3.  The plan introduces both 
environmental change and supports 
new behaviour  

4.  Reinforcement of new behaviours is 
identified  

5.  Response to recurrence of problem 
behaviours is described  

6.  Plan contains strategy to 
communicate between stakeholders  

Based on work of Browning Wright cited by 
Webber et al. (2011) 
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Conclusion 

Work towards the minimisation of restrictive practices continues.  While the work to implement 

an OPA policy has allowed us to engage with many committed disability providers, the 

experience so far has confirmed the need to have a legislative response. 

We confirm our recommendations made after our 2010 Restrictive Practices review: it will be 

necessary for a new Disability Act to define the restrictive practices of detention, seclusion, 

physical restraint, mechanical restraint and chemical restraint, and the mechanisms for the 

approval, authorisation and consent for such practices. 

As per our recommendation last year, we consider that a Senior Practitioner can take a 

significant role as an independent statutory official working with disability providers to 

improve practice.  Guardians should continue to have a role providing consent to such practices: 

however, the process of guardian consent is not a substitute for the duty of disability 

organisations to have quality checking mechanisms, along with training and support to ensure 

that Guardians are not asked to consent to a restrictive practice that might otherwise be 

avoided.    

The Senior Practitioner model is highly regarded in the disability sector.  It is such a 

fundamental part of a system, that it should not be a question of arguing why we should have a 

senior practitioner, but conversely, should we decide to proceed without one, how this can be 

possibly justified, and whether the functions of a Senior Practitioner can be addressed in some 

other way.   
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Deprivation of Liberty in Aged Care  
The President of the Guardianship Board wrote to the Public Advocate in January 2011 to 

confirm in writing his concerns that people are being detained in nursing homes without valid 

authority.  The President requested that the Office of the Public Advocate consider seeking s32 

detention powers in circumstances where this Office has been appointed guardian of a 

protected person who is, or is likely to be, residing in a secure part of an aged care facility. 

This discussion considers the background to this issue, how the detention status of a person in 

an aged care facility is assessed, and the need for a national response to protect the rights of 

residents in secure aged care. 

Background  

In the past, there has been a practice of seeking detention powers under s32 (1) (b) to authorise 

a facility to detain an aged client in some situations but not others. 

When a resident has wished to leave a nursing home, it was expected that the person have 

either an enduring guardian or a guardian who could apply for s 32 (1) (b) powers.   The wish to 

leave might be manifest not just by a verbal request, but also by certain behaviours, such as 

constantly walking to the door and trying to open it.  In contrast, other residents ɂ Ȭ×ÁÎÄÅÒÅÒÓȭ 

ɂ who needed to live behind a locked door because of safety concerns but were not asking to 

leave, seeking to leave, or objecting to staying, were not placed under s 32 (1) (b) powers. 

Now there is an expectation that all people living in a locked nursing home be considered for 

guardianship and s 32 enforcement powers.  In responding to this expectation, our Office has 

considered the general approach taken in the United Kingdom, in the Deprivation of Liberty 

Safeguards (an amendment of the Mental Capacity Act 2005) that deprivation of liberty needs to 

be considered on a case-by-case basis.  Therefore, in the same locked facility, some people might 

be detained and others not. 

For example, a resident may live in a locked facility that has a keypad on the door.  A resident is 

not  detained if they know the code and can use the keypad to leave when they choose.   A 

resident might not  be detained if staff open the door for the resident when requested, even if 

the resident cannot use the key pad themselves.  However, a resident is detained if they cannot 

come and go as they choose. This has been the approach taken by the Office during 2011.   

The expansion in the use of s32 provisions has contributed to the increase in the total number 

of people under the guardianship of our Office, because the requirement to have s32 orders in 

place has meant that many guardianships have not been revoked that may have been  in the 

ÐÁÓÔȢ  &ÏÒ ÍÁÎÙ ÙÅÁÒÓȟ ÏÕÒ /ÆÆÉÃÅ ÈÁÓ ÁÃÔÅÄ ÁÓ ÇÕÁÒÄÉÁÎ ÆÏÒ ÐÅÏÐÌÅ ×ÉÔÈ ÁÄÖÁÎÃÅÄ !ÌÚÈÅÉÍÅÒȭÓ 

disease who have objected to being placed in nursing homes, and s32 powers were applied for 

ÓÏ Á ÐÅÒÓÏÎ ÃÏÕÌÄ ÂÅ ȬÐÌÁÃÅÄȭȢ  3ÕÃÈ ÐÅÏÐÌÅ ×ÏÕÌÄ ÕÓÕÁÌÌÙ ÓÅÔÔÌÅ ÉÎÔÏ ÔÈÅÉÒ ÎÅ× ÈÏÍÅ ɂ the 

residential aged care facility to which they have been placed ɂ and no longer wish to leave.   

/ÕÒ /ÆÆÉÃÅ ×ÏÕÌÄ ÔÈÅÎ ×ÉÔÈÄÒÁ× ÆÒÏÍ ÔÈÅ ÐÅÒÓÏÎȭÓ ÃÁÒÅ, seeking revocation of the guardianship 

order.  This is no longer possible and the person must remain under guardianship. 

Policy implications  

This matter raises a number of policy options.  The first is to do nothing, and allow the historical 

status quo of not seeking orders.  The second option is to rely on state-based guardianship 
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legislation to protect the rights of people living in aged care.  A third option is to seek a national 

ÍÅÃÈÁÎÉÓÍ ÔÏ ÐÒÏÔÅÃÔ ÐÅÏÐÌÅȭÓ ÒÉÇÈÔÓȢ  /ÕÒ /ÆÆÉÃÅ ÁÒÇÕÅÓ ÆÏÒ ÎÁÔÉÏÎÁÌ ÍÅÃhanism. 

Option 1: The do -nothing option.   The first option is to do nothing, and to continue the 

ÔÒÁÄÉÔÉÏÎÁÌ ÐÒÁÃÔÉÃÅ ÕÓÅÄ ÔÈÒÏÕÇÈÏÕÔ ÔÈÅ ÃÏÕÎÔÒÙ ÏÆ ÐÌÁÃÉÎÇ ÐÅÏÐÌÅ ÉÎ ÌÏÃËÅÄ ÆÁÃÉÌÉÔÉÅÓ ÏÎ ȰÄÕÔÙ ÏÆ 

ÃÁÒÅȱ ÇÒÏÕÎÄÓ ÏÒ ÔÈÅ ÃÏÍÍÏÎ ÌÁ× ÄÏÃÔÒÉÎÅ ÏÆ ÎÅÃÅÓÓÉÔÙȢ  4ÈÅre are two problems with this 

option.   

The first is that an informal mechanism such as this does not provide for a right to appeal.  A 

procedure prescribed by law does.  This was a significant issue in the United Kingdom following 

the Bournewood case considered by the European Court of Human Rights, which in turn led to 

the Mental Capacity Act 2005: Deprivation of Liberty Safeguards.  For these reasons, more 

action needs to be taken to protect the rights of people in secure aged care. 

The second reason in 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁ ×ÈÙ ȬÄÏ ÎÏÔÈÉÎÇȭ ÉÓ ÕÎÁÃÃÅÐÔÁÂÌÅȟ ÉÓ ÔÈÁÔ ×Å ÁÌÒÅÁÄÙ ÈÁÖÅ 

specific statutory provisions under s32 of the Guardianship and Administration Act.  To not use 

them is against the law.  To go back now to the use of informal arrangements in such situations, 

would require an amendment to our GAA to make an exception for aged care facilities.  People 

could lose rights they already have in our currently regulated system. 

In some other Australian states, guardianship legislation does not have enforcement powers to 

permit detention, so in those states there is no other option but to rely on common law doctrine 

of necessity arguments to detain people in secure aged care.  However, as stated in the previous 

paragraph, in this situation a person so detained does not have an appeal right. 

Option 2: Use guardianship provisions.  This is the current situation in South Australia.  The 

'ÕÁÒÄÉÁÎÓÈÉÐ "ÏÁÒÄȭÓ ÐÏÓÉÔÉÏÎ ÉÎ ςπρρ ÓÉÍÐÌÙ ÂÒÉÎÇÓ ÅØÐÅÃÔÁÔÉÏÎ ÉÎ ÔÈÅ ÁÇÅÄ ÃÁÒÅ ÓÅÃÔÏÒ ÉÎÔÏ 

line with what has been the existing practice in seeking orders for younger people who have 

been clients of disability services.  Of course, the number of people affected by the application 

s32 powers to aged care is greater than the potential population of younger adults who have a 

disability, so the implementation of these provisions has significant resource implications. 

However, even though the interpretation of our South Australian statute is clear, one could 

argue that it was never intended for guardianship law and its detention powers to be potentially 

applied to so many citizens. 

4ÈÅ ÈÉÓÔÏÒÙ ÏÆ 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁȭÓ ÇÕÁÒÄÉÁÎÓÈÉÐ ÌÁ× ÉÓ ÄÉÓÃÕÓÓÅÄ ÉÎ ÔÈÅ ÓÅÃÔÉÏÎ ÏÆ ÔÈÉÓ !ÎÎÕÁÌ 

Report on Monitoring Legislation.  If guardianship was to be the principal vehicle to authorise 

the detention of hundreds of residents in aged care, one might have expected that this would 

have been mentioned at the time the GAA was passed in parliament.  It was not.   

In examining the impact of this practice, we have discussed this matter at length with local staff 

of the Commonwealth Department of Health and Ageing, staff whose job is to enforce the 

provisions of the Commonwealth Aged Care Act, 1997.  This Act is the vehicle for promoting the 

quality of care in the sector, and ensuring that recipients of aged care enjoy the same rights as 

other people in Australia. 

Those staff and our Office share a concern about the onerous nature of the GAA processes, when 

used for this purpose.  The aged care industry is already subject to significant regulation by the 

Commonwealth as its principal funder.  The need to apply for guardianship in more situations 

will place a new burden on families and aged care providers at a difficult time.  In these 
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discussions, the question inevitably becomes: what is the purpose of seeking such orders?  Will 

the orders make a positive difference to the lives of people placed under an order, or will it 

principally fulfil a legal requirement? 

When a person is detained under the Guardianship and Administration Act, they are considered 

to be in custody.  If a person dies in custody, the Coroners Act 2003 requires that the Coroner 

must hold an inquest.  This provision makes sense when s32 was used in the  way it was applied 

between 1994 and 2010, when it was applied to a narrower range of circumstances in aged 

care.  However, with its now expanded use, significant numbers of very elderly people in the 

terminal phases of dementia are likely to be placed under s32 orders in the coming years.  

People can be in their late 90s and be in custody.  Given that residents are in fact detained, it is 

very appropriate that these deaths be reported to the Coroner (which is the case anyway for all 

protected people) but one could argue that in the case of people in secure aged care, the 

Coroner should have discretion to decide if an inquest is necessary and desirable.  The fact that 

the coroner does not have this discretion with s32 orders further suggests that the widespread 

use of these provisions in aged care was not envisioned. 

The conclusion of our Office is that while action clearly needs to be taken to improve the rights 

of aged care residents who are detained in a secure unit, the use of the guardianship mechanism 

for people who are wandering and not objecting to where they live is excessive.  An alternative 

mechanism is required that is commensurate with the need. 

Option 3: An alternative nationwide mechanism .  As noted, the delivery of aged care services 

generally and the rights of residents are legislated for by the Commonwealth under the 

provisions of the Aged Care Act 1997.  The Minister established User Rights Principles under 

subsection 96-1 of this Act.  Our Office suggests that it may be possible to amend the Principles 

to describe detailed, specific rights for residents in secure aged care.  The South Australian 

Guardianship and Administration Act could be amended to recognise such arrangements, and to 

ÌÉÍÉÔ ÔÈÅ ÁÐÐÌÉÃÁÔÉÏÎ ÏÆ ÔÈÅ !ÃÔȭÓ ÄÅÔÅÎÔÉÏÎ ÏÒÄÅÒÓ ÉÎ ÎÕÒÓÉÎÇ ÈÏÍÅÓ ÔÏ ÐÅÏÐÌÅ ×ÈÏ ÁÒÅ ÁÃÔÉÖÅÌÙ 

seeking to leave.  This proposal would need further consideration of the relative roles of the 

Commonwealth and the states and how duties might intersect. 

There is a further opportunity in the near future to put a system in place, because Australia will 

be ratifying the Optional Protocol to the UN Convention against Torture and other Cruel, 

Inhuman or Degrading Treatment or Punishment (OPCAT).  To do this, there would need to be a 

ÖÉÓÉÔÏÒÓȭ ÓÃÈÅÍÅ ÔÏ ÐÌÁÃÅÓ ÓÕÃÈ ÁÓ ÎÕÒÓÉÎÇ ÈÏÍÅÓ ×ÈÅÒÅ ÐÅÏÐÌÅ ÁÒÅ ÄÅÔÁÉÎÅÄȢ  4ÈÅ ÐÕÒÐÏÓÅ ÏÆ 

such visits would be to strengthen the protections for people who are detained.  Visits would 

enable checks to see if people object to their detention and wish to appeal.   

This is still theoretical.  Under OPCAT, Australia must establish a National Preventive 

Mechanism (NPM) to oversee visits.  It is yet to be decided if aged care will be part of the NPM, 

and it may not be.  Our view is that it should be. 

! ÖÉÓÉÔÏÒÓȭ ÓÃÈÅÍÅ ÃÏÕÌÄ ÏÆÆÅÒ ÁÎ ÅÆÆÅÃÔÉÖÅ ×ÁÙ ÔÏ ÃÈÅÃË ÏÎ ÔÈÅ ÒÉÇÈÔÓ ÏÆ ÓÉÇÎÉÆÉÃÁÎÔ ÎÕÍÂÅÒÓ ÏÆ 

people with dementia in closed nursing homes without needing to place them under 

guardianship.   

This year the Productivity Commission in its inquiry into Aged Care recommended that a 

statutory community visitors program be established to promote and protect the rights and 
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wellbeing of residents (Productivity Commission, 2011a).  This scheme would be different to 

the current community visitors scheme in aged care which is focused on establishing contact 

between  residents and people in the community so as to provide friendship and 

companionship.  A statutory scheme would be similar to the mental health Community Visitor 

Scheme now in operation in South Australia, and statutory disability schemes in other states.   

These mechanisms ɂ legislated rights for residents and community visitors to check that they 

are upheld, would be an effective way to protect and to meet the significant number of people 

who have developed dementia and live in secure aged care. 

In the future, a Commonwealth Community Visitor Scheme to aged care facilities might be 

potentially operated from state-based Offices of the Public Advocate.  This could provide an 

ÉÎÄÅÐÅÎÄÅÎÔ ÈÏÍÅ ÆÏÒ ÓÕÃÈ Á ÓÃÈÅÍÅ ÏÕÔÓÉÄÅ ÔÈÅ #ÏÍÍÏÎ×ÅÁÌÔÈȭÓ $ÅÐÁÒÔÍÅÎÔ ÏÆ (ÅÁÌÔÈ ÁÎÄ 

Ageing.  There is already a historical precedent of state-based agencies making decisions under 

the provisions of the Aged Care Act 1997 ɂ for example, state-based aged care assessment 

teams have been used to determine the eligibility and classification of potential care recipients 

for aged care services.  Therefore, we suggest that the concept of a state-based Office of the 

Public Advocate operating an aged-ÃÁÒÅ ÖÉÓÉÔÏÒÓȭ ÓÃÈÅÍÅ ÉÓ ×ÏÒÔÈ ÆÕÒÔÈÅÒ ÅØÐÌÏÒÁÔÉÏÎȢ 
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Mental Health Deprivation of Liberty  
The Mental Health Act 2009  has only been in operation in 2010ɀ11, and it is still too early to 

assess its full impact. 

This section discusses some of the matters and issues concerning detained patients that 

involved our Office.   These included the provision of information to involuntary mental health 

consumers and carers about the reasons for detention, the involvement of mental health 

consumers in decisions about their care, and the protection of detained mental health 

consumers from abuse.    

Provision of information to mental health consumers and carers  

A key policy decision not to include written reasons for decision on detention forms given to 

patients and families was made in June 2010, to be then  subject to review after implementation.  

It had been widely expected that patients and families would receive this information.  The 

Minister of Mental Health was faced with conflicting advice from his Mental Health Policy Unit 

within the department, on the one hand recommending that written information not be given 

out, and from a number of individuals and organisations recommending that it should be.  The 

latter included the Public Advocate, the President of the Guardianship Board, professional 

groups such as the Law Society and the State Branch Committee of the Royal Australian and 

New Zealand College of Psychiatrists, and the mental health carers group within Carers SA. 

The Minister chose the advice of his department as a quick decision was required, but in doing 

so offered further review. 

Now that the Act has been operating for 18 months, the Office of the Public Advocate is hoping 

that these questions can be reconsidered.   This section gives the background to this issue. 

With respect to patient rights, all patients in any setting have rights to know about their illness 

and to participate in decisions about health care.  A guiding principle of the Mental Health Act 

2009 is that patients (together with their family or other carers or supporters) are provided 

with comprehensive information.  This can be about illnesses, treatment, services, alternatives 

and orders (section 7 (1) (i)). 

Ȱ/ÒÄÅÒ ÍÕÓÔ ÂÅ ÍÁÄÅ ÉÎ ×ÒÉÔÉÎÇ ÉÎ ÔÈÅ ÆÏÒÍ ÁÐÐÒÏÖÅÄ ÂÙ ÔÈÅ -ÉÎÉÓÔÅÒȱ 

The new Mental Health Act 2009 requires that copies of community treatment orders and 

detention orders be given to patients, along with a copy of a statement of rights.  The patient is 

to receive their copy of theÓÅ ÄÏÃÕÍÅÎÔÓ ȰÁÓ ÓÏÏÎ ÁÓ ÐÒÁÃÔÉÃÁÂÌÅȱ ÁÆÔÅÒ ÄÅÔÅÎÔÉÏÎȟ ÔÏ ÂÅ ÐÒÏÖÉÄÅÄ 

by the doctor or authorised health professional who has made the initial order (Community 

Treatment Orders s 12 (1), and Detention and Treatment Orders s23 (1)).   

The Act also requires that a carer or relatives (amongst others) be given a copy of the form.  The 

psychiatrist or an authorised medical practitioner is responsible for giving the treatment order 

and statement of rights or notice of variation or revocation the next day to a guardian, medical 

agent, relative, carer or friend.  The Director of an inpatient treatment centre has a similar duty 

to provide detention orders, notices and statements of rights (Community Treatment Orders 

s12 (6) and Detention and Treatment Orders s 23 (6)).  With respect to carers and others, the 

psychiatrist or authorised medical practitioner has the power not to provide this information 

ÁÂÏÕÔ ÃÏÍÍÕÎÉÔÙ ÔÒÅÁÔÍÅÎÔ ÏÒÄÅÒÓ ÉÆ ÉÔ ÉÓ ÃÏÎÓÉÄÅÒÅÄ ÎÏÔ ÔÏ ÂÅ ÉÎ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÂÅÓÔ ÉÎÔÅÒÅÓÔÓȢ  

The Director of an inpatient treatment centre has a similar power not to give information about 



 

Annual Report 2010ɀ2011 | Deprivation of Liberty 81 

 

detention and other orders to carers and others if it is not appropriate (Community Treatment 

Orders s 12 (6) (c) and Detention Orders s 23 (6) (c)). 

The provision of orders to patients is a new development in this Act.  With the Mental Health Act 

1993, ÔÈÅ ÆÏÒÍÓ ÃÏÎÔÁÉÎÅÄ Á ÆÅ× ÈÁÎÄ×ÒÉÔÔÅÎ ÌÉÎÅÓ ÔÈÁÔ ÅØÐÌÁÉÎÅÄ ÈÏ× ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÉÌÌÎÅÓÓȟ ÁÎÄ 

risk to self or others meet the criteria in the Act.  It was generally expected with the new Act that 

patients would receive an order that contained the same few lines outlining the reasons for 

detention:  that is, that the purpose of the new law was to ensure that patients received 

meaningful information. 

Just prior to the implementation of the Act, the Public Advocate and the President of the 

Guardianship Board learned that SA Health was to put to the Minister a draft form that did not 

contain a section for reasons for decision.  The Minister would be asked by the Department to 

approve this form. 

The news that the forms for the new Act might not contain reasons was most unexpected 

because of the widely held assumption that the purpose of the sections of the new Act, which 

required that orders be given to patients, was to provide information in writing as to why a 

person was detained or placed on a community treatment order.   

The Office of the Public Advocate certainly acknowledges that this would have been the first 

time in Australia that consumers and carers have been given such written information.  This 

practice would be  groundbreaking for this country.  However, since that time an exposure draft 

of the Mental Health Bill in Victoria has been released.  Section 65 (5) of the draft, which is on 

making an assessment order, requires that the order must state the basis on which it appears to 

the registered medical practitioner or mental health practitioner that each of the criteria 

applied.  Section 66 (1) (a) requires that the practitioner give to the person who is the subject of 

the order a copy of the order.  These legislative provisions, if incorporated in the final Bill that 

goes to the Victorian parliament will ensure that Victorian consumers are able to see specific 

written information about why they have been detained.   

Approval of forms subj ect to implementation review  

In South Australia, we do not have the provision in the Act requiring that reasons be written on 

forms as is the case in the draft Victorian law.  The drafters of the South Australian form did not 

include this requirement when preparing a form to be approved by the Minister, and there is no 

legal requirement for the form to have this information.   

As noted, the Minister decided to take the advice of his department because of the imminent 

commencement of the new Act, while recognising that with any new legislation there may be 

issues with the operational aspects of the Act once it is implemented.  Accordingly, the Minister 

requested the Chief Psychiatrist to establish a best-practice working group.  The deliberations of 

the working group would allow this matter to be further considered. 

The Public Advocate and the President of the Guardianship Board continue to believe that 

patients and carers should receive a traditional detention form that contains brief reasons for 

decisions, rather than the current form that does not. 

Without a requirement to provide written reasons, patients receive a verbal explanation of why 

ÔÈÅÙ ÈÁÖÅ ÂÅÅÎ ÄÅÔÁÉÎÅÄȢ  0ÁÔÉÅÎÔÓȭ ÌÁÃË ÏÆ ËÎÏ×ÌÅÄÇÅ ÁÂÏÕÔ ÔÈÅ ÒÅÁÓÏÎÓ ÆÏÒ ÔÈÅÉÒ ÄÅÔÅÎÔÉÏÎ 

continues to be an issue.  It had been an issue in South Australia under the former Mental Health 
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Act 1993. Under that Act, a form was completed which did contain reasons but it was put in the 

file and not provided to consumers, which has the same effect as the arrangement under the 

new Act of giving the form to the consumers but not putting specific information in it.   

For example, an initial analysis of qualitative interviews completed in late 2010 for the Rotary 

Mental Health Law project gives an indication of the situation that applied under the old Act.  Of 

58 consumers2 who had been subject to involuntary detention orders (prior to July 2010), there 

were mixed results: 10 could not recall being provided a reason for their detention.  Seven used 

ÐÈÒÁÓÅÓ ÓÕÃÈ ÁÓ ȰÔÈÅÙ ÔÏÌÄ ÍÅ ) ×ÁÓ Á ÒÉÓË ÔÏ ÍÙÓÅÌÆ ÁÎÄ ÏÔÈÅÒ ÐÅÏÐÌÅȢȱ  3ÅÖÅÒÁÌ ÃÏÎÓÕÍÅÒÓ ÒÅÃÁÌÌ 

having the decision to be detained explained to them in some treatment centres but not in 

others.    Only one of nine Aboriginal consumers stated that the reasons for detention were 

discussed with him.  Three consumers felt that they were too ill or medicated to recall. 

Although any impression about the operation of the new 2009 Act is anecdotal, it is likely that 

the situation is unchanged.  Our Office receives calls from consumers seeking information about 

how to appeal their order.  Staff in our enquiry service remark that many consumers report not 

knowing details as to why they have been detained.  While this may in part be due to their 

illness, the consumers who call our service are well able to discuss other aspects of the 

detention process.  

The conflicting arguments ɂ for and against ɂproviding written information  

With respect to clinical staff reaction to the prospect of having to provide their written reasons, 

there seemed to be a mixed response.  The senior clinicians spoken to by our Office were not 

concerned at all.  They already considered that they explained reasons for detention well to 

their patients, and saw the handing over of a piece of paper simply as written confirmation of 

information that had been said already.  There was confidence that this could be done well.  The 

Mental Health Policy Unit, however, received concerns from clinicians that providing this 

information may make patients agitated, and that carers may receive inappropriate information.  

3ÏÍÅ ÃÌÉÎÉÃÉÁÎÓ ÔÏÌÄ ÔÈÅ -ÅÎÔÁÌ (ÅÁÌÔÈ 0ÏÌÉÃÙ 5ÎÉÔ ÔÈÁÔ ÔÈÅÙ ×ÏÕÌÄ ÂÅ ÆÏÒÃÅÄ ÔÏ ȬÓÁÎÉÔÉÓÅȭ ×ÈÁÔ 

was written on the forms if they were provided to patients. 

In response to this, our Office put forward the view that the new law already gives the clinician 

the discretion to give the form to a patient when it was practicable ɂ it would not be 

practicable if the situation was not safe, and the law already allows the clinician to withhold the 

form from carers (as described above). 

The difference of opinion on the issue of giving written reasons to patients and their families 

needs resolution.  Our Office regards the completion of good quality reasons by detaining 

practitioners as an important discipline ɂ when done well, writing the reasons can improve the 

quality of detention decision making.  A requirement to give the order to the patient and family 

will help ensure that what is written is respectful and of good quality.  For the patient, having 

this information will help them form a view about whether a detention has been made on solid 

                                                           
2 It should be noted that the consumers and carers who came forward to be interviewed for the Rotary 

Project were volunteers.  This was not a random sample.  The qualitative research approach can identify 

issues, but cannot describe the frequency of the issues in the broader population.  The percentages cited 

in this paragraph relate to the group who came forward to be interviewed only, not the entire population 

of people who are detained. 
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grounds or on erroneous information.  This can then be raised with the psychiatrist who 

reviews the order after 24 hours so that information can be corrected, or form the basis of an 

appeal to the Guardianship Board.  For the carer, guardian, medical agent, family or friend who 

receives this information it could help in providing support to their family member who is 

receiving care.  This could be support in reassuring the patient through explanation of why they 

are detained, or support in the appeal process. 

The contrary view from the Mental Health Unit in SA Health, which was the advice given to the 

Minister and cited in his response to this Office, is that the forms are provided as a notification 

mechanism.  Full clinical reasons for the decision to issue a Community Treatment Order or 

Detention and Treatment Order are contained in the clinical file and made available to the 

Guardianship Board on appeal.  The Minister noted that the Guardianship Board does not 

routinely provide reasons for its decision to consumers or caregivers/family members.  There is 

also a risk to the appropriateness of the information recorded, the impact that the information 

on the forms may have on the consumer and their family member/carer/guardian who receives 

Á ÃÏÐÙ ÏÆ ÔÈÅ ÆÏÒÍȟ ÁÓ ×ÅÌÌ ÁÓ ÔÈÅ ÐÏÓÓÉÂÉÌÉÔÙ ÏÆ ȬÓÁÎÉÔÉÓÅÄȭ ÒÅÁÓÏÎÓȢ  4ÈÅ -ÉÎÉÓÔÅÒ ÈÁÄ ÂÅÅÎ 

advised that clinicians will be expected to continue to verbally explain to consumers why they 

are subject to orders. 

This is where the matter rests.   Because the provision of written reasons was to be a new 

initiative, the question remains open as to how the rights of people may have been better 

protected or not if this provision has been implemented in the way that it had been expected.   

There is no doubt reopening this issue will raise risks and costs to the Department of Health if 

we were to proceed with the original vision of this new Act as it was understood.  It was clear 

from the work of the Rotary Project that there were some doctors who completed these forms 

poorly.  In extreme examples, only a few words were written.  A patient seeing such poorly 

completed forms used as a justification for their detention might indeed be upset.  There would 

need to be further training for many practitioners on how to carefully and respectfully 

document reasons for the decision to detain.  It is also likely that there could be more 

complaints from disgruntled patients.  

These risks should be worth it.  Detention is a major step.  Anything that provides for more 

transparency and patient and family involvement, should not only better uphold rights, but also 

improve the quality of care.  This is why there should be a right to information at this initial 

stage of detention. 
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The Right to Infor mation for Detained Patients  

In late 2010, the Public Advocate received an unsolicited letter from a health professional 

working in the frontline offering personal observations.  This professional observed that people 

could be too easily detained after brief assessments.  Instead, people should be more 

comprehensively assessed, a risk assessment made, and consideration given to the human 

dignity and rights of the patient. Clinicians should perform these duties thoroughly, not merely 

to avoid criticism if something goes wrong. 

This correspondent observed that although detentions are reviewed by a consultant after 24 

hours, this is still a long time to wait, and at this point of first detention, criminals have more 

rights than mental health patients. 

These comments are pertinent because they highlight the potential lack of protection of rights 

during this initial period of detention, and the lack of redress available to a person who is 

detained for a short time and then discharged.   

One of the key protections against unjustified deprivation of liberty is the ability of a patient to 

appeal to a specialist tribunal ɂ in our state, the Guardianship Board.   However, this protection 

can take a little while to mobilise.  It is there and available for the person who has been detained 

for days or weeks.  It is certainly not immediately available during the first hours of a detention, 

and in some cases, a person detained at the beginning of a weekend may need to wait a number 

of days for a hearing to be held.   

Many people are detained for just one or two nights.  In a crisis, this can be lifesaving.  However, 

as the correspondent suggested, people could be detained at times when detention could be 

avoided if there was a more thorough assessment completed and alternative options offered. 

It is in this context that giving people written information about why they have been detained 

can provide better accountability and preserve rights.  While patients do receive a verbal 

explanation, this might not be remembered.  The simple written facts of the reasons for decision 

can be a reference point for patient and family over the following hours and days. 

Does this matter?  There are two conceptual approaches to considering such matters.  One is 

rights-based legalism ɂ it emphasises individual rights and access to justice, as well as access to 

treatment and care.  The other contrasting approach is benign paternalism ɂ ÔÈÁÔ ÔÈÅ ÐÁÔÉÅÎÔȭÓ 

best interests will be looked after by the system.    

The human rights approach sees the deprivation of liberty in mental health detention, even for 

brief periods, as significant.  Not only does a person lose their liberty, they also lose the ability to 

consent or refuse consent to treatment.  Ensuring a person is fully informed is an additional way 

to protect rights, particularly at this initial stage of detention when other mechanisms of 

external review are not effective.   Benign paternalism results in a lack of accountability and a 

risk of errors. 

  



 

Annual Report 2010ɀ2011 | Deprivation of Liberty 85 

 

Absconding from Mental Health Facilities  

The Mental Health Act 2009 permits the detention of patients3 at risk to themselves and others.  

During a period of involuntary inpatient care, mental health staff have to manage competing 

priorities.  On the one hand, there is a need to keep a patient safe;  on the other, the purpose of 

the admission is to provide treatment and care so that a patient can recover and leave the 

hospital environment.  Most detained patients are managed on open wards.  Doors are not 

locked, except at night to keep people out, and a patient is responsible for complying with the 

order.  Of course, if the patient under treatment does leave hospital without permission, clinical 

staff or the police have the power to return them.  There are secure locked units available for 

patients unable to comply with the open ward regime. 

This approach of using open wards where possible is consistent with both professional best 

practice, and the need to provide the least restrictive option.  As a patient in recovery gets 

better, they will take back more responsibility.  This is a risk, but one that is carefully assessed 

for a therapeutic benefit. 

However, the issue is not straightforward.  While the least restrictive policy approach has very 

wide support, there can be issues in the implementation.  These were evident when this Office 

engaged with clinicians, carers and consumers about this topic. 

For example, clinicians who strongly support the use of open-ward care whenever possible, 

report difficulty in obtaining closed ward beds for their patients when they consider that this is 

needed.  These closed beds as well as providing security also deliver intensive care through 

higher staffing numbers per patient.  Often a patient may need a few days in this intensive care 

setting before returning to the open ward. 

The number of closed ward beds in the system is determined based on the needs of people with 

mental illness in the general community, but these closed beds are also routinely used to 

ÍÁÎÁÇÅ ȬÏÖÅÒÆÌÏ×ȭ ÁÄÍÉÓÓÉÏÎÓ ÆÒÏÍ *ÁÍÅÓ .ÁÓÈ (ÏÕÓÅȟ ÔÈÅ ÆÏÒÅÎÓÉÃ ÍÅÎÔÁl health facility.  The 

number of such forensic patients is small but their use of acute closed-ward beds can make a 

critical difference in a finely balanced system.  For example, if there are two or three forensic 

patients occupying beds in the 10-bed secure unit at Glenside for a prolonged period, many 

other patients who might have spent a few days in those beds will not get this service.   

The acuity of patients in open wards has also increased.  In the past, there were few other 

options than hospital, so at any one time an open ward would have people with varying degrees 

ÏÆ ÓÅÖÅÒÉÔÙ ÏÆ ÉÌÌÎÅÓÓȟ ×ÈÏ ÇÅÎÅÒÁÌÌÙ ÓÔÁÙÅÄ ÌÏÎÇÅÒȢ  .Ï×ȟ ÂÅÃÁÕÓÅ ÔÈÅÒÅ ÁÒÅ ÓÅÒÖÉÃÅÓ ÔÏ ÐÅÏÐÌÅÓȭ 

ÈÏÍÅÓȟ ÁÓ ×ÅÌÌ ÁÓ ÒÅÓÉÄÅÎÔÉÁÌ ÃÁÒÅ ÕÎÉÔÓ ÓÕÃÈ ÁÓ ÔÈÅ ÎÅ× ȬÉÎÔÅÒÍÅÄÉÁÔÅ ÃÁÒÅȭȟ ÔÈÅ ÉÎÐÁÔÉent units  

care for and supervise patients who as a group have higher needs than in the past.   For this 

reason, staffing levels and ward procedures need constant review. 

Clinical staff report difficulty monitoring all patients when there are many high needs patients 

on a ward.  The patients who are identified as having the highest need may be observed, but 

then another lower-need patient might slip away.  On occasion, staff can find their time diverted 

                                                           
3 )Î ÔÈÉÓ ÓÉÔÕÁÔÉÏÎȟ ÔÈÅ ×ÏÒÄ ȰÐÁÔÉÅÎÔȱ ÉÓ ÕÓÅÄ ÁÓ ÔÈÉÓ ÉÓ ÔÈÅ ÔÅÒÍ ÕÓÅÄ ÉÎ ÔÈÅ Mental Health Act 2009.  It also 

describes a person receiving inpatient careȢ   )Î ÇÅÎÅÒÁÌȟ ÔÈÉÓ /ÆÆÉÃÅ ÕÓÅÓ ÔÈÅ ÔÅÒÍ ȬÐÅÒÓÏÎȭȟ ȬÃÏÎÓÕÍÅÒȭ ÏÒ 

ȬÓÅÒÖÉÃÅ ÕÓÅÒȭ ÄÅÐÅÎÄÉÎÇ ÏÎ ÔÈÅ ÃÏÎÔÅØÔȢ 
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from acute patients to long-stay patients with high nursing needs, who are inappropriately on 

acute wards for months due to a lack of long-stay ward places or 24-hour supported 

accommodation.   

The concerns of carers about absconding are straightforward.  Believing a family member to be 

safe in hospital, there can be an anxious time worrying about the safety of that absconding 

patient before they are found.   In other situations, carers can be in a difficult situation when a 

patient absconds to their home, and then needs to be returned to hospital. 

Background in South Australia  

At various times, absconding has been a major topic of concern in South Australia.  This has 

included absconding from psychiatric settings, as well as from emergency departments. 

In July 2010, SA Health provided the Public Advocate with statistics on absconding from 

'ÌÅÎÓÉÄÅ (ÏÓÐÉÔÁÌȢ  4ÈÅÓÅ ×ÅÒÅ ÒÁ× ÎÕÍÂÅÒÓȟ ÁÎÄ ×ÅÒÅ ÎÏÔ Á ȬÒÁÔÅȭ ÁÓ ÔÈÅÙ ×ÅÒÅ ÎÏÔ ÄÉÖÉÄÅÄ ÂÙ Á 

denominator such as the number of detained patients at a particular time. 

In 1998, there was an average of 30.25 patient-absconding incidents per month.  This went 

down to a low of 8.58 per month in 2007, and fluctuated since.  The numbers per month in 

2008, 2009 and 2010 (up to 31 May) were 11.25, 9.33 and 13.6 respectively.  During this time, 

total patient numbers at the hospital have decreased ɂ in particular, as one of the three acute 

wards has moved off-site. 

Of note is that a major initiative to reduce absconding occurred in 2005.  Based on the data 

provided by SA Health, within 12 months absconding rates were reduced from 27.08 per month 

ÔÏ ρφȢυψȢ    !Ô ÔÈÅ ÔÉÍÅȟ Á ÎÕÍÂÅÒ ÏÆ ×ÁÒÄÓ ÔÈÁÔ ×ÅÒÅ ȬÏÐÅÎȭ ×ÅÒÅ ÍÁÄÅ ȬÃÌÏÓÅÄȭȢ  )Î ÓÕÂÓÅÑÕÅÎÔ 

years, wards have again been re-opened, using risk assessment and clinical observation as 

alternative strategies to keep people safe on open units rather than behind locked doors.  Also, 

some buildings in use in 2005 regarded by nursing staff as very difficult to prevent absconding 

ÂÅÃÁÕÓÅ ÏÆ ÐÏÏÒ ÌÁÙÏÕÔ ÁÎÄ ÌÉÍÉÔÅÄ ȬÌÉÎÅÓ ÏÆ ÓÉÇÈÔȭȟ ÈÁÖÅ ÎÏ× ÂÅÅÎ ÃÌÏÓÅÄȢ   

In 2010, a research group from Flinders UnivÅÒÓÉÔÙ ÐÕÂÌÉÓÈÅÄ Á Ȭ2ÅÔÒÏÓÐÅÃÔÉÖÅ ÁÎÁÌÙÓÉÓ ÏÆ 

ÁÂÓÃÏÎÄÉÎÇ ÂÅÈÁÖÉÏÕÒ ÂÙ ÁÃÕÔÅ ÃÁÒÅ ÃÏÎÓÕÍÅÒÓ ÉÎ ÏÎÅ ÐÓÙÃÈÉÁÔÒÉÃ ÈÏÓÐÉÔÁÌ ÃÁÍÐÕÓ ÉÎ !ÕÓÔÒÁÌÉÁȭ 

(Mosel et al., 2010).   While the hospital studied is not named in this publication, the description 

is suggestive of Glenside. 

The researchers note the lack of research in Australia on absconding, and also the need to better 

understand the use of risk assessment and management.   An actual rate was calculated for 

2007 by dividing the number of absconding events (reported as 64 events that year), by the 

number of detained patients who were discharged that year from the three acute wards at the 

hospital (480).   The calculated rate was 13.33%:  this was 14.84% for males and 9.79% for 

females.  Most absconding events were for males who had a diagnosis of schizophrenia, and 

62.5% of absconding events occurred for people who were on their first 21-day detention order. 

The authors endeavoured to compare their results with other studies, which was difficult 

because of different definitions of absconding.  The rate was higher compared to some studies 

but lower than others.  The patterns identified can be used to recognise at-risk times during an 

ÁÄÍÉÓÓÉÏÎ ÁÎÄ ÐÁÔÉÅÎÔÓȭ ÃÉÒÃÕÍÓÔÁÎÃÅÓȢ  !ÌÓÏȟ τπϷ ÏÆ ÁÂÓÃÏÎÄÉÎÇ ÏÃÃÕÒÒÅÄ ÂÙ ÐÅÏÐÌÅ ×Èo had 

absconded before, so past absconding is a particular warning sign of future absconding. 
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Mosel et al. (2010) remarked that as 1 in 8 detained patients behave in this way, they warrant 

close and sustained attention.  This can lead to more effective nursing practices. 

Quality and safety considerations  

In 2010, the National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 

in the United Kingdom  published data on the social and clinical characteristics of people who 

absconded from an inpatient psychiatric ward prior to suicide. 

Examining 10 years of data, 469 suicide deaths of patients who had absconded were identified 

in England and Wales.   Schizophrenia was the most common diagnosis.   When compared to a 

group of patients who died by suicide  while on leave that had been agreed with staff, the group 

of people who had absconded were more likely to have been legally detained, non-compliant 

with medication and to have died in the first week of admission (Hunt et al., 2010).  

Recommendations from this paper included having tighter control of ward exits, more intensive 

observation of patients during the early days of admission, and ensuring that the ward 

environment is supportive and less intimidating to patients (Hunt et al., 2010).   

These observations are relevant to the Australian context, as similar groups of people abscond. 

The findings of Hunt et al. (2010) about the ward environment are also applicable.  The 

researchers cite the recommendation from the United Kingdome NHS Institute of Innovation 

and Improvement, that services place a greater emphasis on wards that engage patients and 

provide structured and supporting activities.  In South Australia, we hear consumers and carers 

report a lack of activities on wards.   For example, when a young male consumer who had 

absconded was asked by the Public Advocate why he had done this, his reply was that there was 

not enough to do on the ward. 

This can reflect how a ward is well ordered, and organised with a daily routine.  Bowers (2009) 

ÃÁÌÌÓ ÔÈÉÓ ÔÈÅ ȰÓÔÒÕÃÔÕÒÅȱ ÏÆ ×ÁÒÄÓȟ ÁÎÄ ÉÎ Á ÄÅÔÁÉÌÅÄ ÓÔÕÄÙ ÏÆ ρσφ ×ÁÒÄÓ ÉÎ ÔÈÅ 5+ ÓÕÒÖÅÙÉÎÇ ÓÔÁÆÆ 

ÈÅ ÄÅÍÏÎÓÔÒÁÔÅÓ ÔÈÁÔ ×ÁÒÄ ÆÁÃÔÏÒÓ ÉÎÆÌÕÅÎÃÅ ÁÂÓÃÏÎÄÉÎÇ ÒÁÔÅÓȟ ÁÌÏÎÇ ×ÉÔÈ ÏÔÈÅÒ ȰÃÏÎÆÌÉÃÔ ÁÎÄ 

ÃÏÎÔÁÉÎÍÅÎÔȱ ÂÅÈÁÖÉÏÕÒÓ ÓÕÃÈ ÁÓ ÐÁÔÉÅÎÔ ÁÇÇÒÅÓÓÉÏÎȟ ÓÕÂÓÔÁÎÃÅ use on the ward, absconding 

and the use of restraint.   In a follow-up paper, his group examined the interaction between 

these factors.  Based on a detailed staff survey in these wards and statistical analysis, their 

conclusion links the concepts this wayȡ ȰȢȢȢ ÌÅÁÄÅÒÓÈÉÐ ÉÍÐÁÃÔÓ ÏÎ ÔÅÁÍ×ÏÒËȟ ÔÅÁÍ×ÏÒË ÉÍÐÁÃÔÓ 

on structure, structure influences burnout, and burnout influences attitudes towards difficult 

ÐÁÔÉÅÎÔÓȱ ɉ"Ï×ÅÒÓ ÅÔ ÁÌȢȟ ςπρπɊȢ   

Discussion 

Current research has implications for how we consider and respond to absconding as an issue, 

to inform practice. 

It can also influence professional and public debate about this matter.  There are two 

contrasting arguments that are brought up when the matter is raised. 

The first is that mental health involuntary inpatient admission is different to other forms of 

detention (such as police custody); therefore, the community should consider absconding from 

mental health involuntary inpatient care differently to absconding from other forms of 

detention.  A potential weakness of this argument in its simplest form is that it can be used to 
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argue against criticism of any episode of absconding.  It may be appropriate to use such an 

argument on some occasions, but not appropriate on others. 

The second contrary position is that physical measures should be tightenedɂ wards should be 

locked, or indeed a fence or wall be erected around Glenside to stop this from occurring. 

It is worth considering the first proposition in more detail.  It is true that there are significant 

differences between civil involuntary inpatient admission for the purposes of receiving care and 

treatment, and the placement of a person in police custody who has been alleged to have 

ÃÏÍÍÉÔÔÅÄ ÁÎ ÏÆÆÅÎÃÅȢ  4ÈÅ ÍÏÔÉÖÁÔÉÏÎ ÆÏÒ ÔÁËÉÎÇ Á×ÁÙ Á ÐÁÔÉÅÎÔȭÓ  ÌÉÂÅÒÔÙ ÉÓ Äifferent (a 

therapeutic rather than law enforcement focus), as are the means of detention, with the 

majority of people in a mental health setting managed on an open ward and choosing to comply 

with legal requirements rather than being stopped by a physical barrier such as a locked door. 

The patient on an open ward is, of course, aware that if they should abscond then police will be 

called, and they will be returned. 

However, the loss of rights for involuntary inpatients is the same if not greater than other forms 

of detention.  There is a loss of liberty, but in addition there is a loss of the right to make choices 

ÁÂÏÕÔ ÔÒÅÁÔÍÅÎÔȢ  4ÈÅ 3ÔÁÔÅ ÉÓ ÔÁËÉÎÇ Á×ÁÙ Á ÐÅÒÓÏÎȭÓ ÆÒÅÅÄÏÍ ÉÎ ÔÈÉÓ ×ÁÙȟ ÁÎÄ ÔÈÅÎ ÐÒÏÖÉÄÅÓ 

safety, care and protection in return.   

In this respect, the expectation that a patient will remain safe in hospital, and not be able to 

leave is no different to the expectation that a person not be able to leave other forms of custody 

at will.  It is the means of keeping a patient safe on a hospital site that are different ɂ through 

ÐÒÏÆÅÓÓÉÏÎÁÌÓ ÁÓÓÅÓÓÍÅÎÔÓ ÏÆ ÒÉÓËȟ ÏÂÓÅÒÖÁÔÉÏÎÓ ÏÆ Á ÐÁÔÉÅÎÔȭÓ ÂÅÈÁÖÉÏÕÒȟ ÔÈÅ ÐÒÏÖÉÓÉÏÎ ÏÆ 

adequate staffing numbers to meet patient need, the delivery of care in wards designed for the 

purpose, and ready access to closed ward beds when required.  The patient should be engaged 

in a program of meaningful activities, delivered by a well-led and effective team. 

The sum total of these measures is that absconding should be minimised, particularly when a 

patient is at risk if they abscond. 

At times, it is also necessary for professional staff to take a clinical risk, to give a patient more 

freedom as patients take back responsibility for their own welfare.  The therapeutic benefits to 

the patient of this risk should outweigh the risk itself.  This risk should be understood by 

consumers and carers, as well as treating staff.    

Therefore, when a patient absconds from detention and an incident is reviewed, many different 

factors need to be considered.   

This then leads to discussion about the second contrasting argument: the routine locking of 

doors to all wards or the building of a fence.  Mental health care is not custodial in nature but 

ÔÈÅÒÁÐÅÕÔÉÃȢ  )Ô ÉÓ ÌÉËÅÌÙ ÔÈÁÔ ÐÁÔÉÅÎÔÓȭ ÒÅÃÏÖÅÒÙ ×ÏÕÌÄ ÂÅ ÓÉÇÎÉÆÉÃÁÎÔÌÙ ÓÌÏ×ÅÄ ÂÙ ÕÎÎÅÃÅÓÓÁÒÙ 

restriction in a custodial environment.  Patients would not be able to take back responsibility 

for making decisions in the same way that can happen on an open ward.   For these reasons, a 

blanket use of locked wards or fenced compounds would be counter-therapeutic.  In the longer 

term, patients who receive effective treatment and rehabilitation will be better able to look after 

themselves at discharge than those who have been locked away with limited personal 

responsibility during their time in hospital.  In the longer term, a custodial rather than a 

therapeutic response may actually increase risk. 
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These are some of the reasons that the wall that surrounded Glenside was lowered from a high 

barrier, to a low decorative wall approximately 50 years ago. 

It is very understandable that the idea of putting up a fence is raised during discussions, 

particularly when the community hears of a person absconding repeatedly and other measures 

such as careful risk assessments and the limited use of closed wards failing. 

This is why the mental health services need to drive the professional therapeutic model as 

effectively as possible to reassure the community of its effectiveness.  Wards may not be 

routinely locked but there are clinical strategies to keep people safe. 

Conclusion 

Currently in South Australia, as in other parts of the world, absconding from inpatient mental 

health units remains a topic of concern.  For this reason, routine monitoring of absconding rates, 

along with ongoing research is needed.   

Data can be used to identify when problems develop, as the regular monitoring of data could 

identify changes in patterns.  In the future, it may be possible to compare wards and services 

with national benchmarks for absconding rates.  Even though national and international 

evidence suggests that some level of absconding is unavoidable in inpatient psychiatric practice, 

this should not stop services regarding absconding as a preventable problem, and reviewing 

incidents to prevent further recurrences in similar situations. 

Currently, there are particular issues that need to be monitored.  One is the access to closed-

ward beds for community patients who might then be cared for on an open ward, when no 

closed ward is available.  This access issue can be a particular problem when closed wards that 

are intended for community patients are used for forensic patients, because of a lack of forensic 

beds.  This situation is now commonplace ɂ occurring on most occasions that our Office 

enquires.  Adequate staffing levels and clear responsibilities and staff structures within 

inpatient units are further issues to be considered.  
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Sexual Safety in Inpatient Settings  
The Office of the Public Advocate has been approached about isolated instances of alleged 

sexual assault or exploitation of detained patients. We then assist a person to lay a complaint 

with the Health and Community Services Complaints Commissioner for investigation.  Many of 

the issues about the identification of assault, and lack of prompt police reporting are similar to 

those for people with a disability (and described in the section on Disability Justice Strategy).   

The sexual safety of vulnerable people in inpatient psychiatric settings has been a major issue in 

other states in Australia and in other countries.  There is no reason to expect that the risks for 

mental health consumers in South Australia would be any different to the risks in other states. It 

is likely that without a strategy to prevent and identify at-risk situations and to respond to 

incidents and allegations,  instances of abuse or assault can be missed.  While some people who 

allege assault or have been exploited come forward, it is likely that other people who have been 

through a traumatic experience while unwell choose not to do so.  The number of specific 

instances that our Office is aware of is small, but we consider that sexual safety in inpatient care 

is a significant wider problem for our system to address.   

Risks can include those of assault by fellow patients, visitors or staff.  A further risk for some 

patients is that their illness may lead them to agree to a sexual relationship that they would 

otherwise choose not to have.  Due to their illness, the patient is unable to consent to sexual 

intercourse.  One purpose of mental health detention is to protect the person from engaging in 

such sexual behaviour. Should this happen on a ward, it is a breakdown in care systems.  

Patients can also be at risk of experiencing fear and harassment, which in itself can be 

traumatising ɂ particularly for people who are more likely to have experienced trauma in their 

lives in the past.   

South Australia could benefit from having in place comprehensive guidelines such as the 

6ÉÃÔÏÒÉÁÎ #ÈÉÅÆ 0ÓÙÃÈÉÁÔÒÉÓÔȭÓ ÄÏÃÕÍÅÎÔȟ Ȱ0ÒÏÍÏÔÉÎÇ ÓÅØÕÁÌ ÓÁÆÅÔÙȟ ÒÅÓÐÏÎÄÉÎÇ ÔÏ ÓÅØÕÁÌ ÁÃÔÉÖÉÔÙȟ 

aÎÄ ÍÁÎÁÇÉÎÇ ÁÌÌÅÇÁÔÉÏÎÓ ÏÆ ÓÅØÕÁÌ ÁÓÓÁÕÌÔ ÉÎ ÁÄÕÌÔ ÁÃÕÔÅ ÉÎÐÁÔÉÅÎÔ ÕÎÉÔÓȱ ɉ#ÈÉÅÆ 0ÓÙÃÈÉÁÔÒÉÓÔ 

Victoria, 2009).  There are existing operational policy guidelines in place by the Adelaide Health 

Services which run most specialist inpatient services, and while they serve a purpose, they do 

not substitute for a statewide comprehensive document. 

Some of the work required overlaps with that of a Disability Justice Strategy.  For example, the 

need for better identification and prompt police reporting issues is very similar. 

Other issues for a sexual safety strategy include making fundamental decisions about the 

operation of mental health services.  For example, for a few years now there has been a policy 

discussion about the re-introduction of segregation of sexes in mental health units.  This can 

involve allocating women-ÏÎÌÙ ÌÏÕÎÇÅÓȟ ÄÅÓÉÇÎÁÔÉÎÇ ȬÐÏÄÓȭ ÏÆ ÂÅÄÒÏÏÍÓ ÉÎ ÅØÉÓÔÉÎÇ ÕÎÉÔÓ ÁÓ 

either male or female, and establishing single-ÓÅØ ×ÁÒÄÓ ɉÆÏÒ ÅØÁÍÐÌÅȟ Á ×ÏÍÅÎȭÓ ÉÎÔÅÎÓÉÖÅ ÃÁÒÅ 

unit). As part of the Stepping Up plan, some inpatient units will become smaller, so this could be 

an ideal time to implement such a proposal. 

Women-only areas may not be costly, although it then becomes necessary to have available 

vacant female- and male-designated beds at any particular time.  In 2011, the Victorian 

Government in its budget allocated funds for the provision of gender-specific areas, and in 

September 2011, a women-only unit was opened at The Alfred Hospital, so that women can 

receive treatment with less fear of victimisation, violence, sexual assault and traumatisation.  
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The Health Department in Victoria has also prepared a new Service Guideline for Gender 

Sensitivity and Safety (Department of Health, 2011).  The guideline aims to provide trauma-

informed care, recognising that many people seeking psychiatric care have experienced past 

traumas and are vulnerable if exposed to new traumas.   

There are other procedural issues that can be standardised.  For example, when wards provide 

single room accommodation it should be possible for patients to lock their own doors.  Staff of 

course can override the lock to gain access, but other patients or visitors could not.  This would 

be only one part of an overall sexual safety strategy.  It is a topic that needs comprehensive 

consideration as to how instances of abuse and exploitation of a vulnerable group of patients 

can be responded to and prevented. 

The Office of the Public Advocate has raised the need for Sexual Safety Guidelines in the past 

with SA Health, and again  in September 2010. 

Action is now needed to address specific issues about the safety of vulnerable people under 

mental health detention, as well as to bring responses in line with an overall Disability Justice 

Strategy as it is developed.  Many of the issues identified are similar: for example, instances of 

alleged abuse can be discussed with police by mental health services, and at times no formal 

report made.  Clearly, a formal report is essential to enable a response.  Similarly, advice by a 

counsellor from Yarrow Place, the sexual assault referral service, can be critical for both the 

vulnerable person and staff.   

While the safety of detained and other vulnerable patients in wards is a critical issue, a sexual 

safety strategy could also address the safety of consumers living in community accommodation, 

where similar issues can exist in both preventing abuse, and recognising it when it has occurred.  

Increased awareness may also increase the reporting of incidents, which in turn will lead to 

more investigations, and information that will guide the effectiveness of both a wider Disability 

Justice Strategy that encompasses the needs of people with a psychiatric disability, and a more 

specific sexual-safety policy document to increase the protection of vulnerable inpatients in 

psychiatric units. 

Conclusion 

The Disability Justice Strategy should also protect people with a psychiatric disability. 

A sexual safety policy for psychiatric inpatient settings in South Australia would aim to prevent 

assaults, improve recognition of assault if it occurs, and lead to an effective response with police 

reporting and attendance by sexual assault referral services. 

Further safety could be provided with the provision of a women-only psychiatric intensive care 

unit, and the allocation of single-sex pods in existing wards to separate male and female 

bedroom areas.  If possible, single-sex open wards should be considered.  A simple measure that 

might be implemented quickly for mixed wards is the provision of a women-only lounge. 
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Seclusion and closed circuit TV  
This particular issue, raised by our Office in 2010ɀ2011, demonstrates the value of complaint 

reporting and investigation of specific incidents leading to improvements.   

The Office of the Public Advocate learned indirectly of an allegation that a consumer had been 

ÎÕÒÓÅÄ ÎÁËÅÄ ÉÎ Á ÓÅÃÌÕÓÉÏÎ ÒÏÏÍ ÉÎ Á ÍÁÊÏÒ ÍÅÔÒÏÐÏÌÉÔÁÎ ÈÏÓÐÉÔÁÌȭÓ ÐÓÙÃÈÉÁÔÒÉÃ ÕÎÉÔȢ  4ÈÅ 

report was that the consumer had taken off her clothes, rather than had them removed.  The 

ÃÏÎÓÕÍÅÒȭÓ ÃÁÒÅ ×ÁÓ ÍÏÎÉÔÏÒÅÄ ÉÎ ÔÈÅ ÓÔÁÆÆ ÓÔÁÔion by closed circuit TV (CCTV) as there was a 

camera in the seclusion room.   

The Mental Health Services confirmed that such an incident occurred.  The Office of the Public 

Advocate as an advocacy agency does not have the powers to investigate such a matter, which is 

properly investigated by the Health and Community Services Complaints Commissioner 

(HCSCC).  For this reason, the Public Advocate laid a complaint with the HCSCC (the person who 

was nursed naked in the seclusion room had not contacted our Office or made a complaint 

herself). 

The OPA attended a meeting at the hospital convened by the HCSCC.  As the complainant, the 

Public Advocate became aware of the actions taken by the Mental Health Service in response to 

reviewing the matter both internally and through external experts.  There were a significant 

number of issues that were considered in the review.  Major responses related to the use of 

seclusion policies and the use of CCTV.   

In particular, the review recommended the urgent re-evaluation of seclusion policies and the 

inclusion of the national seclusion guideline that no person should be placed naked into 

seclusion.  When a patient removes their clothes, alternative clothing will be offered ɂit was 

not available in this unit, but was available in other units.  The unit where this incident occurred 

now has canvas gowns available to be offered to consumers. 

The viewing of a person in seclusion via CCTV is an issue in itself because of the lack of privacy 

and personal dignity, but it also reflects broader practices regarding the use of 1:1 staff.    With 

sufficient staffing, it should be possible to provide continuous nursing support and observation 

to an unwell patient, so the need to monitor remotely via video from a staff station no longer 

exists. 

The review also identified the need to ensure that medical assessment was available on this unit 

as required by seclusion policies.  Potential gaps in after-hours medical review of seclusion have 

now been filled. 

 Different seclusion policies had been in use in different units in Adelaide ɂ some policies were 

more comprehensive than others.  For this reason, a policy will now be agreed upon and used in 

all public psychiatric settings in Adelaide where seclusion is practised.   

This then led to discussion by the reviewers about the use of CCTV in seclusion rooms generally.  

For those rooms that currently had CCTV, it would be turned off if a person removed their 

clothes.  It was also considered unnecessary for the new Glenside Psychiatric Intensive Care 

Unit to have any video monitoring installed in its seclusion room. 
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The Public Advocate understands that these recommendations have been accepted by the 

Mental Health Services in 2011.  The new Glenside seclusion areas will not have CCTV 

monitoring installed.   

This outcome is supported by our Office.  It should be noted that the absence of CCTV 

monitoring does not compromise the safety of a person in seclusion.  If a person is so unwell 

that seclusion is required, then the constant presence of a staff member outside the seclusion 

room is also needed.  This will be more therapeutic and supportive in the long run than 

monitoring from a staff station via video. 

There is still more work to be done.  CCTV is still used in many existing seclusion rooms.  This 

will need to be considered on a case-by-case basis.   If a ward has been designed well, and there 

are adequate staff numbers, there should be no need to use CCTV at all in any seclusion unit.  Its 

use in each situation needs careful consideration. 

There is also a more general review held by SA Health on the use of CCTV in mental health units.  

This will include the use of CCTV monitoring and the storage of videotapes.  Hopefully, the 

perspectives of mental health consumers, carers and staff will be considered in this work as the 

use of CCTV is considered more generally in mental health units, not just in seclusion rooms.   

Our Office has not reviewed this broader topic.  We note that the Mental Health Services in 

reviewing this incident contacted three other Australian states to see practices in those settings.  

Two did not use CCTV at all in inpatient settings, and one  did.   It would seem that there is no 

compelling case to use CCTV in mental health units, and CCTV is not standard practice.   If it is 

possible to avoid the use of CCTV in mental health units, this is desirable. 

However, there is a difference between placing cameras in public areas of wards such as 

communal areas and corridors, and placing them in  personal areas such as seclusion rooms.  In 

some settings, patients and carers have been reassured that potential blind spots in corridors 

are monitored at nights via CCTV as a matter of personal security.  In wards with share rooms 

and unlocked doors, this can be a protection against people wandering into ÏÔÈÅÒÓȭ ÂÅÄÒÏÏÍÓȢ 

Seclusion areas are personal areas.  Most people placed in seclusion will be distressed.  The 

example of a patient who is naked is an extreme one, but the invasion of privacy at a vulnerable 

time, will still happen in many if not most situations, leading to personal dignity being 

compromised.  The position that our Office puts forward is that all CCTV in seclusion rooms 

should be disabled.  Most units in Adelaide are relatively new, having been built or remodelled 

in the last 15 years.  It is difficult to understand why any of our current wards should not be able 

to monitor and support a person in seclusion through one-to-one care with direct personal 

observation when required. 

The value of complaint investigation  

The Office of the Public Advocate was struck by the benefits of the complaint investigation.   

Seclusion practices have already been subject to considerable scrutiny as part of a national 

improvement effort to prevent the use of seclusion.  With all this other recent good work  

focusing on seclusion, one might have thought that there would be little more to be learned 

about good practice from a complaint investigation. 
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Yet, this single complaint brought to light critical issues that could improve the care of people in 

seclusion across Adelaide.  The incident was degrading and undignified, but the response to the 

complaint was commendable.    

Such issues are not just those reported by patients, but by staff and other whistleblowers.  It is 

likely in the future, now that South Australia has a Community Visitor Scheme, that more issues 

will come to light in this way leading to similar investigations. 
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Promoting Rights and Interests 
Right to Supported Housing 
 

Introduction  

Supported housing can be a fundamental need for people who have a significant disability 

(including psychiatric disability), and require support workers or rehabilitation workers to visit 

their home to assist with daily living tasks or with skills development.   

This discussion particularly concerns programs operated or funded by the health and disability 

sector for people who have high needs, require assistance to manage their behaviour, and are 

not able to meet many of their own self-care needs.  People in this group historically may have 

been housed in psychiatric hospitals or institutional disability accommodation, or placed in 

supported residential facilities (SRFs).  

Supported housing, as the name implies, is the provision of a home, and support services to 

allow a person to remain independent.    

This discussion follows on the review of Supported Residential Facilities  in the 2010 Annual 

Report; additionally, it draws links between our ongoing reliance on SRFs with gaps and 

shortcomings in our implantation of mental health policy, and delivery of disability housing. 

The interrelationships between the different government-funded programs are discussed, and 

there is a more detailed discussion of the gap in 24-hour cluster accommodation for people who 

experience a psychiatric disability. 

 

Observations and Recommen dations of Previous Annual Reports  

2009 Annual Report  

ǒ Gaps in the provision of disability supported accommodation  were described and 

numbers on the unmet need list cited (see the Review ÓÅÃÔÉÏÎ ÏÆ ÔÈÉÓ ÙÅÁÒȭÓ ÒÅÐÏÒÔ ÆÏÒ ÁÎ 

update). 

ǒ Plans for mental health supported accommodation  were noted, in particular the 

stepped model of care that would provide 73 additional 24-hour supported 

accommodation places for people who would have previously had prolonged stays at 

Glenside Hospital. 

ǒ Impact of lack of accommodati on on acute wards.  The lack of supported 

accommodation places was leading to long stays in acute wards by people who took 

these places, preventing some patients from being admitted to acute care and causing 

other patients to wait in emergency departments.   A number of client stories were also 

featured in the media at this time, which further informed the public of this issue. 
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ǒ The need for clear counting to ensure that the group with complex needs do not 

miss out:  

To rigorously define which supported accommodation beds are part of the 

count for stepped supported accommodation and which are not. 

This can make it clear then which beds are the replacement for the Glenside 

beds (building costs funded by the $20.46m commitment as part of Stepping 

Up, and recurrent costs funded by money formerly allocated to Glenside) as 

opposed to other supported accommodation, which may not target the same 

group with complex needs (Annual Report 2009 p. 36). 

 

2010 Annual Report  

ǒ The provision of supported accommodation in the supported residential facility  (SRF) 

sector was reviewed.  As of June 2009, SRFs were providing accommodation to 869 

people: 52% had a primary psychiatric disability, and the next largest group were 

people who had an intellectual disability (17%). 

ǒ SRF residents are not considered homeless but should be.  For statistical purposes, 

the Australian Bureau of Statistics does not consider SRF residents  homeless, although a 

resident in a boarding house would be.  The Office considers that it would be more 

accurate for SRF residents to be considered marginally housed or homeless rather than 

appropriately housed. 

ǒ Subsidy of $12 a day is insufficient. The Government subsidises SRFs by $12 a day per 

ÒÅÓÉÄÅÎÔȟ ×ÈÉÃÈ ÉÓ ÏÎ ÔÏÐ ÏÆ ÔÈÅ ÒÅÓÉÄÅÎÔÓȭ ÃÏÎÔÒÉÂÕÔÉÏÎ ÏÆ χωϷ ÏÆ ÔÈÅÉÒ disability pension. 

ǒ Impact of low financing of this sector.  This low subsidy contributes to a poor quality 

of life for many SRF residents: problems can include lack of privacy due to sharing 

bedrooms, lack of heating and cooling in bedrooms, and variable quality and palatability 

of food . It was also noted that some SRFs had been able to operate effectively.  These 

problems are not universal, but they are widespread. 

ǒ A new SRF Act.  This Office suggested that new SRF legislation was required to better 

outline the rights of residents, and properly recognise SRFs as care providers, working 

to a support plan, and visited by a volunteer from the Community Visitor Scheme. 
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Updates on matters raised in past reports  

There have been responses to the matters raised in past reports.   

Disability Clients in Acute Hospital Beds Ȣ )Î ςπρπȟ ÔÈÅ 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁÎ 'ÏÖÅÒÎÍÅÎÔȭÓ ÈÅÁÌÔÈ 

policy provided for an extra $3.5m annual recurrent funding to provide alternative 

accommodation to disability clients in hospital beds who do not require the bed on medical 

grounds but stay in hospital as a place of accommodation.   

In 2011 we still had disability clients spending weeks or months in hospital, but it has been 

possible to ask that they be considered for this new funding source.  While we have not made a 

quantitative comparison, the need for OPA to respond to dire situations of people stuck in 

hospitals has been  less frequent.  However it still does occur, and can have a significant impact 

on patients caught in this predicament, as well as affect hospitals in need of acute beds at peak 

time.   

This matter will not be resolved until there is funding to meet the Category 1 unmet needs list 

(see the Review Section on Disability services.)  The money to do this is already being spent ɂ 

but in the health sector on hospital beds rather than in disability sector on accommodation.   

Supported Residential Facilities.   It is our observation that there have been no significant 

changes in the situation for residents of SRFs since our review in 2010.  It is worth noting some 

responses made by practitioners in the sector about the 2010 Annual Report SRF Review.  

There was little disagreement with the observations made about the sector, or the need for 

reform.  There was also general agreement about the need for single rooms, proper heating and 

cooling throughout buildings and good food. 

It was suggested to us that the OPA review could have acknowledged the progress made by SRF 

proprietors in the last two years in improving service delivery standards, staff training and 

getting the Government to review allocations.   Private SRF proprietors were the principal 

motivators in getting the South Australian Government to commission a viability study in 2003, 

and then repeating this work in 2009ɀ10, resulting in an increase in resource allocation to the 

sector.   It was also noted that significant funding inequities remain for the sector. 

While our review was appreciated by those concerned about the welfare of SRF residents ɂ 

workers, policy makers and proprietors ɂ it was pointed out that these shortcomings had been 

relayed to successive ministers by advocates, other people associated with the disability sector, 

the SRF advisory committee, and SRF proprietors.   The concern expressed was that our review 

migÈÔ ȬÇÁÔÈÅÒ ÄÕÓÔȭ ×ÈÅÒÅÁÓ ÕÒÇÅÎÔ ÁÃÔÉÏÎ ×ÁÓ ÎÅÅÄÅÄ ÔÏ ÁÄÄÒÅÓÓ ÔÈÉÓ ÓÉÔÕÁÔÉÏÎȢ 

Overall, our Office stands by our recommendation last year that a new Supported Residential 

Facilities Act be put into place that better describes the rights of people with  disabilities who 

live in SRFs, that sees SRFs as disability care providers, better defines health and support 

standards, and legislates for a Community Visitor Scheme. 

Taking the point from some of the feedback, SRF reform is urgent, and should not wait for the 

inevitable delays associated with new legislation.  Even if the need for new legislation were 

accepted, a plan to introduce single-room SRF accommodation should start now, with 

ÒÅÑÕÉÒÅÍÅÎÔÓ ÆÏÒ ÈÅÁÔÉÎÇ ÁÎÄ ÃÏÏÌÉÎÇ ÉÎ ÃÌÉÅÎÔÓȭ ÂÅÄÒÏÏÍÓȟ ÎÅ× ÆÏÏÄ ÓÔÁÎÄÁÒÄÓ to improve 

nutrition and palatability, and a properly resourced care and rehabilitation plan for every 

resident. 
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Disability supported accommodation providers ɂ gaps between services 
It is relevant to quickly review the major providers of supported housing to this group with 

complex needs. 

 

Figure A11.  Providers of high -level supported accommodation for people who have high and 

complex needs. 

 

The diagram above (A11) illustrates the key providers and funders of high-level supported 

accommodation, in this case for the population of people who have high and complex needs ɂ 

Disability Services, Mental Health Services, Supported Residential Facilities and the Exceptional 

Needs Unit.  This discussion focuses on the sub-group of people with complex and high needs, 

although disability services and mental health services have a much broader role in providing a 

range of support services that high-needs clients may also access. 

3ÏÍÅ ÒÅÁÄÅÒÓ ÍÉÇÈÔ ÂÅ ÓÕÒÐÒÉÓÅÄ ÔÈÁÔ 32&Ó ÈÁÖÅ ÂÅÅÎ ÉÎÃÌÕÄÅÄ ÁÓ Á ȬÈÉÇÈ ÁÎÄ ÃÏÍÐÌÅØ ÎÅÅÄÓȭ 

provider.  In reality, if a person requires on site 24-hour assistance it is likely that they have 

high needs and SRFs become an option.  People who have significant behavioural problems or 

very high-level personal requirements (e.g. incontinence) may not be accepted for SRF care by 

ÔÈÅ ÇÏÖÅÒÎÍÅÎÔȭÓ 32& ÉÎÔÁËÅ ÔÅÁÍȢ 

In addition, there are a range of other supported accommodation providers financed through 

the Commonwealth and state-funded homelessness sector.  Gaps are also filled by the aged care 

sector, which admits young people who have a disability, acute medical wards in general 

hospitals, and acute psychiatric wards.  Hospitals can provide accommodation by default for 

people who need longer-term supported accommodation for a mental illness or other disability 

but who do not need acute care.  The prisons also take on a role, as people who have a 

behavioural problem secondary to a mental illness or disability, and left with insufficient 

support in the community, are more likely to be arrested and incarcerated.  
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Each service has eligibility criteria, and the process of navigating between the gaps creates 

critical delays for people who are homeless.  It is not uncommon for both advocacy and 

guardianship clients of the Office of the Public Advocate to experience a dual diagnosis ɂ 

having a disability (usually an intellectual disability, brain injury or autism spectrum disorder) 

and a mental illness (for example, a mood disorder, psychosis or post-traumatic stress 

disorder).  This can lead to uncertainty and disagreement as to whether behavioural problems 

are due to an underlying disability and therefore a funding responsibility of disability services, 

or a mental illness, so therefore a funding responsibility of mental health services.  

Disability Support  

An extract from the eligibility criteria for Disability Services was reproduced in our 2009 Annual 

Report (page 15).  These criteria need to be met to receive any SA Government funded specialist 

disability service, but the focus of this discussion is the need to meet these criteria to receive 

supported accommodation.  Criteria included providing services to children and adults with 

intellectual disability, autism spectrum disorder, acquired brain injury, or a physical or 

neurological condition that cannot be resolved with medical treatment.  The person must have 

experienced significantly reduced function in a range of areas, require a specialist disability 

service, and the disability must be permanent or likely to be permanent.  People accepted into 

disability -supported housing must meet these eligibility criteria.  

As noted in the Program Review section of this report, as of August 2011 there were 454 people 

on the supported accommodation unmet need list for services that are described as Category 1, 

where the need is critical because a person is homeless or is at immediate and high risk of harm 

to self or others.    

The lack of tenancy rights for Disability Services clients emerged as a significant issue in 2011.  

Even when notionally housed, clients with disability can be vulnerable to becoming homeless 

quickly.  A crisis can lead to a hospital admission, and clients are then not able to return to their 

previous accommodation.  Residents in disability accommodation funded under the current 

Disability Services Act 1993 do not have the same basic rights as residents in the aged care 

sector.  The result is that instead of problems being solved in the community after a behavioural 

incident ɂ ÅÉÔÈÅÒ ÉÎ Á ÐÅÒÓÏÎȭÓ ÅØÉÓÔÉÎÇ ÓÕÐÐÏÒÔÅÄ ÈÏÍÅȟ ÏÒ ÁÔ ÁÎ ÁÌÔÅÒÎÁÔÉÖÅ ÒÅÓÉÄÅÎÃÅ ɂ 

people can instead be sent to hospital, and then be effectively evicted by their existing provider.  

Some people in this group have then spent months in an acute hospital bed waiting for 

accommodation to be found.   

The converse can also occur.  While there are instances of eviction due to a lack of tenancy 

rights, there are other instances of providers continuing to deliver care in very adverse 

circumstances.   While this on the one hand is commendable, it can create risks for the safety of 

clients and staff, and disruption to neighbours.  There needs to be a short-term respite solution 

for clients whose behaviour deteriorates, and who need a brief period of extra support beyond 

that which can be provided in their usual home, without requiring the use of hospital as respite. 

In these situations when a behavioural crisis develops, difficulties are generally successfully 

managed in the medium- to longer-term.  Input from skilled psychologists to put in place a 

behaviour support plan, and mental health staff to give advice on the management of co-morbid 

psychiatric illness can all be effective, and often people can then live successfully in community-

supported accommodation.  
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As discussed in the Program Review: Disability Services section of this report, urgent funding is 

required for meet the unmet demand on the Category 1 waiting list, and the needs of people 

who require  high-level supported accommodation can be particularly acute. 

 

Psychiatric disability support  

With respect to Mental Health Services, the South Australian Mental Health and Wellbeing 

Policy 2010ɀ2015  (SA Health, 2010) commits the State to ensuring that community mental 

ÈÅÁÌÔÈ ÓÅÒÖÉÃÅÓ  ÁÒÅ ȰȢȢȢÁÃÃÅÓÓÉÂÌÅ ÔÏ ÁÌÌ 3ÏÕÔÈ !ÕÓÔÒÁÌÉÁÎÓȟ ÒÅÇÁÒÄÌÅÓÓ ÏÆ ÁÇÅȟ ÃÕÌÔÕÒÁÌ ÂÁÃËÇÒÏÕÎÄȟ 

geographical location ÏÒ ÃÉÒÃÕÍÓÔÁÎÃÅÓ ÉÎ ÌÉÆÅȢȱ    &ÏÒ ÐÅÏÐÌÅ ×ÈÏ ÈÁÖÅ ÈÉÇÈ ÁÎÄ ÃÏÍÐÌÅØ ÎÅÅÄÓ 

ÔÈÅ ÐÏÌÉÃÙ ÃÏÍÍÉÔÓ ÔÈÅ 3ÔÁÔÅ ÔÏ Ȱ0ÒÏÖÉÄÅ ÁÎ ÉÎÔÅÇÒÁÔÅÄȟ ÃÏ-ordinated approach to mental health 

ÃÁÒÅ ÆÏÒ ÐÅÏÐÌÅ ×ÉÔÈ ÈÉÇÈ ÁÎÄ ÃÏÍÐÌÅØ ÎÅÅÄÓȢȱ  4ÈÅ 3ÔÁÔÅ ×ÉÌÌ Ȱ%ÎÓÕÒÅ ÔÈÁÔ ÐÓÙÃÈÏÓÏÃÉÁÌ 

rehabilitation and support services are linked to secure and affordable long term housing 

ÏÐÔÉÏÎÓȢȱ 

With deinstitutionalisation, there has also been a change of traditional responsibilities for some 

client groups.  Historically, when patients lived in hospitals, mental health services would take 

ÒÅÓÐÏÎÓÉÂÉÌÉÔÙ ÆÏÒ ÁÌÌ ÏÆ Á ÃÌÉÅÎÔȭÓ ÃÁÒÅ ÎÅÅÄÓȡ ÆÏÒ ÅØÁÍÐÌÅȟ ÉÆ Á ÐÅÒÓÏÎ ÈÁÓ ÅØÐÅÒÉÅÎÃÅÄ ÂÏÔÈ Á 

psychotic illness and then brain injury secondary to substance misuse, mental health services 

would deliver care for aÌÌ ÔÈÅ ÃÌÉÅÎÔȭÓ ÎÅÅÄÓȢ  .Ï× ÔÈÅÒÅ ÉÓ Á ÓÔÒÉÃÔ ÄÅÍÁÒÃÁÔÉÏÎ ÏÆ ÆÕÎÄÉÎÇ 

responsibilities.  A person with very high needs who requires significant support services ɂ for 

example, a person who experiences both schizophrenia and an intellectual disability, can have 

their support needs divided between the two relevant departments with Mental Health funding 

the care deemed to be related to the mental illness, and Disability for care needs related to the 

intellectual disability.  The Office of the Public Advocate now has a number of clients in receipt 

of services that are jointly funded by both departments.  This has not been without delays in 

setting up arrangements. 

Mental Health and Disability Services both operate a separate preferred-provider panel of NGO 

providers.  Even though the NGOs perform similar tasks, the preferred provider list for each 

department is not identical to the other.  So for example, Mental Health Services cannot pay a 

disability provider who is not on their list and vice versa.   It is now possible for a client to be 

funded by two departments, but to have one care contract for this service through Disability 

Services, delivered by one provider who is on the disability provider list, but funded by both 

Disability Services and Mental Health.  The administrative arrangements to make this happen 

need to be put in place on a case-by-case basis. 

Ideally, in the future these arrangements should be invoked automatically.  The needs of people 

×ÈÏ ÈÁÖÅ ÓÕÃÈ ȬÄÕÁÌ ÄÉÁÇÎÏÓÅÓȭ ÁÒÅ ÐÒÅÄÉÃÔÁÂÌÅȢ  ! ÍÏÄÅÒÎ ÓÅÒÖÉÃÅ ÓÙÓÔÅÍ ×ÏÕÌÄ ÁÌÌÏ× Á ȬÎÏ 

×ÒÏÎÇ ÄÏÏÒȭ ÁÐÐÒÏÁÃÈȢ  )Æ Á ÐÅÒÓÏÎ ÐÒÅÓÅÎÔÓ ÔÏ $ÉÓÁÂÉÌÉÔÙ 3ÅÒÖÉÃÅÓ ÁÎÄ ÁÌÓÏ ÎÅÅÄÓ -ÅÎÔÁÌ (ÅÁÌÔÈ 

funding this should be arranged by the services, and vice versa.   It should not be necessary for 

consumers and advocates to negotiate with both services. 

Disability and Psychiatric Disability Support ɂ Exceptional Needs 

The Exceptional Needs Unit (ENU) provides support and advice for people with complex needs, 

including people with disabilities, mental health conditions and chronic health problems 

(Department for Families and Communities, 2011).  In May 2011, at the time when our Office 
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collected information prior to presenting to an Upper House Committee on Disability Funding, 

there were approximately 30 clients receiving funding, and another 40 provided with 

consultation.  The Exceptional Needs Unit spends approximately $2.8m on clients. 

This has been an excellent service for some time  and in the last three years has moved to 

redefine its role, as it risked becoming ineffective.   The intention was that people would receive 

intensive rehabilitation input for a few years and would then return to mainstream services.  

This input included expert advice from the Management Assessment Panel (MAP) that is part of 

the Exceptional Needs Unit, as well as additional funding which could range from a few 

thousand dollars to hundreds of thousands.   

However, this flow was severely constricted because the return of ENU clients to mainstream 

mental health and disability services had slowed to a trickle.  At the same time, referrals were 

made from other services for care of people who did not have complex needs, but still required 

substantial funding.  Rather than needing specialised input for complex needs, it had become a 

program for people who had high-cost support needs (which otherwise might have been 

expensive but straightforward needs and dealt with by either the disability or mental health 

systems), or for people where services could not agree who should take responsibility.    

This has changed because over the last three years, Disability Services and Mental Health 

Services have committed to take people who had completed their care at the ENU, and not refer 

people who were not considered to have genuinely complex needs. 

Even with this refocusing, in the last few months of the 2010ɀ2011 financial year, the ability of 

the ENU to accept new clients who required funding packages ground to halt.   It became 

apparent to the frontline staff at our Office and other practitioners in the sector that the ENU 

had spent all its support funds, and was not in a position to fund new clients.  It was still able to 

offer expert advice through the MAP, but not to fund extra care.  This significantly limited the 

options for some high needs clients, including those in hospital for some months. 

The situation has now resolved for 2011ɀ2012; however, this period of time did illustrate the 

precariousness of funding for the ENU.  This is not because of the services offered by this highly 

regarded provider, but because of its position and dependence on underfunded disability and 

mental health services, as it attempts to return stable high-needs clients back to either the 

Mental Health Service or Disability Services. 

The Exceptional Needs Unit and the Management Assessment Panel that it operates have been 

highly regarded South Australian innovations.  In the future, MAP could be given greater 

authority to provide professional advice to both Disability and Mental Health services, and to 

ÄÉÒÅÃÔ ×ÈÉÃÈ ÓÅÒÖÉÃÅ ÓÈÏÕÌÄ ÂÅ ÔÈÅ ȬÌÅÁÄ ÁÇÅÎÃÙȭ ÁÎÄ ÔÁËÅ ËÅÙ ÒÅÓÐÏÎÓÉÂÉÌÉÔÙȢ  As discussed in the 

0ÒÏÇÒÁÍ 2ÅÖÉÅ× ÓÅÃÔÉÏÎ ÏÆ ÔÈÉÓ ÒÅÐÏÒÔ ÔÈÅ %.5 ÁÌÓÏ ÆÕÎÄÓ ÓÏÍÅ ȰÎÏÎ-ÅØÃÅÐÔÉÏÎÁÌȱ ÓÅÒÖÉÃÅÓȢ  The 

financial demands on ENU may be less in the future if there is a state forensic disability plan in 

place, as well as a planned response to the needs of adults who experience autism, that do not 

require an exceptional needs package, freeing more ENU funding for clients with exceptional 

needs. 
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Supported Residential Facilities  

The role of supported residential facilities is  defined in the Supported Residential Facilities Act 

1992 ÁÓ ȰÐÒÅÍÉÓÅÓ ÁÔ ×ÈÉÃÈȟ ÆÏÒ ÍÏÎÅÔÁÒÙ ÏÒ ÏÔÈÅÒ ÃÏÎÓÉÄÅÒÁÔÉÏÎ ɉÂÕÔ ×ÈÅÔÈÅÒ ÏÒ ÎÏÔ ÆÏÒ ÐÒÏÆÉÔɊȟ 

residential accommodation is provided or offered together with personal care services (other 

ÔÈÁÎ ÆÏÒ ÍÅÍÂÅÒÓ ÏÆ ÔÈÅ ÉÍÍÅÄÉÁÔÅ ÆÁÍÉÌÙ ÏÆ ÔÈÅ ÐÒÏÐÒÉÅÔÏÒ ÏÆ ÔÈÅ ÆÁÃÉÌÉÔÙɊȱȢ 

Personal care services, (summarised from the Act), can include nursing care, assistance in 

bathing, showering, personal hygiene, toileting or continence management, dressing, consuming 

food, direct physical assistance, the management or assistance with medication, the provision of 

substantial rehabilitative or developmental assistance, and the management of personal 

finances.  

The significant limitations of SRFs were described in our 2009ɀ10 report and commented on 

early in this section.   SRFs provide additional capacity for both the disability and mental health 

sectors.  

Once in an SRF, it can be difficult for a client then to access housing, and it would seem, other 

mainstream disability and mental-health disability support services.  People who are admitted 

to an SRF are considered to be either (i) transitional and therefore other community supports 

are being actively searched for, or (ii), SRF is considered to be a long-term option for them. 

A person who is considered a long-term SRF resident can then become stuck.   Officially, people 

in an SRF are not homeless ɂ they are considered to be safely housed.   As noted in our 2009ɀ

2010 annual report, while a person in a boarding house is considered to be homeless (because 

they do not have their own bathroom and kitchen facilities), a person in an SRF sharing a room 

ÉÎ ÓÉÍÉÌÁÒ ÐÈÙÓÉÃÁÌ ÃÉÒÃÕÍÓÔÁÎÃÅ ÉÓ ÎÏÔȢ  )Î ÔÈÁÔ ÁÎÎÕÁÌ ÒÅÐÏÒÔȟ ×Å ÁÌÓÏ ÎÏÔÅÄ ÔÈÁÔȡ Ȱ4ÈÅÓÅ 

definitions have significance at both statistical and policy levels. If a person is not considered to 

ÂÅ ÈÏÍÅÌÅÓÓȟ ÔÈÅÎ ÔÈÅÒÅ ÉÓ ÎÏ ÎÅÅÄ ÔÏ ÆÉÎÄ ÁÌÔÅÒÎÁÔÉÖÅ ÁÃÃÏÍÍÏÄÁÔÉÏÎȢȱ 

This matter was further clarified in 2011.  In South Australia, a person who is homeless is 

automatically eligible for Housing SA Category 1, the public housing with the shortest wait.  

However, because an SRF resident is considered housed, there is no such guarantee.  Instead, a 

person is individually assessed.  This can mean that an SRF resident who is desperately 

unhappy with SRF life ɂ for example, sharing a bedroom with a stranger, distressed by the lack 

of privacy, and not coping with the inevitable challenges of living with 30 to 40 other people, 

ÃÁÎ ÂÅ ÏÆÆÅÒÅÄ #ÁÔÅÇÏÒÙ ς ÈÏÕÓÉÎÇȟ ×ÉÔÈ ÍÁÎÙ ÙÅÁÒÓȭ ×ÁÉÔ for a community unit.   

Fortunately, Housing SA are currently reviewing a number of their policies under the banner of 

the Access Project.  This project aims to introduce a new housing and support needs-assessment 

process to ensure that public housing is given to those people with the highest need.  Our Office 

understands that currently under consideration is the introduction of a well-recognised 

ÄÅÆÉÎÉÔÉÏÎ ÏÆ ÈÏÍÅÌÅÓÓÎÅÓÓ ÂÁÓÅÄ ÏÎ Á ÐÅÒÓÏÎȭÓ ÁÃÔÕÁÌ ÌÉÖÉÎÇ ÓÉÔÕÁÔÉÏÎȢ  7Å ÕÎÄÅÒÓÔÁÎÄ ÔÈÁÔ ÔÈÉÓ 

will better recognise the needs of SRF residents waiting for Housing SA referral.  We anticipate 

that this should mean improved access to public housing. 

With respect to people who need disability and support services, people in SRFs, if discharged 

into the community, are likely to require a relatively high level of support services. This could be 

regular visits from support workers that might vary from weekly to daily, and for some, 

ÄÅÐÅÎÄÉÎÇ ÏÎ ÔÈÅ ÎÁÔÕÒÅ ÏÆ ÔÈÅ ÐÅÒÓÏÎȭÓ ÕÎÄÅÒÌÙÉÎÇ ÄÉÓÁÂÉÌÉÔÙȟ ÉÔ ÍÁÙ ÂÅ ÎÅÃÅÓÓÁÒÙ ÔÏ ÌÉÖe in 
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clustered disability accommodation, mental health housing with high-level support, or disability 

group homes. 

!Ó ÄÉÓÃÕÓÓÅÄ ÉÎ ÌÁÓÔ ÙÅÁÒȭÓ 2ÅÐÏÒÔȟ ÔÈÅ ÏÎÇÏÉÎÇ ÒÏÌÅ ÏÆ 32&Ó ÎÅÅÄÓ ÔÏ ÂÅ ÒÅÄÅÆÉÎÅÄ ÔÈÒÏÕÇÈ Á 

review of the Supported Residential Facilities Act 1992.  The role of SRFs as part of the disability 

and mental health systems needs to be recognised and funded.  

These sectors are summarised in Table A12. 

 Disability Services  Specialist Psychiatric 

Disability Support  

Exceptional Needs 

Unit  

Supported 

Residential Facility  

Funder Department for Families 

and Communities 

Department of Health Department for 

Families and 

Communities and 

Department of 

Health 

 

Department for 

Families and 

Communities 

Nature of 

ÃÌÉÅÎÔȭÓ 

primary 

disability  

Disability as per 

Disability Services 

eligibility criteria  

Psychiatric disability Any disability in 

which there is an 

exceptional need 

Disability, 

Psychiatric disability 

Provider NGOs on disability 

preferred-provider 

panel 

 

NGOs on mental health 

preferred-provider 

panel 

NGOs  Private proprietors 

receiving a $12 per 

day subsidy per 

client 

 

24 privately 

operated. 

 

3 government-

owned and operated 

by NGOs 

Clients Community support: 

14,951 

 

Accommodation 

support: 

4947 

 

(this figure includes 

people receiving 

congregate institutional 

care) 

Individual psychosocial 

support packages. 

 

Housing and 

accommodation 

support partnership 

(HASP) ɂ73  

 

Community Recovery 

Centres (CRC) ɂ 60 

 

Approx. 30 clients 

very high needs in 

receipt of direct 

funding 

846 residents  

 

Table A12:  Supported housin g for people who have a disability (including psychiatric 

disability).  Disability Services data from AIHW (2011).  Supported residential facilities data from 

SRF Advisory Committee (2011).  .ÕÍÂÅÒÓ ÆÏÒ (!30  ÁÎÄ #2# ÆÒÏÍ 3! 'ÏÖÅÒÎÍÅÎÔȭÓ 3ÔÅÐÐÉÎÇ 5Ð 

plan.  These figures do not include future expansion in HASP and CRCs with Commonwealth 

funding.  
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24-hour supported accommodation for people who experience a severe mental illness  

Figure A13 represents the stepped model as put forward by the Social Inclusion Board in its 

Stepping Up report (Social Inclusion Board, 2007). 

With respect to 24-hour supported accommodation, it is the view of this Office that the model 

has been implemented differently than originally planned.  In particular, there are only 20 

assured 24-ÈÏÕÒ ÐÌÁÃÅÓ ×ÈÅÒÅÁÓ χσ ×ÅÒÅ ÐÌÁÎÎÅÄȢ  4ÈÅ ÒÅÍÁÉÎÄÅÒ ÁÒÅ ȰÕÐ ÔÏ ςτ ÈÏÕÒÓȱ Á ÄÁÙȟ 

often delivering less than 5 hours a day.  While the Government has made a genuine 

commitment to offering 24-hour care to anyone who needs it, there are structural barriers to 

delivering this, and in practice, people who might need this care are instead being sent to SRFs, 

where the relative opportunities for rehabilitation are less.  By comparison, future quality of life 

and opportunities will be limited. 

This criticism is of the implementation of one step ɂ the 24-hour supported accommodation 

step.  There has been significant progress in other areas of the stepped model.  The Government 

has promised, and delivered community recovery (rehabilitation) centres, intermediate care 

centres, and the new Glenside Hospital will be operating in 2012 delivering both acute beds and 

secure rehabilitation beds. 

However, for the model to be fully operational, each step needs to be adequately resourced.    

The levels of care are not interchangeable.   The 24-hour supported accommodation was to 

replace long-stay open-ward beds at Glenside, in combination with the community recovery 

centres (CRC) and secure rehabilitation beds.  This was an excellent plan, as the total number of 

long-stay plaÃÅÓ ×ÏÕÌÄ ÉÎÃÒÅÁÓÅȠ ÒÅÓÐÏÎÄÉÎÇ ÔÏ ÔÈÅ ÄÅÍÁÎÄ ÆÏÒ ȬÍÏÒÅ ÂÅÄÓȭ ÂÕÔ ÄÅÌÉÖÅÒÉÎÇ  

supported housing instead for many people. 

Within the group of people who require long-stay accommodation, needs are not 

interchangeable.   There are some people who need the more intensive rehabilitation of the CRC 

over a 6ɀ12 month period.  These are the same people who may have had similar-length 

 

CƛƎǳǊŜ !моΦ  ¢ƘŜ {ƻŎƛŀƭ LƴŎƭǳǎƛƻƴ .ƻŀǊŘΩǎ ƳƻŘŜƭ ƻŦ ǎǘŜǇǇŜŘ ŦŀŎƛƭƛǘȅ ōŀǎŜŘ ǎŜǊǾƛŎŜǎ ό{ƻŎƛŀƭ LƴŎƭǳǎƛƻƴ .ƻŀǊŘΣ нллтύΦ 
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admissions to Glenside long-stay beds in the past.  There are others who need a gentler pace of 

rehabilitation, and would not be able to meet the demands of the CRC program, but can still live 

independently with support if they can have access to a staff member day or night.  This is the 

24-hour accommodation step for people who in the past would have spent a year or more at 

Glenside, including some who might live there for life and will now live in supported 

accommodation. 

Some of the consequences of not having sufficient long-stay high level of support mental health 

places include: 

¶ People with mental illness who need ongoing support can become stuck in acute mental 

health beds, thereby reducing the number of those beds available to people waiting in the 

emergency department. 

¶ 0ÅÏÐÌÅ ÁÒÅ ÄÉÓÃÈÁÒÇÅÄ ÔÏ ȬÓÁÔÅÌÌÉÔÅȭ ÓÕÐÐÏÒÔÅÄ ÈÏÕÓÅÓ ÓÃÁÔÔÅÒÅÄ ÉÎ ÓÕÂÕÒÂÓ ×ÉÔÈ ÖÉÓÉÔÉÎÇ 

support which is limited in hours.  This has been common in the past and can create risk 

ÁÎÄ ÌÅÁÄ ÔÏ ÉÎÃÉÄÅÎÔÓ ÁÔ Á ÐÅÒÓÏÎȭÓ ÈÏÍÅ ÉÆ ÓÕÆÆÉÃÉÅÎÔ ÓÕÐÐÏÒÔ ÉÓ ÎÏÔ ÄÅÌÉÖÅÒÅÄ ÁÎÄ ÃÁÎ ÌÅÁÄ 

to conflict with neighbours. 

¶ People discharged to SRFs.  Opportunities and quality of life will be limited by comparison 

to living in a conjugate setting.  Living skills ɂ such as food preparation ɂ can be lost.  In 

theory, the 24-hour supported accommodation step should be offering a level of care that 

would suit people who have greater needs than those that can be managed in an SRF but in 

practice, the lack of a 24-hour support place can lead to an SRF referral. 

¶ In the future, it is possible that people will also be admitted to the new secure rehabilitation 

unit for want of other alternatives, when ongoing cluster care accommodation in a non-

secure environment is what is required. 

Clustered housing ɂ usually single bedroom units ɂ with staff on site 24 hours a day  

The Social Inclusion Board described the 24-ÈÏÕÒ ÓÔÅÐ ÁÓ ȰÃÌÕÓÔÅÒÅÄ ÈÏÕÓÉÎÇ ɂ usually single 

bedroom units ɂ ×ÉÔÈ ÓÔÁÆÆ ÏÎ ÓÉÔÅ ςτ ÈÏÕÒÓ Á ÄÁÙȱ ɉςππχɊȢ    

The report from Andrews et al. (2006) which was the basis of the modelling, assumed that the 

average length of stay in such accommodation is two years.  Like the long-stay open wards that 

these facilities replace, there is likely to be a significant range of average lengths of stay, with 

some people living in such accommodation for a shorter period and others, for life. 

Cluster housing is distinct from support provided in the community.  The Board noted that a 

ÇÒÅÁÔÅÒ ÎÕÍÂÅÒ ÏÆ ÐÅÏÐÌÅ ÒÅÑÕÉÒÅÄ ȰÓÕÐÐÏÒÔÅÄ ÐÕÂÌÉÃ ÈÏÕÓÉÎÇ ÐÌÁÃÅÓȱȢ  5ÓÉÎÇ ÔÈÅ ÍÏÄÅÌ ÏÆ 

Andrews et al. (2006), South Australia would require 350 such places.   

The  government response to this proposal in 2007 is illustrated below in figure A14. 
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An additional 73 places offering 24-hour supported 

accommodation would be provided to meet this need.  

A budget of $20.5m was allocated for their 

construction, and recurrent staffing costs would be 

paid for by recurrent funds freed up from Glenside 

Hospital.  In reviewing statements made about this 

initiative, up until 2010, the places were routinely 

ÒÅÆÅÒÒÅÄ ÔÏ ÁÓ Ȱςτ-ÈÏÕÒ ÓÕÐÐÏÒÔÅÄ ÁÃÃÏÍÍÏÄÁÔÉÏÎȱȢ  

The 24-hour accommodation step is known as the 

Housing and Accommodation Support Partnership 

(HASP).   There are two components ɂ the 20-unit 

cluster and the metropolitan cluster of 53 units. 

The parameters for each of these clusters as they have 

been delivered by government are described below 

(figure A15).  The 20-unit cluster is offering 24-hour 

supported accommodation as required in the Stepping 

Up plan.  The metropolitan service offers 1ɀ5 hours 

ÓÕÐÐÏÒÔ ÁÎÄ Ȱ!ÃÃÅÓÓ ÔÏ ÈÉÇÈÅÒ ÌÅÖÅÌÓ ÏÆ ÄÁÉÌÙ ÓÕÐÐÏÒÔȟ 

ÉÎÃÌÕÄÉÎÇ ςτ ÈÏÕÒÓ Á ÄÁÙȣȱ ɉ3! (ÅÁÌÔÈȟ ςππωɊȢ  4ÈÉÓ ÉÓ 

less than was expected. 

It should be noted that the Office of the Public Advocate 

has not formally reviewed the roll-out of the program.  

Rather, the advocacy discussion in this Report 

describes the issues that we have observed in 

undertaking work for a small number of advocacy and 

guardianship clients who either 

have been directly affected by 

the change in plans, or might 

have benefitted from more 24-

hour places.   Our Office is in a 

position to talk directly with 

consumers, family members, 

frontline staff, and managers. 

Through this approach we 

collected the following concerns 

that apply to a larger group of 

people, including current 

patients of long-stay open 

wards at Glenside who might be 

in need of 24-hour care, and 

patients in acute wards in need 

of 24-hour supported 

accommodation on discharge. 

 

Figure A14.  The Government Response 

(SA Health, 2007) 

 

 

Table A15:  Housing and Accommodation Support Program (Extract from SA 

Health, 2009) 




















































































































































