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List of acronyms

CRPD: Convention on the Rights of Persons with Disabilities
DFFH: Department of Families, Fairness and Housing

FFT: Fraud Fusion Taskforce, a partnership between the NDIA, Services Australia, and other
government agencies

IST: Intensive Support Team, located within the Victorian Department of Health and Human
Services (now disbanded)

MACNI: Multiple and Complex Needs Initiative, established by the Victorian Government
NDIS: National Disability Insurance Scheme

NDISQSC: NDIS Quality and Safeguards Commission

OPA: Office of the Public Advocate

PCC: Private Congregate Care

ROAR: Resident Opportunities After Reform Project

SIL: Supported Independent Living

SRS: Supported Residential Service

The SRS Act: Supported Residential Services (Private Proprietors) Act 2010 (Vic)

VCAT: Victorian Civil and Administrative Tribunal
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Introduction

The intention of this project is to reduce the exploitation of vulnerable people in Supported
Residential Services (SRS) by increasing their capacity to exercise choice and control over
their lives, including their accommodation.

This project was funded by a grant from the Department of Social Services. The intended
outcomes of the grant were:

e Increased understanding of the individual and systemic barriers that people with
disability living in Supported Residential Services (SRSs) encounter in exercising
choice and control over their accommodation

e Development of (co-designed) models of practice providing people with disability the
tools and information to navigate and self-advocate in the context of supported
accommodation

Publication of a Findings and Recommendations Report.

As an organisation passionate about rights, choice, and agency for all, we have proven
repeatedly via our longstanding health justice partnership that the best way to help people
is to ask them:

e what they need
e what they don’t need, and
e what barriers exist for them in articulating their wants and needs.

So, we spent six months doing just that. We spoke with 55 people and, armed with their
lived experience and knowledge and our socio-legal expertise, this report makes
recommendations about the effective and holistic approaches that will increase SRS
residents’ access to what they want and need, thus reducing their risk of exploitation. This
report also presents a model which we developed to educate support services staff about
how to support residents to navigate and self-advocate in supported accommodation
environments. The model, titled the Decision Making Framework, is contained in Appendix
One.

The journeys of SRS residents are courageous and harrowing. Reading about their
experiences will help you understand not only the complexities of choice and control for
residents, but the heavy cost and onus on them to recognise and rectify threats to their
autonomy.

Mental Health Legal Centre: Choice and Control, October 2023, Page 5 of 51
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Background

In a given year, there are at least 4,000 residents in the SRS system in Victoria. Currently
there are 102 SRS facilities. Of these residents, 1,600 are in receipt of a National Disability
Insurance Scheme (NDIS) package. Similar types of accommodation exist across Australia
normally referred to as Private Congregate Care (PCC). PCC housing includes boarding or
rooming house settings, and some are called ‘group homes’.! This type of accommodation
came to the attention of the Victorian public during the COVID-19 pandemic because of the
widely publicized closure of Hambleton House.?

In 2017 the disability landscape in Victoria was changed by the roll out of the NDIS, a system
designed for people who live with a permanent and significant disability to provide funding
to support them with daily living, participation in their community, and to reach their goals.

With the backing of the state government in Victoria, access to the NDIS was supported in
the disability or aged pension level Supported Residential Services environment. A ‘pension
level SRS’ is an SRS which charges fees which are below the pension level, and are usually
around 85-95% of the pension received by the resident.? SRS residents are often in receipt of
a Centrelink payment as their main source of income. SRS providers require residents to set
up an automatic payment via Centrepay to cover the cost of their accommodation and
charges.

In response to the roll out of the NDIS, alongside changes to My Aged Care and the Mental
Health System, the Victorian government funded the Resident Opportunities After Reform
Project (ROAR). The aim of this project was to ensure that residents living in 18 SRSs, who
had multiple and complex needs that were not currently linked to appropriate support
services and and/or their carers, had sufficient information to make an informed choice
about engaging with funded support services.* Residents were identified as needing support
to connect with these systems and navigate the process. This project supported residents’
access to systems but did not consider how choice and control would be embedded moving
forward for this highly complex group.

1 Private Congregate Care (PCC) Alliance, People with psychosocial disability living in Supported Residential Services
(Submission to the Royal Commission into Victoria’s Mental Health System, 5 July 2019).

2 Jewel Topsfield and Royce Millar, “How Denise Morgan escaped Albert Park’s house of horrors,” The Age, 27 September
2021, https://www.theage.com.au/national/victoria/how-denise-morgan-escaped-melbourne-s-house-of-horrors-
20210920-p58t25.html.

3 Office of the Public Advocate, Supported residential services (SRS) (Web page, undated)
https://www.publicadvocate.vic.gov.au/your-rights/in-your-home/supported-residential-services-srs.

4 Under the ROAR project, residents of group homes were able to choose and manage their support package with a clear
plan implemented identifying their personal goals. The ROAR Project, Eastern Support Residential Service Resident

Opportunity After Reform Project: NDIS Practice Advice (February 2018). .m
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According to the Supported Residential Services (Private Proprietors) Act 2010 (‘the SRS
Act’), a Supported Residential Service should provide residents with personal supports such
as:®

e assistance with personal hygiene, toileting or dressing;

e assistance to achieve and maintain mobility;

e support to seek out and maintain contact with health professionals, social networks,
family, friends and the community;

e emotional wellbeing support;

e assistance with or supervision in administering medication; and

e assistance with eating and maintaining adequate nutrition.

This gives rise to an obvious conflict for SRS residents who also have any other funding or
service providers. Are the services they are provided by the SRS proprietor paid for under
other funding, such as a My Aged Care package, a National Disability Insurance Scheme
package, a Commonwealth entitlement, disability support pension or aged care pension
(including rent assistance), or a combination? How do residents navigate choice and control
over their supports when they are unclear as to which body is providing the service, and
under which funding? How are these arrangements effectively communicated to and
understood by the resident? How does the resident approve invoices and charges? How are
residents enabled to understand and make a choice about who they want to be providing
services? Additionally, how do they know what services they are meant to be receiving as a
resident, either under the SRS Act or under any other packages? How can they exercise
choice in support services as a person with a disability?

Prior to the ROAR project, a person in a pension level SRS was given access to between $15
to $40 per week of their Centrelink entitlement to purchase personal items.® This
information was confirmed and is widely acknowledged across State Trustees and the SRS
regulator. This amount varies from provider to provider. An SRS proprietor retains all other
funds, including residents’ Disability Support Pension, rent assistance, and any personal
supports identified by the Department of Families, Fairness and Housing (DFFH). The total
amount charged by an SRS proprietor to a resident can be over $1,000 per week. There is no
limit or scale of charges. The cost is entirely defined by the rental agreement.

Australia is a signatory to the Convention of Rights of Persons with a Disability (CRPD).
Article 12 of the CRPD states that people with a disability enjoy legal capacity on an equal
basis with others in all aspects of life and that people should be supported to exercise their
legal capacity. The CRPD states that safeguards should be in place to ensure there is no
conflict of interest or undue influence and that the state will ensure people with a disability
are not arbitrarily deprived of their property.’

5 Under the Supported Residential Services (Private Proprietors) Act 2010 an SRS is defined as ‘a premises where
accommodation and personal support are privately provided or offered to residents for a fee or reward, whether or not
registered under this Act’.

6 Office of the Public Advocate, Community Visitors Annual Report 2021/22 (Report, March 2023) 37 .

7 Convention on the Rights of Persons with Disabilities, Articles 4 and 5. .m
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This report is one of six reports we prepared following our research into the SRS and
disability support systems. Not all of these reports are publicly available. We identify the
‘system’ as incorporating the service system of government, health, justice, and the wider
public. This report focuses on the consumer experience of living in an SRS. It prioritises the

voice of residents and their solutions to the issue of increasing choice and control for people
with a disability.

Mental Health Legal Centre: Choice and Control, October 2023, Page 8 of 51
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Executive summary

1. Access to information

Residents face numerous complexities in accessing information about their SRS
accommodation, funding and supports.

Residents noted that to exercise choice and control they must be given accessible
information. They need to be able to access information directly, not through a third party.
Of the residents we interviewed, none had a mobile phone on a plan except one resident
whose family member paid for a plan. We are aware of residents who use text-only
communication which relies solely upon emojis. We were not aware of any Wi-Fi being
available in any of the pension level SRS environments, meaning residents could not access
any information which is held online, including Centrepay and any other online plans. Lack of
online access also prohibits access to systems where residents could express choice and
control. All mail received via post is screened through the central address and we note that
each pension level SRS appears to have a PO box, meaning access to information is limited to
the person collecting the mail. Information cannot be given individually due to risk.

However, displaying information publicly has its own difficulties and would not increase
choice and control, but only lead to risks of abuse where a proprietor sees a resident viewing
this information.

There are key organisations — such as district nursing services, community health teams,
advocacy services, regulators and first responders — who have contact with residents in
person. Those organisations and their staff must be educated to hear and see residents as
individuals. They must take residents’ concerns seriously and help connect them to effective
information and the various regulators.

Further to this, all staff who work within Services Australia need to be able to identify and
understand the implications for residents of living in these complex environments where
their choice and control can be compromised whenever they engage with services by phone.

2. Access to necessities and independent living skills

Residents reported a range of concerning conditions which gave rise to a systematic erosion
of their decision making. These conditions including a lack of access to necessary services
and supports, and basic control over their living situation. This often took place in an
environment of coercive control.

Residents reported that:
e They had no control over who they would share a room with
e They felt unsafe or scared in their room
e They lacked privacy

Mental Health Legal Centre: Choice and Control, October 2023, Page 9 of 51
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e They struggled to access clean clothing, as laundry was not done or clothes were not
returned to them after being washed

e They could not access nutritional food

e They had no autonomy, including no ability to leave the SRS and no choice in where
they went or how they spent their time

e Their supports not being provided (but were being charged)

Residents further need external individuals and agencies to understand the extent to which
their choice and control is limited in their daily living and decision making. This support is
also needed so that supporters can understand the complexity of their situation and how
circumstances of abuse arise.

3. Access to supported decision making and advocacy support

Residents expressed a desire to choose matters like what they ate, where they went, how
they spent their time, who they lived with and, if in a shared room, who they shared a space
with. To articulate these choices and concerns, external supports are required and these
supports need free access to the resident and residence. Residents did not feel that they had
any control over their environment, and any attempt to exercise control was quickly shut
down. There was a clear and articulated fear that speaking out would lead to repercussions,
and that there is no protection once a service has closed and people are left behind.
Residents’ desire for advocacy support as an effective tool was a recurring theme in the
project.

4. Accessibility of accountability and complaints mechanisms

Knowing who and how to complain about their accommodation was a priority for residents.
Knowing what happened with complaints made was also important. Many regulatory
services contact residents by phone about their complaint, and when a mobile does not
work they then call the SRS. No one can speak to a resident without disclosing who they are
to the front desk staff. We know that some regulators were fobbed off with a response such
as ‘they are asleep’ or ‘they are not available’. Thus, external regulatory services should not
operate solely online or rely on phones to contact complainants. As with Community
Visitors, this contact should occur in person. We know this would be more effective at
reducing abuse and other concerning conditions at SRSs because during COVID-19 reports
were reduced because of a result of lack of access to SRS premises.?

Residents did not know who was listening to their complaints and often did not understand
that they could complain or who they were complaining about. Some identified complaints
made and noted that they had received no response.

8 Office of the Public Advocate, Community Visitors Annual Report 2021/22 (Report, March 2023) 38. .m
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5. Quality and safeguarding

Another factor which became apparent was the complexity of coercive control within SRS
environments. This coercive control can be exercised in a number of ways.

Residents reported that they were:

e Threatened with having their ‘privileges’ (usually basic services) stopped, in order to
ensure compliance

e Bribed into changing accommodation and NDIS service providers with money, food,
or cigarettes

e Financially controlled. For example, many residents explained that the SRS held their
ATM cards, and we were advised of unauthorised withdrawals from residents’
accounts

e Threatened with eviction when they complained about unsuitable accommodation
or attempted to exercise their autonomy.

We must accept that some people are being actively exploited and abused in SRS
environments, by both SRS owners and service providers. Regulators must regulate the
environment and ensure that the legislative requirements are met. Currently, regulators are
not able to act as an effective safeguard for the residents who the systems are designed to
support, protect, and empower. All regulators must be accessible to residents, disseminating
information appropriate to their needs. Regulators’ reliance on phones and the internet to
disseminate information alienates residents who cannot access or use those tools.

Safeguarding of residents is a separate skill to quality assurance and requires specialist
expertise which must be undertaken by those appropriately trained to work with people
with complex needs. An example of this is the Multiple and Complex Needs Team in Victoria.

Residents who had left environments where coercive controlling behaviour by owners and
providers had been identified were clear that decisive action must be taken to both define
and punish illegal conduct. It was made clear that exploitative providers should be banned
from working in the NDIS or supported accommodation space (and other similar spaces
where appropriate).

Mental Health Legal Centre: Choice and Control, October 2023, Page 11 of 51
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Over the course of January 2023 to June 2023, participants
we met 55 residents and we interviewed 52. / o e s

The interviews were conducted by three highly

experienced nurses with experience working

s . SRS
within the SRS environments. proprietors E% umqumsmml
interviewed

locations

The interviews varied in length and detail and

depended on each resident’s willingness to

. . . [
interact. Residents did not always feel safe ; ! d‘
. . . . workers Irst
speaking with us on a particular day orin a interviewed i Nations ALD

particular setting and so some interviews were
conducted over the course of a number of

and while not every resident answered every

no men under

10 women 60+
days. Each resident was asked set questions \ | 80) 22\ inderso |J

guestion, we obtained some consistent
information from which to assess efficacy, quality, and abuse within the SRS system.

The questions were grouped into:

Current living situation, name and type of accommodation, and length of time stayed
Residents’ key feelings about the accommodation, service, and choice

Current level of satisfaction out of 5

Previous living situation if applicable, including name and type of accommodation,
and length of time stayed

Residents’ key feelings about previous accommodation, service, and choice

Level of satisfaction with previous accommodation rating out of 5

Magic wand wishes

Any other information the resident wished to give.

In summary, of the residents:

1 was living in a hotel

1 was living in public housing

1 was living in private accommodation

1 was living in a supported independent living (SIL) style arrangement
2 were living in a SIL

33 were living in an SRS

13 were living in aged care

3 were very unhappy with their accommodation care

others scored 3+ out of 5 for current accommodation

13 people rated 1 star for previous accommodation where they had moved in the
past 2 years.
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Barriers

Over the course of the project, we identified several significant barriers to residents
exercising choice and control over their lives in SRS accommodation. These barriers also
made it more difficult for us to assist residents.

Three types of barriers emerged from our interviews:

1. Barriers to navigating and self-advocating in a supported accommodation context;
2. Barriers to asserting individual autonomy; and
3. Barriers to making complaints as people are not believed.

To better understand and articulate the views of residents, this report uses extensive
deidentified comments from participant.

Theme 1: Barriers to navigating and self-advocating in a supported
accommodation context

We identified five barriers to residents exercising choice and control over their SRS
experience. These barriers revolved around a lack of knowledge and access to information
on the part of residents. If not equipped with this vital information, it can be very difficult, if
not impossible, for residents to raise issues — much less to have them resolved.

Who provides the service?

Most residents we spoke with could not clearly articulate who their service provider was.
Less than 10% of residents knew who their service provider was and what their package was
for. Residents were aware that they might have support people and plans, but when probed
they could not provide specific information. They could not describe the intended outcome
or details of their support plan and goals. Often, residents had no access to the internet or a
computer, and so could not check the details of their plans.

This created a challenge for us in assessing if the services residents were provided aligned
with their individual plans, as no one had access to those plans.

This is about more than a simple lack of information. There appears an assumption that
residents have received, and understand, crucial information about their supports, plans,
and funding. This assumption does not match reality: often, this information is not
communicated to residents at all. Where it is communicated, efforts have not been made to
ensure that residents understand that information, or that they have access to the
information on an ongoing basis.

Mental Health Legal Centre: Choice and Control, October 2023, Page 13 of 51 ..
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Supported decision making requires an explanation of the choices available to individual
residents, in a safe, diverse and flexible way which meets the needs of complex cohorts such
as residents who have multiple health and wellbeing needs. Staff at service centres
supporting this complex cohort must be educated on these issues and nuances.

There is no trigger point for understanding choice and control breaches within the system. A
key barrier is therefore the baseline assumption that residents are afforded agency in their
choice of providers. In truth, however, residents are not afforded genuine agency — they are
denied access to information and supports that would allow them to know who their
provider is in the first place, much less to change their provider.

Who is paying and what for?

A secondary barrier was in understanding how each resident’s accommodation and supports
were funded. Funding may be provided within the SRS or the NDIS.

In general, the lack of information was a significant barrier. Relevant documents were not
held by the resident concerned, and they did not have access to online systems and portals.
Many residents had no ability to keep soft or physical copies of pertinent information. It was
common within the more unsafe environments that residents were not allowed to keep any
information at all. Residents described being threatened if they were to question their SRS
providers about their funding or plan. Retaliatory behaviour by SRSs included being forced to
leave the accommodation (in the experience of four residents) or being sent to a psychiatric
ward We found that residents were not welcome to access this information in most of the
ten SRS environments we entered. Where information was supplied to residents, it was not
consistent or timely.

The lack of information about residents’ circumstances was often only reflected in the
findings made by visiting external services. Some residents described the opaque nature of
fees and charging practices. It was evident that none of the residents, nor their service
providers, had a clear idea of what fees and charges were being made and how. This
information is neither publicly nor privately available to residents or their supports.

It was very difficult to access details of NDIS plans in order to understand residents’ funding.
A request to access NDIS plans left a visible footprint which SRS providers would access,
leaving residents vulnerable to risk of reprisal. In some interviews, we were not able to
access NDIS plans due to privacy requirements which, had we pursed that information
further, created too much of an impost on residents. In some cases, we relied entirely on
information provided by residents themselves.

One option to assist and empower residents was to design and deliver information
resources. However, the complete lack of transparency, inaccessibility of information, and
coercive nature of the SRS environment meant that this task was obsolete and likely to cause
harm. If we were to supply information to residents, they were likely to become targets for
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retribution from owners, including eviction, and risk being made homeless. In assisting
residents, we were seen as a threat to the SRS provider’s livelihood and the number of
residents (and funding packages) they had access to. This limited our ability to help
residents.

In response to this issue, we developed an education program titled ‘Decision Making
Framework’® to educate support services on a system-wide basis about supporting residents
in complex environments. This illustrative-based training document guides workers who may
have contact with residents about the systemic presumptions, supported communication,
understanding coercive control, defining capacity and informed consent, and unpacking the
complex web of regulatory frameworks. Educating support workers across the regulatory
and support jurisdictions will help residents build a new presumption of genuine choice and
control.

Who can help residents?

Residents had limited access to external regulators to share information, seek help and make
complaints about their accommodation and supports. The external regulation framework
proved a complex maze spanning federal and state borders.

To contact any external regulator (or external support person), residents firstly needed
access to the internet or phones. SRS premises had landline phones residents could use, but
this was not a safe option for many. Located in public high traffic areas near the front desk
and managers office, no call was private. Residents’ calls were monitored and often made
with the provider or staff members present. Living on $15 to $40 a week meant that mobile
phones were too expensive for residents to afford. Some residents were unable to
consistently charge their phones if they had one. Information provided by external
regulators on participant rights and supports were on charts and documents based online.
Residents often lacked access to both the internet and the skills required to use the internet
efficiently to be able to access this information in a timely fashion. No one who we spoke to
mentioned visiting a library or other area where access to communication devices and
information would be freely available.

Other support persons were also routinely denied access to residents by providers. Support
workers told us the premises were highly controlled and they were routinely prevented from
entering to speak with residents. Providers’ reasons for denying access varied, and included
claims that residents were not at the premises or were asleep. We asked residents about
this lack of access, and we were advised that the provider does not like people to visit, or
that they were home at the time of the visit but were not advised that someone had come
to visit them.

9 See Appendix One. .m
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For one resident, for example, on each occasion when their external supports visited, SRS in-
house support staff were also present. This made it difficult for the resident to express their
concerns about their support services to anyone.

The Decision-Making Framework we developed can be used by service system workers to
begin to build a trusted relationship with residents. With this support, residents can
continue to take steps towards safely and confidently exercising choice and control. The
journeys towards losing or regaining autonomy both begin at a micro level with micro
decision making either being removed or empowered. Choices around food, laundry, privacy
and information access can make or break choice and control and must be fiercely protected
by regulators. If residents feel safe and supported making micro decisions, they can better
make larger decisions around where they live and who they will choose to support them.
Allowing space for residents to ebb and flow in their willingness and ability to consider
choice and control is also crucial, as such is the journey of people with psychosocial
disabilities.

What is wrong?
To self-advocate, a person needs to understand that something is ‘wrong.’

Of the 55 people we interviewed (noting that 3 were removed from extremely distressing
conditions) residents responded saying:

“This is not my home”
“I would like to go back to my home”

Reflecting on participant responses, it is clear they lacked an understanding of what safe and
supported environments look like. When behaviour that seeks to cause fear and coercion
becomes the norm, residents lack a foundation for knowing or exercising their rights to live
free from that fear and coercion.

One resident told us:

“I am one of the lucky ones here because | have my own room. Thank God. | know
others here always complain about having to share rooms. My family pay
something extra so | can get my own room. The food is OK. I’'m used to it. Some
meals are better than others. | like the staff. Most of them are good people ... Yes,
I’'m satisfied here. Where else could | go? | don’t really know any other place,
though | hear some of the others talk about other SRS’s. I’'ve never really asked
anyone to help me find a different place. This is it”.

We believe accessible education is required for residents on their rights, what is and is not
safe and supported behaviour by providers, and what accommodation free from fear of
threat, violence, or coercion looks like. As an entry point, MHLC will deliver and evaluate an
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education program to all residents on the new Mental Health and Wellbeing Act 2022. We
will utilise different delivery methods and use our learnings to develop a further education
program about supporting access to choice and control. We have attached as Appendix
Three a copy of the training we are delivering to SRS service providers in this financial year,
and will adapt this training to suit the needs of residents.

Does anyone care?

To self-advocate, a person must also have a level of confidence in the system that there will
be change.

“My investigation identified that at least as far back as 2008, the department was
aware of systemic problems in the SRS sector concerning residents’ money, given
certain financial practices of some proprietors.“1°

Victorian Ombudsman

Residents and support workers emphasised that they had made complaints but that nothing
had happened. Almost all residents, with the exception of two, were placed is SRSs from
hospitals. As such, the ‘system’ has indicated to residents that it believes this is the best
place for them. The SRS system is designed to give support where residents are deemed to
be unable to live independently and without support at a particular point in time. In
exercising choice and control there needs to be an alternative viable option. This meant
moving from one SRS to another, however access to information about moving SRSs is
limited. There was also a preconceived notion that the next SRS would not be better, while
some who did move were happily surprised at their new accommodation. This is evidenced
in the star ratings of former and current accommodation, where ratings for previous
accommodation were much lower than ratings for current accommodation. Although some
residents did not choose to leave, and instead left due to closure of their previous SRS, their
current environments were still much better.

The level of trust that former residents placed in us in order to communicate this message
was powerful. However, access, trauma and risk become issues which we could not
surmount. We know that even Community Visitors, community nurses and other
independent visitors have raised complaints and yet nothing changes.! The lack of tangible
change in the face of such concerning behaviours leads to a pervasive belief that nothing will
ever change. Too often, our enquiries with relevant regulators as to the status of particular
complaints went unanswered under the veil of privacy. Other complaints made to the NDIS
Quality and Safeguards Commission (NDISQSC) were not acknowledged or responded to.

10 Victorian Ombudsman, Investigation into Department of Health oversight of Mentone Gardens, a Supported Residential
Service (Investigative report, 15 April 2015).

11 Office of the Public Advocate, Community Visitors Annual Report 2021/22 (Report, March 2023). .m
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Theme 2: The need for autonomy

“At the heart of a recovery-oriented approach is a recognition of the most basic

human desire to have control of one’s own life and future, and the belief that people

with mental health challenges have the ability and autonomy to achieve that.” 1
Erandathie Jayakody, a witness before the Royal Commission into Victoria’s
Mental Health system

Decision making is key to empowering residents to make choices. The small choices we all
make daily enable us to work through rational processes to make decisions about our own
lives.

Residents told us they had no money, no choice of food to eat, and limited choices about
what they wore. Without access to funds, autonomy is quietly eroded. Residents told us
their clothing is routinely lost. Others told us the food was terrible.

One resident said:

“I really miss not having bacon and eggs once in a while. We get some different
things here sometimes ... gosh to have bacon and eggs would be nice. | can’t always
get coffee in the SRS’s, so | buy my own jar or borrow some from other residents and
use the hot water from the tap to make it. It’s OK.”

The NDIS should be a life support to residents, ensuring their autonomy is upheld. One of
our clients who lived in an SRS provided a witness statement to the Royal Commission into
Victoria’s Mental Health System and stated that two hours of NDIS support each day had
been life changing.

Instead, the NDIS for so many of the residents we spoke to has now become an alternative
source of profit for unscrupulous providers. The effect of this has been that no extra services
are provided, but providers have access to more ways to charge for those services. Residents
were unsure how this worked due to the lack of transparent and tangible information about
their package and their residence.

Residents said providers told them that they were ‘friends,’ they ‘knew’ the residents, and
that other people did not have their best interests at heart. The systemic belief is that these
residents are paying for a service. The reality is they are being emotionally manipulated
through their isolation and unstable housing to which they have no security of tenure. This is
coercive control. Their reality is they will lose their home if they speak up or seek
information, and they have no idea what will become of them.

12 Royal Commission into Victoria’s Mental Health System, Final Report: Summary and Recommendations, (Report, February

- .m
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Theme 3: Experiences in not being believed!?

There exists an impenetrable power imbalance for people who have a disability. They are
often regarded as not being reliable witnesses.'* When attempting to report issues of
neglect to the police, the police normally return them to the very places of neglect they are
attempting to report.® Others have turned to the police and court system for protection
from providers who are trying to exploit them with varying results.'® One participant was
forced to call the police to stop people taking him against his will from his home to a
supported independent living venue (SIL). Another participant had to fight an application in
the Victorian Civil and Administrative Tribunal (VCAT) for a guardianship order sought by a
provider in retaliation against the participant’s attempt to change service providers. The
participant was forced to provide a high level of evidence to defeat this application,
appearing to our lawyer who represented them to be a higher level of evidence than the
normal balance of probabilities required.

Residents also spoke about their experiences of being labelled a serial complainer, meaning
any of their concerns were viewed as less credible and not heard. This is noted in the
Victorian Equal Opportunity and Human Rights Commission’s 2014 Report, Beyond Doubt:
The Experiences of People with Disability Reporting Crime:

“... the Commission heard that negative attitudes among police towards people with
disabilities are commonplace. We were told that police can treat those reporting
crime as childlike, time wasters or as someone deserving of suspicion ...”%’

“... for example, people may assume that the person is lying or untrustworthy if he or
she cannot explain things in a clear narrative. They may also question the persons
capacity to even know that a crime has occurred.”8

These comments are alarming. The system needs transformative re-education to support
participant confidence.

As a society, we seem to contentedly accept that people with disabilities are worthy of lower
standards of care and support. A former SRS resident told us:

“It’s a rabble the way it’s run, residents’ behaviour isn’t managed, there’s ice addicts,
difficult behaviours (resident defecating in corridors) ... but there’s no point in talking
to the staff ... as for the owners they are arrogant and verbally attack if you ask any
questions.”

13 Royal Commission into Violence, Abuse, Neglect and Exploitation of People with Disability, Research Report — Complaint
mechanisms: Reporting pathways for violence, abuse, neglect and exploitation (Report, November 2022).

14 Ibid pages 75, 144,147 and 148.

15 Ibid page 9.

16 Victoria Police, Submission to the Royal Commission into Victoria’s Mental Health System (5 July 2019) 14.

17 Victorian Equal Opportunity and Human Rights Commission, Beyond Doubt: The Experiences of People with Disability
Reporting Crime — Summary Report (Report, July 2014) 24.

18 Ibid page 30. .m
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Another told us:

“If it was an animal shelter it would be closed down by the RSPCA it is so bad. Can’t
understand why it’s ok to house humans in such poor conditions... There is a lot of
trouble there as they will accept anyone and there are few rules or management of
residents by staff. The meals were terrible and not served in an orderly way. Just a
free for all so that some people would miss out.”

Eviction is an ever-present threat. One resident said their experience living in an SRS was like
being in prison:

“There are no choices, you do as you're told.”

This resident reported feeling very unsafe, with staff both unavailable and unable to manage
residents with challenging behaviours. In contrast, the resident enjoys their current SIL
accommodation as they feel safe, have freedom of movement, privacy in the bathroom and
the choice to eat according to their preferences.

Providers exercising coercive control use fear of eviction as their predominant power play.
Residents who attempt to articulate their own choice and control in accommodation is
threatened with eviction. Likewise, where support persons work with a resident to secure
alternative supports or accommodation, they are told the resident they are supporting will
face eviction if they do not obey the provider’s requests.®

19 Source identified in reports made to the SRS regulator and NDISQSC.

Mental Health Legal Centre: Choice and Control, October 2023, Page 20 of 51



/
M E@L@Eﬁ LQF@{QQC{}\I{FPE

Findings

The objective of this project was to develop choice and control in definitive settings and to
establish what choice means for residents within these environments. This is illustrated by
the activities of the residents when they engage with service providers. We heard from
residents who were told by SRS proprietors that if they were to live in a certain facility, they
would have to use the supports available from this service or risk homelessness. In
supporting choice, there was a risk that those involved had to be alive to. This reinforced the
need for a wider education and understanding of the coercive elements in SRS settings, and
how important all parties who have outside contact with residents are in supporting a basis
of choice and control and reinforcing individual autonomy. This can be supported through
training contact points to understand and identify the risks present in SRS settings.

In the absence of these contact points and safeguards, some of practices discussed below
are incredibly challenging to gather evidence about. When people, including regulators and
community visitors, visit residents to check in with them, provider managers insist on being
present. While this is presented as safeguarding, it makes it impossible to safely discuss with
residents any issues of concern that involve the accommodation or provider.

Choice and control

Living conditions

Residents reported concerns about safety, privacy, hygiene, and restrictions on their
activities and visitors at SRS accommodation. One resident felt that his experience in an SRS
was like being in prison.

Residents reported being scared to sleep in their room at night, having no choice in their
roommate, and some rooms being divided by only hanging a sheet. One resident reported
that they were unhappy with their lack of privacy in their SRS for activities such as
showering. This lack of choice and privacy is pervasive throughout shared accommodation
services. This was evidenced in several residences we visited and still appears to be common
practice in the SRS system.

Some residents struggled to access clean clothing in seven SRSs. A priority area of choice
and control expressed by residents was in respect of laundry. Clothing was often not given
for washing by residents as it would not be returned to them. Not all SRS facilities have an
onsite laundry service. Lack of access to clean clothes eroded residents’ sense of personal
autonomy and dignity.

There are many residents in SRSs with nothing to do and nowhere to go all day, and others
with no choice on where they go. Three SRSs were known to lock their residents in at night
‘for safety’, without consideration of the hazards this creates. One resident reported
restrictions on their visitors at the SRS.

Food in SRSs is often of extremely poor nutritional value; low quality and low-cost food is
encouraged to adhere to the business model. This has been witnessed over many years by
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regular visitors to SRSs of concern, including nurses. This was also evidenced by
Wintringham Housing after they had taken over three pension level SRS facilities on behalf
of the Victorian Government. Several residents reported their concerns about terrible food.
One resident reported that cigarettes were sold from the front desk of the SRS.

Coercing residents into changing providers

Residents reported that SRS and NDIS providers have coerced them into agreeing to receive
services and engage with certain providers against their wishes. Some residents are
vulnerable and have limited decision making capacity, which means they can be easily
pressured into agreeing to decisions about their care and accommodation which they do not
want. This control is often facilitated by arrangements where a resident’s SRS and NDIS
provider are owned or staffed by the same people.

Reports we heard included:

e Residents coerced to transfer their supports to particular NDIS providers.

e Residents coerced to agree to plans and services they do not want.

e An NDIS provider telling a resident not to sign any documents without their approval.

e An NDIS provider pressuring a resident to move out of their SRS accommodation into
a SIL.

e Residents unhappy with their SRS accommodation being coerced into remaining at
the accommodation.

e SRS staff restricting NDIS workers’ access to a resident once the SRS learned that the
resident was seeking support to move out of the SRS.

e One resident’s previous NDIS provider attempting to persuade a resident’s family
member and guardian to return the resident to their service.

e Residents not provided with necessary advocates when making decisions about their
services and service providers.

e One resident, who was visually impaired and had low literacy, apparently ‘signing’
documents to change their NDIS provider to one preferred by their SRS.

e One resident threatened with eviction if they did not sign onto a particular specific
NDIS provider.

e One resident who was approached by a man who offered to pay their rent and
regularly provide them with cigarettes, in returning for signing their NDIS package to
his company.

e One resident was convinced to transfer to a different SRS and NDIS provider and cut
off all contact with her previous supports. Her previous providers were concerned
about the abrupt change.

e One resident was pressured to change NDIS providers with promises that new
amenities would be purchased.

e In one case, new providers blocked and deleted the previous providers’ phone
numbers from the resident’s phone.

e One resident’s brother was contacted by predatory NDIS providers in an attempt to

convince him to sign the resident up to their services.
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Bribery of residents

Food has become a way to bribe residents. Residents are coaxed into changing
accommodation and disability support providers through offers of fast-food ‘treats’ like KFC
and McDonalds. Reported practices included offering residents insignificant amounts of
money or a packet of cigarettes as a ‘rental discount’, as well as items such as new furniture
that never materialised. These bribes are utilised to entrap people into feeling like they have
colluded with overcharging for services, which then makes it much harder to raise a
complaint.

The majority of residents we spoke with were not able to make assertive choices; they were
controlled and afraid. Residents must receive education and support to understand that this bribery
is a coercive practice.

Financial control

A group of residents explained that their ATM cards were held by the accommodation
service. The service providers allege that this ‘protects’ the residents from financial
exploitation. Unfortunately, we learned it does not protect residents from exploitation by
the service itself. We have been advised of unauthorised withdrawals of funds from
resident’s accounts.

To exercise choice and control, one resident chose to leave the residence, and the
unauthorised transactions are now being investigated. All of the resident’s passwords and
pin access to accounts were controlled by the service provider. This resident left with the
support of a worker and they are now being supported under the family violence framework
due to the extensive and coercive way in which their finances were being controlled. This
family violence framework was required in order to have the resident’s banking accounts
changed and removed from the control of their service provider.

Failure to protect residents from abuse by other residents
Residents reported incidences where their SRS failed to protect them from threats and
violence by other residents. Reports we heard included:

e Aresident being assaulted by other residents

e A resident feeling unsafe in their SRS, as staff were unavailable and unable to manage
the challenging behaviours exhibited by other residents

e Aresident pressured by their NDIS provider to move into a SIL which housed an
individual with a history of attacking and threatening the resident.

Failure to protect residents from exploitation by support workers
Residents reported incidences where their SRS failed to protect them from predatory
support workers. Reports we heard included:

e Aninappropriate and unprofessional relationship between a support worker and the
resident

e A support worker removing a resident from an SRS to stay overnight at the support
worker’s house
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e A support worker holding a resident’s account and login details, birth certificate, and
other personal details, in circumstances where the resident was uncomfortable with
this arrangement.

Attempting to change providers
We heard from residents who faced significant barriers when they attempted to leave an SRS
or change providers.

One resident reported that they were charged for rent for a period after they had moved out
of the SRS. They were also persistently harassed by their previous SRS and NDIS providers by
telephone, until they were forced to change their phone number.

Another resident’s NDIS provider became obstructive when they learned the resident was
trying to change to a different provider. Their current provider tried to cancel their
application to change providers, and visited the resident to try to convince them to stay with
them. This distressed the resident, who felt they was being harassed.

Residents have reported being returned by police to an SRS they were trying to leave. These
findings relate back to the barriers on evidence on being believed. To enable effective choice
and control, we need to ensure that this is supported by the wider system. Where steps are
taken by residents to leave an SRS and they are then returned to the SRS by the police, the
resident is now helpless and hopeless.

Over-charging for inadequate supports

Some residents were concerned that they were not provided with much support by their SRS
or NDIS providers. Residents have reported being coerced to agree that hours of support
have been provided when they have not, allowing services to charge for services they have
not provided.

Reports we heard included:

e One resident whose NDIS appointments would often be cancelled without notice.

e One resident was moved into a SIL where they were the only resident, were often left
alone, and received very little support despite having a package that entitled them to
significant direct personal supports.

e One resident was moved into a SIL where services were inadequate, leaving them
isolated and vulnerable and leading to an increase in their self-harming.

e . The rent charges for the pension-level SRS significantly exceeded the resident’s total
DSP allowance, resulting in a significant overpayment over a number of years. The
resident’s funds were managed by an external authority, who had failed to notice or
remedy the issue.

e One resident was regularly taken on an outing benefitting the provider where the
client may have been inappropriately billed. One resident believed they had an NDIS
package worth over $20,000, but had not received any supports. At one point, they
were informed that he had no more funds available for the year.

e In one extreme case, a resident was found in an SRS malnourished, in a state of
distress, and unable to undertake basic but critical daily activities. Essential supports
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had not been provided to the resident. One removed from the SRS and treated, the
resident recovered.

Concerns of over-billing for services were reported by numerous participants. We saw
multiple examples of NDIS packages being largely or entirely drained, while inadequate
services were provided. One resident’s package was drained to the extent that, if an NDIS
plan update and further funds were not forthcoming, they may not be able to pay for their
current accommodation and risked eviction.

Erosion of decision-making

We saw a pattern of the erosion of decision-making to the extent that a resident’s ability to
express choice had all but disappeared. This deficit was not due to illness, but rather from
the repeated restrictions upon micro decision making over an extended period. This was
witnessed across several residents who were repeating patterns of behaviour and chores
they had undertaken in previous residences for many years. Some refused to eat any other
food except cut sandwiches which was the only food they had received for approximately 18
years.

Another example of this was evidenced in the attempts to make cordial with a resident, a
task which they had been able to perform prior to years of residence in an SRS. Decisions
about what to wear are lost when there the only clothes available are not yours and do not
fit — but residents must keep wearing them, because they have nothing else. The need to be
able to make small decisions such as when you shower, wash, eat and drink enables your
ability to make decisions during the rest of the day. This removal of micro decision making is
negatively impacting the ability to make bigger and more important decisions which are
relied upon in a choice and control framework. To exercise choice and control you must first
understand that there is choice. Our findings indicate that in many contexts — both micro
(e.g. when you eat) and macro (e.g. where you live) — there is no exercise of choice. There is
only passive acceptance, not active choosing.

Lack of autonomy

We heard residents’ concerns that expressions of their own autonomy were met with
threats and punishments from SRSs and service providers. Residents who complained about
living conditions were threatened with having their ‘privileges’ stopped, to ensure
compliance. This type of threat is of grave concern to residents. Residents are often
threatened with eviction as the only alternative to unsuitable accommodation. Residents are
aware that the risk of exercising choice and control is that they will be deemed a
troublemaker.

When they expressed their own autonomy, particularly a desire to change service providers,
residents recalled that certain providers threatened them with eviction to quash that
independence. This was particularly alarming to long standing residents, to whom their SRS
was often the only stable environment they had known. This experience, combined with the
removal of decision making, resulted in residents accepting the erosion of their
independence out of fear.
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We noted operationalised coercive control practices that are unacceptable in other settings,
such as in the hospital or mental health setting. An example of this which we witnessed was
SRSs denying residents access to their mobile phones because of a deprivation of funds.

Residents expressed deep relief when their autonomy was restored to them. This was clear
in the case of a resident whose financial control had been eroded by their SRS. The ability to
go through the complex steps of attending banks and government offices to change details,
personal data sharing, resetting passwords and being relocated on a temporary basis until
permanent suitable accommodation was found was as expressed by the resident
“overwhelming even with help”. However, for this resident the relief of not having to return
to the SRS was palpable. Some residents went to extraordinary measures to take back their
autonomy, which is a testament to their resilience and perseverance.

During testimony before the Royal Commission into Disability Neglect and Abuse, the
Director of the Human Services Regulator Unit, Mr Anthony Kolmus, alluded to the notion
that the manner in which residents lived was their own choice.?° This is not reflected in the
experiences of the residents who we interviewed.

We have seen incidences of service providers seeking guardianship and administrative
orders over residents which is yet another erosion of their autonomy. VCAT papers which
were available to us which detailed these requests by providers. It should be noted that
there is no indication of conflict of interest in the application process at VCAT. As such,
during the course of this project we have sought to educate VCAT and amend their process
to better support residents in maintaining their ability to exercise choice and control.

Participant impact

The experience of being heard was very important to the residents. That a person had come
to speak to them, to listen and learn from their expert experience, was valued. Residents
have extensive experience in not being believed by professionals. Being able to articulate
some of the things which they did want and how they would like to begin, such as with food,
was a basis for rethinking everything which we had learnt. This interaction enabled the
residents to start thinking about choice and control in a manner that was not related initially
to large scale decisions. As recognized earlier, the erosion of autonomy in SRS residents is
gradual. Our project involved an attempt to support residents to begin to assert decision
making capacity. Some residents based this strengthening autonomy on acknowledging
steps which they had already taken. Other residents based their strengthening autonomy in
steps which they had not yet taken but on matters on which they had greater clarity as a
result of the discussions undertaken with independent people who held a trusted advisor
status.

MHLC has undertaken many hours of gathering and assessing material to lodge all relevant
information with the appropriate authorities and regulators. Regulators included the
National Disability Insurance Agency, NDIS Quality and Safeguard Commission and the State

20 Royal Commission into Violence, Abuse, Neglect and Exploitation of People with Disability, Transcript of Proceedings

(Public Hearing 26, Day 5, 2 September 2022) 425. .m
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Regulators. All information will remain with those regulators as investigations take place and
are concluded.

MHLC has also engaged in connections across the service system in Victoria and we are now
a well-known conduit for information. Discussions with service users and their experiences
help us to identify patterns in behavior across the wider system. This has given us wide-
ranging and robust insight to produce reports such as this.

We have ensured that we have lodged complaints with the appropriate first steps of
regulators. We have endeavored to follow complaint processes from the beginning, even
where residents have already complained, due to the inability to locate the original
complaints. We have also highlighted failures to follow correct processes in the handling of
complaints. We are fearlessly advocating for positive outcomes for clients. Where we were
able to, we have followed up reports. We have pursued complaints about access to services
and providers and formed a feedback loop with regulators. This has meant that we are able
to work with the complaints bodies and regulators to ensure that there is a clear and
consistent picture of the internal workings of the SRS environment.

As a result of our engagement with participants we have been introduced to other
advocates. We have been able to support developing these advocates’ knowledge and
understanding of the wider service system and other supports for residents.

As a result of the information which we have gathered, we have supported people to
prevent guardianship orders from being obtained. This in turn led us to consult with VCAT’s
human rights division about our concerns and red flags, and we trust this will also lead to
better outcomes for residents by preventing unnecessary guardianship and administration
orders requested by service providers being made.

Four residents have used the services of MHLC in conjunction with nursing support to ensure
they remain in a place they have chosen to live rather than being moved by a service
provider to their Supported Independent Living accommodation.

Our assistance
We provided participants with information and advice about their circumstances, rights, and
options. In some cases, we assisted participants to pursue these options.

Some of the key options for addressing concerns included:

e Seeking intervention orders against providers who were harassing residents

e Making complaints to the NDIA and NDISQ&SC

e Making reports to the OPA Community Visitors Program and the SRS Regulator

e Making reports to the police

e Making reports to the Multiple and Complex Needs Initiative (MACNI) and Intensive
Support Team (IST)

e Making a report to the NDIS Fraud Fusion Taskforce

e Making a complaint to AHPRA

e Making complaints to the State Trustees

e Making applications to VCAT to obtain a supportive guardian or administrator
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Making applications to VCAT to remove guardianship or administration orders
Limiting third party access to participants’ funds and bank accounts

Leaving their current accommodation and obtaining new accommodation
Obtaining a new NDIS provider

Seeking an NDIS plan update

Seeking information about NDIS plans and funds.

Accessibility of complaint mechanisms

Complaint mechanisms and other avenues for addressing issues are generally inaccessible to
SRS residents. We identified issues of navigability, obstruction by SRS and service providers,
and a lack of understanding of the SRS context within public services and complaint
mechanisms.

Key barriers
Barriers to assisting residents and addressing concerns included:

Some vulnerable participants had difficulty processing all of the required information
and making decisions about their options, which were often complex and
multifaceted.

Some participants could not be given physical documents or information, as this
could expose them to risk of retaliation from their service provider.

Many participants did not have access to technology or the internet.

Some participants required access to trusted supports or advocates in order to work
with us and pursue their options, but they had no such supports.

Difficulty obtaining information about the identity and location of individuals
involved.

The length and complexity of legal and complaint proceedings.

Our inability to provide support for the non-legal aspects of the complaint process.
Difficulty securing the support of police for intervention order applications.

Difficulty identifying the authority responsible for investigating and addressing
issues. For example, no unit within the Australian Federal Police appears responsible
for investigating the exploitation of NDIS funds.

Difficulty assisting residents to obtain new accommodation or service providers, in
circumstances where we could not advise participants on which providers to use and
it could not be guaranteed that the new provider would not exploit them.

Services are often restricted to assisting the resident themselves, and not their
concerned family members.

Lack of further contact and follow up from regulators in regard to complaints.

Lack of action taken by regulators in response to complaints.

Regulators declining to investigate complaints which were not made personally by
the person concerned.

Difficulties faced by regulators in gathering evidence from residents about their
circumstances, particularly where residents do not have access to information.
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Navigability

People who need help can often find themselves seeking help and support in the wrong
places. Many people who found their way to us did so through a trusted health professional.
Some came in contact with us as a direct result of press coverage of the issues we were
engaging with.

The impact of poor system navigation and overly complex regulatory frameworks was
evident for many of the people we assisted. We have attached the potential regulators and
reporting bodies with responsibility for SRSs in Appendix Two.

We are experienced system navigators in terms of our client base, but it became apparent
that there was a whole new layer of complexity when a person’s issues spanned both federal
and state issues as a person with a disability. We are experienced within the Victorian
context. When the additional layer of complex housing is added, it becomes clear that many
people just experience being shuttled around the system, referred from one regulator to
another with no one taking ownership of the issue.

This is where there is a conflict in what services are funded as part of the SRS agreement and
which are part of the NDIS. Over 90% of residents did not know who their NDIS supplier was.

Obstruction

The only methods of complaint about SRS matters are through a phone service. To be able to
use a phone in an SRS and complain, residents would need to explain why they need to use
the phone. To establish who they need to complain to, they need access to information
which is not freely available to them. This means that residents’ complaints have been
directed to the people who have accessed the residents, such as support workers, health
professionals and community visitors. We observed that, commonly, workers have reported
matters to the appropriate state and federal bodies but not seen any change.

SRS complaints are an NDIA issue. When it receives a complaint, the NDIA commonly calls
the SRS to confirm the situation. This means that the safeguard for the residents is a phone
call with people who cannot verify and confirm who they are, and who are often members
of the SRS management that is the subject of the complaint.

For example, we heard of one resident who was convinced to change SRS and NDIS
providers, and cut off contact with her previous supports. Another resident disappeared
entirely. The NDISQS&C checked on both these residents in their new accommodation, but
the checks appeared to have been done by phone, and there is no guarantee that the person
the NDISQS&C spoke to was indeed the resident concerned.

Workers told us of experiences when residents were placed on speaker phones with
managers present to support them in these conversations. We are also aware that one SRS
ensures that a manager is present for all phone conversations with all residents. We have
concluded that a system-wide understanding of the situation that the residents live in is
vitally needed. This understanding would reflect the risk that any communication is subject
to coercive influence and that the resident might not be exercising choice and control.
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Lack of understanding

The primary barrier to many of the residents we interviewed is the lack of understanding people
have in assisting them. Alarmingly, it became clear during the interviews that when residents
were discussing concerns with government and health service providers, those health
service providers had little to no understanding of the everyday reality residents faced.
Residents and external service providers were at cross-purposes. There is a belief that is the
SRS is the only option available to those who are trying to house people as they leave
hospitals. There is also a pressure to have an address to which to discharge patients. The full
nature of the concerns raised could not be fathomed by health service providers.

The complexity of their situation is often not understood or appreciated by workers across
regulators, complaints bodies or government service systems who they interact with. When
residents reach out into the wider system, the response they receive leads to their
subsequent retreat. When residents explain to the people assisting them that there is basic
information which they do not know, they are often met with disbelief. Residents also
encounter the assumption that they must receive letters and emails, and must then explain
that they do not have an email. For one client, their information regarding claims and money
from Centrelink were all sent to an email that did not belong to the client and the client did
not have access to. This was not a singular event, but has become a useful practice to divert
information flow away from the residents. We talked to five residents who were unaware
they were being sent emails, including one resident who was on record as being unable to
read, but was nonetheless told that they were being sent information via email.

There must be a better understanding of the circumstances in which residents live so that
the subtleties of coercion and control can be better identified. In light of this finding, MHLC
is embarking on training in this field across the wider health sector so that there is a great
understanding of options and choice.

Residents’ lack of access to information impacts on the matter of micro decision making. If
you are unaware of changes in funds and unaware of money you should have, then you are
not able to make decisions regarding what happens to those funds. You are not engaged in
the decisions which determine how you live on a day-to-day basis. This then leads to
dependence on people who are reiterating that they are your best support, and the erosion
of the independence of the individual to exercise choice and control on both a micro and
macro level.

When residents do connect with someone to assist them with their complaint or report,
often nothing at all is done to change anything or address their concerns. This failure poses a
further barrier to reporting. When we tracked numerous reports and complaints, we found
that many had not been recorded, progressed, or dealt with in any meaningful way. For
example, one resident complained about inadequate and inappropriate behaviour by their
previous NDIS provider, but they never heard anything further about the progress of their
complaint or any steps take by the regulator in response.

Where complaints had progressed, no tangible outcomes had been achieved. This meant
that we needed to open files for each resident and begin to track complaints and events

which had occurred and then follow these through with the different regulatory bodies. Thi-m
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was not only deeply frustrating for the individual residents but also reinforced findings that
many people with a psychosocial disability are not believed. This was evidenced in the
Disability Royal Commission report, Complaint Mechanisms: Pathways for reporting
violence, abuse, neglect, and exploitation:

“... some people with disability do not complain because they fear they will be
disbelieved. This fear reflects a reality for others who do complaint as far as the lived
experience data contained in scholarly literature, reports and submissions surveyed
for this report suggest that when some people with disability lodge a complaint, they
are indeed met with disbelief at the violence they experience. Further the research
shows many circumstances where people with disability, particularly women with
disability, are framed as unreliable witnesses.”?!

The barrier is that our clients’ experience of their living environment was not recognised.
The conditions and abuses they are describe are not circumstances which are anticipated by
authorities. There is an expectation that where people are paid to support residents in a
living environment, this support will actually occur. It is not the expectation that this setting
will be one which potentially fosters coercive behavior. It is not expected that the person
supporting residents to call and complain is ensuring that they are prevented from speaking
freely.

Our approach

In considering the service system framework, we first wanted to ensure residents’
experience of the service system changed. We wanted them to be viewed differently by the
people who are supposed to regulate their environments than they are by the people who
currently have control of their environments. Frustratingly, we found such dignity of
perception was not routinely offered to them. We wanted to ensure that we train the people
who residents have contact with, so that they are able to work together to find a safe and
effective way to communicate and support residents’ choice and control.

Next, we sought to truly understand how complex the regulatory system was. The complex
web spanning federal and state borders makes it crucial for complainants to be referred to
the correct parts of the system by those who are the first points of contact. There is
considerable complexity to this, and it requires extensive training on the complexity of the
system and how different points in the system interact.

Finally, we wanted residents to be able to navigate the system effectively. To do so
successfully, we believe independent support is needed. This was most commonly sourced
through the support of advocacy services. Other alternatives engaged included family
members. These supporters also needed help to understand the operational landscape. It
was clear that where this support was available, there was a clear change: residents left
unsupportive environments and were able to change addresses and become supported.

21 Royal Commission into Violence, Abuse, Neglect and Exploitation of People with Disability, Research Report — Complaint

mechanisms: Reporting pathways for violence, abuse, neglect and exploitation, (Report, November 2022) 147. .m
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It is paramount for residents and service users to have other people who can support their
own choice and control. This requires people who have no conflict of interest and can
confidently and effectively advocate for the resident’s wishes.

The level and depth of complaints is also hampered by the complexity of the stories and
circumstances of people with a disability. With this cohort, significant time is required to
form a holistic assessment of the situation, prior to taking action to resolve the various
issues at play. We apply a risk matrix to all our clients, and also assess the client’s capacity
each time we give and receive instructions.

There is also a need to identify how residents are streamed. While an SRS is deemed a low
care environment, SRSs contain a large number of residents with high needs, and this is a
complex service at both a state and federal level. There is a lack of communication in roles
and functions, which creates confusion externally. This can be seen across different
organisations. For example, where a SIL arrangement is within the grounds and facilities of
the SRS, then there is obvious confusion as to who a resident would exercise control and
choice with. Further, there is confusion surrounding the identity of the people who manage
services delivered to residents on a day to day basis.

We are aware that there are certain SRS facilities which have a high level of clients who are
currently being monitored after being released from correctional facilities, and who are then
housed with highly vulnerable women with complex histories of abuse trauma and
psychosocial disability. This does not seem to be a reasonable solution — as one client asked,
“why are there no female only places?”

There are 102 Supported Residential Services in Victoria. The normal method of entry to this
accommodation service is through either:
e A hospital, to ensure that a person is not discharged into homelessness; or
e The Community Care Unit, which is a step down from a locked Secure Extended Care
Unit which are primarily used to treat a mental illness.

All this means that there is a need for a genuine health-led response in this environment.

The need for an oversight system to support clients in such circumstances becomes
increasingly apparent as the number of cases begins to grow. We only spoke with a small
cohort of residents who are part of a much large network. This means that there are many
more residents in jeopardy across the country.
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Recommendations

The following recommendations were compiled based on the lived experience and
expressed wishes of residents.

1. Improve residents’ access to information

1.1 Aresident’s plan should be available to them in written form stored in such a way as
to preserve both their privacy and their ready access to information.

Residents want to know the details of their plans and packages, and they want these
details to be clearly communicated to them. This recommendation arose as a result of
the lack of information residents had regarding their plan, and their embarrassment
about not being able to answer questions about their plan. Residents wanted to know
what they were supposed to be receiving as part of their plans and packages, and how
these services would be delivered. This desire also featured in the magic wand wishes
requested by residents.

1.2 Residents must be made aware that it is unlawful for providers to threaten eviction in
response to residents seeking to exercise choice and control over aspects of their
living conditions.

1.3 Education, support and training must be provided to workers, guardians and residents
to recognise coercive and predatory practices.

Training and supports in this area should replicate best practice approaches in the areas
of family violence and seek to provide effective supports for institutional domestic
abuse survivors. The framework which we have provided supports workers and MHLC
will be able to better understand the landscape across the whole SRS sector after
delivering the training in respect of the Mental Health & Wellbeing Act which we are
delivering in the new year.

1.4 Government services and authorities should consider the most effective way to
communicate information which is for the benefit of those accessing the system. The
collection and sharing of information should be used to support residents and ensure
their safety.

2. Improve residents’ access to necessities and promote independent living
skills

2.1 Introduce mechanisms to improve residents’ choice and control over meals and food.

Residents want to be better fed in SRS facilities. This was a consistent theme across
residents’ magic wand wishes. This goes to micro decision-making which residents are
not able to exercise. It is important to work towards this now. We witnessed the impact
of constant erosion of decision making for those residents who, as a result of this

erosion, could no longer make a range of decisions or exercise any form of choice and .m
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control. Food is a personal preference and is complex to administer. There should be a
demonstrable method to show that residents have choice and control over their food
choices. This could be through mechanisms such as:

e Encouraging residents to choose their food for a week through a meal plan system
e Allowing residents to have input into the options on rotation for meals, as would be
normal within a hospital and care setting.

It is also important to ensure equal access to food, prevent residents going hungry as
was witnessed by some residents.

Establish and ensure access to female only residences.

Female only residences were an important theme for women residents who had
experienced trauma and who had felt unsafe in residents with men, and in some cases
were forced to leave. Female residents wanted access to residents which felt safe and
where they had some control over the environment, including who they lived with. This
is the embodiment of expressing choice and control.

Implement activities to support and promote residents to begin, and maintain,
engagement in daily living tasks and associated micro decisions.

Maintaining baseline independent living skills such as cooking, cleaning and financial
independence is an important protector for residents’ choice and control over current
and future accommodation. Many residents come to their SRS from hospital, where
they are not able to cook and clean. These tasks form a key part of the micro decision-
making steps.

Improve residents’ access to supported decision making and advocacy
support

Supported decision making and advocacy was a key recommendation of residents based
on their experiences and their desire to exercise choice and control.

Make advocates available to support residents’ decision making.

Residents were clear that at times decision making was challenging, but also that lacked
access to reliable information to drive good decision making. Supportive decision-
making was invaluable for some residents and was clearly a model with positive
impacts: “everyone should have a guardian”, said one participant. Another said that “my
advocate helped me change everything”.

Residents are aware that they are no longer able to live independently. Exercising
agency over the first steps of transition and support through an advocate really
mattered to them.

Residents want independent advocates. There needs to be an increase in number and
quality of skilled guardians who understand supported decision-making and capacity-

Mental Health Legal Centre: Choice and Control, October 2023, Page 34 of 51 ..



3.3

34

4.1

4.2

5.1

5.2

/
M E@L@Eﬁ LQF@{QQC{}\I{FPE

building, capable of working with people living with disability to increase their
opportunities for choice and control,

Dedicated safe spaces need to be built into residential premises.

Residents reported that peaceful enjoyment of personal living spaces within the SRS
environment are an essential part of a person maintaining control of their own decision-
making.

When an SRS closes, residents must be supported in choosing and transitioning to a
new service.

Overhaul the accessibility of accountability and complaints mechanisms

Residents want a clear complaints process. The complaints system needs to be
overhauled and made clear, responsive and able to be simply navigated by people
living with a disability, carers, workers and advocates. There should be a simple
pathway or one-stop shop, along with a ‘no wrong door’ policy to ensure that
complaints are effectively referred to the appropriate authority.

Residents found the number of regulatory organisations they had to navigate to be
complex and confusing. Residents could not understand why a complaint made to one
regulator could not be relayed to other relevant regulators.

Strengthen regulatory compliance mechanisms and ensure that enforcement
outcomes are lasting and effective.

Residents want consequences non-compliance to be effective at protecting all people
from the harm and coercive control exercised by unscrupulous and dangerous providers.
They want the residential support systems and regulators to co-exist in this regard, so
that a provider banned from operating an SRS cannot reopen as a rooming house, or an
NDIS provider banned from the scheme cannot simply recommence providing services
with a new company.

Improve quality and safeguarding to combat coercive control by SRS
owners and service providers

Undertake a comprehensive and independent quality review, safely listening to the
voices of residents, including an independent assessment of services.

Residents didn’t understand ‘quality and safeguarding’ as a compliance concept. They
preferred to be able to mark or rate services with a structured rating system and guides
available in written form and regularly updated.

We recommend there be an overriding safeguarding authority responsible for
responding to urgent concerns related to the safety and wellbeing of people living
with disability so that there is a no wrong door approach to urgent concerns.
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Residents want to understand who is ultimately responsible for ensuring that quality
and safeguarding is upheld and how they can engage.

5.3 External service providers, first responders and community visitors must have clear
pathways for reporting concerns to a regulator who is able to force urgent changes in
the substandard conditions.

5.4 To increase participant confidence in quality and safeguarding, all types of supported
accommodation business models for people living with a disability should include
accreditation, rigorous face-to-face auditing and significant penalties for deliberate
breaches.
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Decision Making Framework

Working with vulnerable clients in private congregate care
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Appendix Two: Navigating Jurisdictions
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Mental
Health and

Wellbeing
Act 2022

The Mental Health and Wellbeing Act 2022
(MHWA 2022)

The MHWA 2022 came into effect on 1 September 2023

It responds to recommendation 42 of the Royal Commission into Victoria's Mental Health System.
1t builds upon but aiso replaces the Mental Health Act 2014.

The MWHA 2022 lays the foundations for a new system:

It resets the legislative foundations of Victoria’s mental health and wellbeing system.

It establishes key entities in the new system architecture and includes broader regulation to support a safer, more inclusive
system.

A wider range of mental health and wellbeing service providers are bought under the Act.

Doty

Overview of changes from
Mental Health Act 2014 to MHWA 2022

Inclusion of a Statement of New objectives that aim tc
Recognition of Aboriginal
people and
acknowledgement of the
treaty process

families, carers and

the system
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o Stiorite foundations of a health-led
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sharing

crisis.

service providers

B4

It puts people with a lived
and living experience, their

vellbeing supporters at the centre of

Establishes new roles and
entities for the governance
and oversight of the mental
health and wellbeing system
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Mental Health and Wellbeing in Victoria

The Mental Health and Wellbeing Act 2022 commenced 1 September 2023 following
the Royal Commission into Victoria's Mental Health.
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What are the changes

Definitions and terminology

Mental Health and Wellbeing Service Provider is defined more broadly to include a wider range of service providers than were regulated under the
previous Act.

Meaning of "mental illness” has had updates 1o language and clarification that a person exp wcing or having experienced psychological
distress is not a reason to consider that the person has mental illness.

Ady of prefi (formerly called advance statement)

Nominated support person (formerly called nominated person)

Care and Control is used to describe the necessary detention of a person for the purpose of:
preventing serious and imminent harm and arranging for an examination (previously known as a s351 apprehension); or
providing transport.

DegornAg

Advance statements of preference (formerly called advanee statement) may include a broader range of preferences relating to treatment, care
and support needs and withessing requirements have been eased

Nominated support person (formerly called nominated person) this role is clarified as focused on advocating Tor the views and preferences of the
patient and supporting them to communicate and make their own decisions. Witnessing requirements have been eased

Enhanced rights protections

Definitions and terminology

Increased obligation on designated mental health services to determine if a statement or nomination is in place, to make all reasonable efforts to
give effect to an advance statement of preferences and/or to support a nominated support person

New requirement for written reasons to be provided whenever a treatment preference outlined in an advance statement of preferences is
overridden

Requirements to provide Statements of Rights: strengthened obligations to take all reasonable steps to ensure rights are understooed and
additional requirement to provide Statement of Rights to persons admitted 16 bed-based designated mental health services

Provisions related to second psychiatric opinions is a new requirement that a patient is automatically provided with written reasons when
recommendations of a second psychiatric opinion are not adopted
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Objectives and Principles o e

The MHWA 2022 establishes new rights-based objectives and principles which apply to all mental health and wellbeing service providers
under the Act:

support the dignity and awtonomy of people living with mental illness of psychological distress;
ensure people are involved in decisions about their treatment, care and support;

recognise the role of families, carers and supporters; and

ensure the service system responds to the diverse needs of Victorians.

The objectives set out the aspirations for the Act. Service providers will be required to:
make all reasonable efforts to comply with the mental health and wellbeing principles when exercising a function under the Act; and

give proper consideration to the mental health and wellbeing principles when making a decision and include information in annual
reporting about actions taken to give effect to one or more of principles.

Non-compliance with the principles is a new ground for complaint to the Mental Health and Wellbeing Commission.
The principles should underpin everything done under the new Mental Health and Wellbeing system in Victoria

@wm i)
The Mental Health and Wellbeing Principles ™"

The 13 principles guide mental health and wellbeing service providers to support the dignity and autonomy of people living with mental iliness or
psychological distress.

SUPPORTED
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RISK

OF YOUNG
PEOPLE

Degormidsy

in Wectarin

Mental health and wellbeing principles

Dignity and autonomy

The rights, dignity and autonomy of a person Bving with mental illness of psychological distress is 1o be promoted and protected and the person is
to be supported to exercise those rights.

Diversity of care

A person living with mental illness or psychological distress is to be provided with access to a diverse mix of care and support services. This is to
be determined, as much as possible, by the needs and preferences of the person living with mental illness or psychological distress, including their
accessibility requirements, relationships, living situation, any experience of trauma, level of education, financial circumstances and employment
status.

Least restrictive
Mental health and wellbeing services are to be provided to a person living with mental illness or psychological distress with the least possible

restriction of their rights, dignity and autonomy with the aim of promaoting their recovery and full participation in community life. The views and
preferences of the person should be key determinants of the nature of this recovery and participation.
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Mental health and wellbeing principles

Supported decision making
Supported decision making practices are to be promoted. Persons receiving mental health and wellbeing services are to be supported to make

decisions and to be involved in decisions about their assessment, treatment and recovery, including when they are receiving compulsory treatment.
The views and preferences of the person receiving mental health and wellbeing services are to be given priority.

Family and carers

Families, carers and supporters (including children) of a person receiving mental health and wellbeing services are to be supponted in their role in
decisions about the person's assessment, treatment and recavery.

Lived experience

The lived experience of a person with mental illness or psychological distress and their carers, families and supporters is 1o be recognised and
valued as experience that makes them valuable leaders and active partners in the mental health and wellbeing service system.

i
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Mental health and wellbeing principles

Health needs
The medical and other health needs of people living with mental iliness or psychological distress are to be identified and responded to, including

any medical or health needs that are related to the use of alcohol or other drugs. In doing so, the ways in which a person’s physical and mental
health needs may intersect should be considered.

Dignity of risk
A person receiving mental health and wellbeing services has the right to take reasonable risks in order to achieve personal growth, self-esteem and

overall quality of life. Respecting this right in providing mental health and wellbeing services involves balancing the duty of care owed to all people
experiencing mental iliness or psychological distress with actions to afford each person the dignity of risk.

Wellbeing of young people

The health, wellbeing and autonomy of children and young people receiving mental health and wellbeing services are to be promoted and
supported, including by providing treatment and support in age and developmentally appropriate settings and ways. It is recognised that their lived
experience makes them valuable leaders and active partners in the mental heaith and wellbeing service system.

The Royal Commission defined young as being up to 25, reflecting that a young person may have specific developmental needs up to this age.

Degornir

Mental health and wellbeing principles

Diversity

The diverse needs and experiences of a person receiving mental health and wellbeing services are to be actively considered noting that such
diversity may be due to a variety of attributes, including any of the following:

Gender identity | sexual ori | sex | ethnicity | k | race | religion, faith or spirituality | class | i ic status | age
disabili sity | culture | id status | geographic disad: 0

y |
Mental health and wellbeing services are to be provided in a manner that:

is safe, sensitive and responsive to the diverse abilities, needs and experiences of the person, including any experience of trauma
considers how those needs and experiences intersect with each other and with the person’s mental health
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Mental health and wellbeing principles

Gender safety

People receiving mental health and wellbeing services may have specific safety needs of concerns based on their gender. Consideraton is
therefore ta be given to these needs and concerns and access is to be provided 1o services that:

are safe
are responsive 1o any current experience of family violence and trauma or any history of family violence and traumna

recognise and respond to the ways gender dynamics may affect service delivery, treatment and recovery
recognise and respond 1o the ways in which gender intersects with other types of discrimination and disadvantage.

Wellbeing of dependents

The needs, wellbeing and safety of children, young people and other dependents of people receiving mental health and wellbeing services are to be
protected.

ReoA)
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Mental health and wellbeing principles

Cultural safety

Mental health and wellbeing services are to be culturally safe and responsive to people of all racial, ethnic, faith-based and cultural backgrounds.
Treatment and care is to be appropriate for, and consistent with, the cultural and spiritual beliefs and practices of a person living with mental iliness
or psychological distress. Regard is to be given o the views of the person’s family and, to the extent that it is practicable and appropriate to do so,
the views of significant members of the person’s community. Regard is 1o be given 1o Aboriginal and Torres Strait Islander people’s unigue culture
and identity, including connections to family and kinship, community, Country and waters.

Treatment and care for Aboriginal and Torres Strait 1slander peoples is, to the extent that it is practicable and appropriate to do so, to be decided
and given having regard to the views of elders, traditional healers and Aboriginal and Torres Strait Islander mental health workers.

]
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Proper Consideration

What does this mean?

Proper consideration is the same test that applies to consideration of rights under the Charter of Human Rights and
Responsibilities Act 2006.
In practice, what this means will vary according to the context.

In circumstances where a decision is urgent or needs to be made under pressure, what is “proper consideration” will be
different to circumstances where there is more time for a decision or where the impact of a decision may be particularly
significant.

It does not mean that individual decisions must always be informed by legal advice, or that a sophisticated formula or process
must be followed (although this may be required for some very complex decisions).

Consideration of the mental health and wellbeing principles must be more than a token, tick box or formality.
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Decision-making Principles

« The care and transition to less restrictive support principle states that the aim of compulsory assessment and treatment is to promote recovery
and transition a patient to less restrictive treatment, and that they should receive comprehensive, compassionate, safe and high-quality services
to achieve this goal.

The es of lsory went and 1t and restrictive i ions principle establishes that compulsory treatment and
restrictive interventions significantly limit a patient’s human rights and can cause harm, including serious distress and disruption to a person's
life.

The no therapeutic benefit principle states that restrictive interventions offer no inherent therapeutic benefit to a person.

The balancing of harm principle states that compulsory assessment and treatment or restrictive interventions must not be used unless the
serious harm or deterioration to be prevented is [kely 1o be more significant than the harm that may result from it use.

The awtonomy principle states that the will and preferences of a person are 1o be given effect 1o the greatest extent possible in all decisions
about assessment, treatment, recavery and support, including those decisions relating to compulsory assessment and treatment.

The decision-making principles are in addition to the general principles and objectives

’mebmq}
Treatment and Restrictive Interventions MR

There are new decision-making principles which apply to the use of compulsory assessment and treatment and restrictive
interventions. Decision makers must give proper consideration to these principles

Provisions related to the use of restrictive interventions:
abligation on providers to aim to reduce the use of restrictive interventions with the eventual aim of eliminating their use
requirements 1o document alternatives tried or considered

to review the use of restrictive interventions and to offer an opportunity for the person subject to these interventions an
apportunity 1o participate in the review

Introduction of regulation of chemical restraint as a type of restrictive intervention

Maximum duration of a community treatment order is reduced from 12 moenths to & months

@ A
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Chemical Restraint

Chemical restraint is defined as the giving of a drug 1o a person for the primary purpose of controlling the person’s behaviour by restricting their
freedom of movement but does not include the giving of a drug to a person for the purpose of treatment or medical treatment.

= Reporting the use of chemical restraint will be required.

- Clinical mental health sefvice providers will be required to advise the Chief Peychiatrist of the use of restrictive interventions including the use of
chemical restraint.

Clinical mental health service providers need to seek authority fram the Authorised Psychiatrist to use chemical restraint

A new form has been developed for reporting: MHWA 143 Authority for chemical restraint.
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Assessment Orders

The Mental Health and Wellbeing Act 2022 introduces a new requirement that
assessment orders identify the responsible designated mental health service.
A registered medical practitioner or an authorised mental health practitioner who makes an assessment order for a person
must identify the designated mental health service that will be responsible for the person’s assessment.

At any time before a person is examined by an authorised psychiatrist, a registered medical practitioner or an authorised
mental health practitioner, they may vary an assessment order to specify a different designated mental health service which is
to be responsible for assessing the person.

R 1hd

Care and Control

Section 351 is now section 232
Section 232 can only be enacted by Police and Protective Service Officers

Authorised persons will now have the capacity to release a person from care and control when they are no longer at risk of
serious and imminent harm

Health professionals who can accept care and control at the designated mental health service or hospital are a registered
medical practitioner, an authorised mental health practitioner, or a registered nurse.

Care and control must be accepted as soon as is reasonably practicable and safe.

Defol LA
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Opt-out Non-Legal Mental Health Advocacy

A new opt out model of non-legal mental health advocacy has been established.

Victoria Legal Aid (VLA) will deliver the non-legal mental health advocacy service building on the independent Mental Health
Advocacy Services that has been running since 2015.

To support an opt-out approach where advocates make contact with people who are receiving compulsory treatment
notifications must be made to VLA at defined points.

In most cases this notification will occur automatically on a daily basis when information is entered into CML. Services need to
ensure that data is entered in a timely way.

The Chief Officer will issue protocols setting out timeframes and mechanisms for notifications as well as information about
communicating with consumers, families, carers and supporters about opt-out non-legal mental health advocacy.

An opt-out register will be available for people to register that they do not want to be offered or provided with non-legal mental
health advocacy services.
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Information Sharing

Mew provisions in relation to information sharing are introduced, including to:
= introduce new principles to clarify the purpose and expectations in relation to information sharing;
reflect the broader service system by allowing infermation sharing with Ambulance Victoria;
specify who can access information from the current electronic health information system (CMI/0DS) and the scope of such access;

enable a consumer to contribute a statement on their health information where a request to correct information has been made under the Freedom
of Information Act 1982 or the relevant Health Privacy Principle and the provider has refused to make the correction; and

to oblige mental health and wellbeing service providers to share information with family, carers or supporters at defined points of care (such as
admission or discharge) when a consumer has consented to this discdosure.

Mew provision that information must not be disclosed if there is a risk that a person may be subject to family violence or other serious harm

i)
Safeguards . Qﬁamm L/

The Mental Health and Wellbeing C: has been to provide acc and leadership across the mental
health and wellbeing system. This will include taking on the existing complaints-handling function of the Mental Health
Complaints Commissioner and will:

Wiehard o

- allow complaints from families, carers and supporters in relation to their experiences in these roles

- more closely align processes and powers with those available to the Health Complaints Commissioner under the Health
Complaints Act 2016

- explicitly allow for complaints about a failure to comply with obligations in relation to principles

The Chief Psychiatrist's jurisdiction is defined to include - desngnaled mental health services; mental health and wellbeing service
providers that provide mental health and wellbeing services in and any other prescribed entity or class of entity.
The Chief Psychiatrist will continue to issue gmdehnes standards and practice directions, including in relation to chemical
restraint as a new requirement under the Act.

The operation of the Mental Health Tribunal and the structure of the orders they make have not changed.

Treatment orders

oy v e P
=
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Compulsory assessment and treatment flow chart
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in Victoria

Referrals and secondary consults

. Mental Health Legal Centre
mhlc@mhlc.org.au
. (03) 9629 4422
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