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We started this project because MHLC kept receiving reports of people
with psychosocial disability being subjected to abuse, coercion and
financial exploitation.

We took these concerns to as many people as we could find to listen to
them. We reported these concerns to the relevant authorities and
regulators. There didn’t seem to be much of a response. And no one
agency was responsible.

Most of the people we were concerned about have limited natural
safeguards, although some had concerned family members, friends and
circles of support.

Minister Shorten met with a group of us to listen to our concerns. We
admitted that we knew there were a lot of issues, but we weren’t sure
how they were happening, what the drivers were, what the specific risk
and protective factors were or what could be done.

We needed to understand how to identify this abuse, why it is happening
and what can be done to reduce and prevent it, increase genuine choice
and control and try increase the protection of human rights.

We have tried to clearly illustrate the situations that have resulted in the
existence and persistence of abuse.

This report attempts to explain what we found and how we can improve
our capacity to identify, reduce and prevent the abuse of people living
with psychosocial disability in supported residential services and other
forms of accommodation settings.

Every name is fictitious in this report, but the people are very real.
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Reporting
approach

Empathy is one of our greatest gifts.

Feeling empathy for someone else involves trying to consider how
you might feel if you were them.

Walking in their shoes.

This is very hard to do if you have no description of the shoes or of
the journey.

We have tried to find ways of using experiences of neurotypical
people to invite a greater understanding about the experiences of
people living with psychosocial disability.

And their experiences of abuse.
Abuse is referred to throughout this report.

Unless specified otherwise, abuse includes but is not limited to
violence, neglect, manipulation, coercive control, restrictive
practices and financial exploitation.
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Quick word to the reader

If all you wanted was an Executive Summary, then please read the interim
report (in the appendix).

It has all the main headlines and most of the key details.
No judgement.
Honestly. You might be really busy.

It tells you pretty much everything we found out in a very short time, looking
at a very small area of this nation of ours.

And there were a lot of alarming issues identified.

We could even save you reading ‘the 105 things we wanted to tell you’ report
(what we called it). Even though it’s only a few pages long.

The summaryis: There are vulnerable adults being abused and we either don’t
know, don’t care or can’t do anything about it.

If you want to know more about what’s happening, listen to the people its
happening to, the people who are trying to do something about it, what we
tried to do about the reports of abuse and what we learned on the way, then
read on.

Also, if you only want to know the recommendations, they are also
summarised at the back.

Again, no judgement.

Might be worth pointing out that this report looks a lot bigger than it is.
Less words per page. Assuming you’ve noticed.

This final report is about taking you on the journey with us.

If you want to go far, you have to go together. There is safety in numbers.
People need other people.

In case things go wrong, you can help each other.

And we need lots of people on this journey. A lot of things are going wrong.
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This project has been an intensive and challenging one, the
multidisciplinary team and our multi-agency stakeholders have worked
tirelessly to identify issues and workshop potential solutions.

In particular, our Community Health Team members have re-exposed
themselves to vicarious trauma through their observations of
unacceptable living conditions and listening to people living with
disability discuss their experiences.

During the first 6 months of 2023 the project team

e Listened to 52 people living with psychosocial disability about
their experiences of living in supported residential services
(current & former residents) and/or NDIS.

e Held sector consultations with more than 35 sector
professionals.

e Visited more than 10 different Supported Residential Services
(SRSs).

e Met with stakeholders, regulators, decision-makers.

¢ Identified significant concerns related to more than 50
companies.

e Reported all concerns and accompanying evidence to
appropriate authorities.

e Provided access to legal assistance services to 26 different
individuals with a wide range of legal problems.

Box 1

Our willingness to undertake this difficult work has been founded on the
hope and expectation that the issues raised will be addressed.

We choose to believe that the key driver that enables unacceptable
practices to persist is the invisibility of this vulnerable cohort.

We hope that exposing the realities of the everyday lives of people living
with psychosocial disability that are vulnerable to abuse (including
system-driven predatory business practices and exploitation), will make
a difference.

The interim report identified a range of issues, concerns and alarming
practices specifically related to people living with disability within
private congregate care settings and other versions of supported
accommodation.

The standards that we accept are not acceptable.
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This final report expands on the interim report and its findings, providing
further evidence, examples and case studies of the lived experience of
residents and sector professionals including healthcare professions,
support coordinators, independent advocates, local area coordinators, SRS
managers and regulators.

Unfortunately, we have discovered pervasive instances of breaches of
fundamental rights, a lack of provision for basic needs, and range of abuses
and financial exploitation.

We have worked on solutions and recommendations that address the
individual, organisational and systemic challenges currently presented. We
have tried to explore actions that can be implemented in the short, medium
and long-term.

What happened to us this year?

e We listened to residents about their lived experiences, and we heard and
observed terrible stories.

e We saw how people living with psychosocial disability are particularly
vulnerable to abuse, including manipulation, coercive control, violence,
neglect, financial exploitation and significant restrictions of their
choice, control, freedom and rights.

e We found that people are left in circumstances that are unacceptable, in
terms of both risks of harm and standards of care.

e We heard and saw that the profit motive of the NDIS has driven
predatory businesses into the space.

e We learnt that raising alarm bells and reporting red flags did not result
in actions, sanctions, or effective protections.

e We discovered even when issues are highlighted and reported there is
not a specific authority responsible for addressing issues of concern.

e We explored the use of legal protections and found they were either
inadequate or underused.

e We realised that the perpetrators of these persistent abuses seem to
continue without significant repercussions and penalties. Whilst many
of the victims of these abuses had experiences of incarceration, none of
the perpetrators did.

There are intolerable levels of risks of harm to people living with disability
and low natural safeguards that are individual, organisational and
systemic.

Hopefully we all agree that people should be treated with respect.
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Summary of key findings

There should be clear accountability for ensuring the rights of people

living with disability are upheld and that their rights are appropriately

Igrotected and safeguarded, to enable equality of opportunity to positive
ealth and wellbeing, just like other Australians.

Supported residential services, SILs and other forms of housing for
people living with psychosocial disability are:

places of high risk of all forms of abuse

not overseen by a clear safeguarding authority
not held to high enough standards

overusing substituted decision-making

not cost-effective

There are key things that would improve the prevention, identification,
response and resolution of the risks of abuse.

These include:

Better access to appropriate supports that reduce risk

Better systemised approaches to preventative safeguarding
Clearer responsibilities for safeguarding and addressing risks
Place-based approaches to monitoring and reducing risks
Expanding the use of supported decision-making

Reducing the overuse of substituted decision-making
Stronger compliance requirements

More rigorous enforcement

Increased education for the workforce and the public
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Some Basics

A MHLC multi-agency project written up by Dove Ideal Project Solutions




We tend to think about our differences.

Racism, sexism, ableism, and all other forms of discrimination, are based
on thinking (negative, harmful) things about our differences.

We are all wonderfully unique.
Humans also have a lot in common with each and every other human.

We all want to feel like we are safe, connected, respected, heard. None of
us want to feel hungry, neglected, hurt, or lonely.

People living with disability are significantly less likely to be safe,
connected, respected or heard.

People need people.

We all need ‘circles of support’ and we rely on them when we are under
pressure, feel worried, have a big decision to make, or just need to know
someone cares.

Circles of support are also our ‘natural safeguards’ and they make sure
we are ok.

Pe%:le living with disability are less likely to have a circle of support.
And, more likely to need them.

People living with disability are more likely to be being abused.
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Ableism

Ableism doesn’t attract much attention, we don’t discuss it much, or look
at its impacts on the safety and well-being of people living with
disability.

Ableism is the discrimination that people living with disability face.
Ableism in Australia is structural, systemic, institutional and individual.

Ableism can be overt - the negative assumptions about a person living
with disability that come from stereotypes and ignorance.

Ableism can be subtle - the fear that unusual behaviours are dangerous,
the assumption that a person is ‘impaired’ or ‘faulty’ in some way.

Ableism is the result of conscious and unconscious bias.

Ableism has allowed the violence, abuse, neglect and exploitation of
people living with disability to persist.

Equal opportunities are not about treating everyone the same.

They are about treating people according to their differences so that they
have access to the same opportunities, particularly the fundamental
rights to being safe from harm and to the best chance of positive health
and well-being.
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UNCRPD

Australia is signatory to the United Nations Convention on the Rights of
Persons with Disabilities (UNCRPD), although it has not been enacted
into Australian law.

The UNCRPD explicitly states a range of rights that people living with
disability have.

The reasons these rights have been enshrined into the UNCRPD is
because people living with disability are historically and currently much
more likely to have their rights ignored and breached.

Amongst the rights that are spelt out are, that if you are a person living
with disability, you have:

e theright to freedom from abuse

e theright to humane treatment

¢ theright to make decisions that impact on you
e theright to choose who you live with

e theright to health
o theright to equitable access to health services

We are all entitled to live in clean, safe homes.
The UNCRPD states that this is also true for people living with disability.

“Parties recognize the right of persons with disabilities to an adequate standard of
living for themselves and their families, including adequate food, clothing and housing,
and to the continuous improvement of living conditions, and shall take

appropriate steps to safeguard and promote the realization of this right without
discrimination on the basis of disability.”

UNCRPD Article 28

Box 2 Article 28 - Adequate standard of living and social protection | United Nations Enable
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https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities/article-28-adequate-standard-of-living-and-social-protection.html

Right to Health
Health and social justice are intrinsically linked.

Health inequities are a reliable way to measure global, national and local
distributions of wealth.

Every person has a right to be healthy and every person should be
provided the capability to be healthy.

The capability to be healthy is defined as the opportunity to be healthy.

For Feople living with disability there are significant barriers to positive
health and well-being.

In recognition that social inequities impact on health and well-being the
UNCRPD explicitly declares that people living with disability have a
human right to have the opportunity to be healthy.

“Parties recognize that persons with disabilities have the right
to the enjoyment of the highest attainable standard of health
without discrimination on the basis of disability”

UNCRPD Article 25
Article 25 - Health | United Nations Enable

Box 3
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People living with disability

People living with disability are not a homogenous group, or a particular
type of person.

People living with disability come from all backgrounds, ages, cultures,
religions, genders, identities and economic circumstances.

According to international data and the World Health Organisation,
people living with disability die younger, have poorer health and
experience limitations that are dictated by the society they live in, rather
than the nature of the disability they live with.

Disability and poverty are interconnected; disability increases the
likelihood of pouverty and poverty increases the likelihood of disability.

If you are living with disability, you are more likely to be poor and if you
are poor, you are more likely to be living with disability.

Living with disability increases a person’s risk to violence, abuse, neglect
and exploitation.

Different types of disability have different risk and protective factors.

Different people living with the same disability will also have individual
risk and protective factors.
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Social determinants of mental health

The social determinants of health are well documented, health inequities
are the result of, and influenced by, the distribution of power, wealth and
resources.

The social determinants of health are also the social determinants of
mental health.

Physical and mental health are correlated to each other, how we feel
physically and mentally influence each other.

The social determinants of your mental health include:

your age
your socio-economic status
your level of education

your cultural background
your housing circumstances
your access to services

how people treat you

The World Health Organisation determinants of mental health include
“social, cultural, economic, political and environmental factors such as
national policies, social protection, living standards, working
conditions, and community social supports”

WHO Mental Health Action Plan 2013-2020 pgt
Box 4
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“A person’s mental health is shaped by various social, economic,
physical, and environmental factors, at different stages of life.

Risk factors are heavily associated with social inequalities”

Dorvil H and Tousignant-Groulx J (2019)
Models of Housing in the Quebec Setting for Individuals With Mental lliness pg1

Box 5

Psychosocial Disability

Psychosocial disability exists when a person’s mental health condition
creates barriers and impacts on their equal access to participate in
society.

Psychosocial disability is not a diagnosis - it is the result of the impacts
of a mental health condition.

Psychosocial disability can include, but is not limited to, mental illnesses,
cognitive impairments or mood disorders.

It is possible to have a mental illness and not experience psychosocial
disability.

According to the Australian Institute of Health and Welfare, in 2018,
4.6% of Australians (1.1 million people) had psychosocial disability.

Of these:

« 85.5% had at least one other disabling condition
« 38.8% had a profound limitation
« 24.1% experienced discrimination

A psychosocial disability often impacts on a person’s ability to access or
engage with other people or situations.

If you have a psychosocial disability, you might find it more difficult to
communicate, or to provide or receive complicated information.

People experiencing psychosocial disability are at significantly increased

risk of social exclusion, poor health, poverty, homelessness,
incarceration, institutional trauma and suicide.
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One of the challenges associated with the system, organisations and
individuals working with people living with psychosocial disability, is
that there is a significant lack of understanding.

Psychosocial disability is poorly understood. People living with
psychosocial disability experience a lot of ableism.

We tend to rely on a medical model of disability, which is related to the
diagnosis and the person, for example Jack has autism, Jill has bi-polar
disorder, Jim has an intellectual disability.

We focus on the impairments or functioning of the disability, Jack, Jill
and Jim are considered to have ‘behaviours of concern’, poor recall skills
or difficulty concentrating.

We also tend to see behaviour as attributed to the disability rather than
as a response to the environment.

If we look at the social model of disability, we are focussed on the
barriers and challenges that result in Jack, Jill and Jim being impacted
negatively simply because they have a disability.

If we were using the social model of disability, we might look at the social
isolation that impact on Jack, Jill and Jim.

We might also see that it is difficult for Jack, Jill and Jim to receive health
services.

This is partly because health services are designed for people to attend
that have identified that they need to see a health professional, that have
made and remembered an appointment and can wait quietly in the
waiting room.

Jack, Jill and Jim might need support to identify that they need a doctor,
help to organise and arrive at an appointment and support whilst at the
service.

Here is an example of how these two models view the same challenge.
Someone that is born with no legs:

« the medical model of disability would sm};\the disability is not having legs

« the social model of disability would say that people without legs can’t
access communitg{ facilities because buildings, cars and streets are
designed for people with legs. The barriers in the environment result in

disability. By changing the environment, the disability is reduced, e.g. by
putting in wheelchair ramps, lifts and fitting cars with hand controls.

Box 6 Our emphasis. Source: Website: Disabilitg_and psgchosocial disabilitH - Reimagine
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If you know one person with psychosocial disability, you know one
person with psychosocial disability.

Knowing one person called Sam doesn’t mean that you ‘know what
Sams are like’. There are a lot of different types of people called Sam.

The needs of people living with psychosocial disability vary not just from
person to person, but within the person themselves.

Most of us prefer to have continuity in our care. If our doctor or nurse is
familiar with us, they already know how to approach the sharing of
information for a positive outcome.

This familiarity with us as a unique individual is even more important
with people living with psychosocial disability.

For example, knowledge of the environmental factors that impact on a
person’s capacity to exchange information, enables conversations to
take place in ways that accommodate the individual.

When we are able to recognise how we are feeling, and describe what is
happening to us, our health professionals are (hopefully) able to provide
an appropriate and considered response, assessment and options for
treatment.

For people with psychosocial disability, physical and mental health
issues can present in ‘behavioural challenges’ and these can make it
more difficult to identify a health need.

Appropriate and comprehensive assessment is required for appropriate
and comprehensive diagnosis and treatment.

People living with psychosocial disability derive positive health and well-
being benefits from access to multi-disciplinary face-to-face
approaches with people that they are familiar with and who are
familiar with them.

The right supports can have a dramatic imlpact on psychosocial disability
and improve a person’s quality of life, health and wellbeing outcomes.
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Housing status

Residents of supported residential services are experiencing a form of
homelessness.

Homeless is not the same as roofless.

A person is considered to be experiencing homelessness if they do not
have access to safe, secure, affordable accommodation.

SRSs are not described by their residents as safe. And they aren’t.

SRSs (and SILs) are very insecure forms of housing. Residents have very
few tenancy protections and live with the constant threat of eviction.

As for affordability, SRS residents pay up to 95% of their Disability
Support Pension (plus their rental assistance) for their accommodation,
which includes the costs of shelter, bills and daily supports. This leaves
them with as little as $100 a month to ‘choose’ how to spend. Maybe.

Households are considered to be experiencing financial pressure if more
than 30% of their income is allocated to the costs of shelter.

The cumulative health impacts of living in SRSs are very similar to those
experienced by other people that are homeless, including early death and
premature aging.
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Capacity
People should be presumed to have capacity, even people living with
psychosocial disability.

The presumption of capacity is a right.

The ‘capacity test’ for decision-making involves whether a person can
understand the information, retain the information, weigh the
information and communicate their decision.

To have the capacity to make a decision about what kind of potato dish
you like, you would have to:

e understand what a potato is and that there are different options for
how you can eat them,

e remember that information for long enough to work out which way
you prefer them,

e decide what your preference is, and
e be able to indicate which way you want them.

Once you have shown you have the capacity to decide on mashed potato,
it is okay for someone to check if you are sure of your choice. Itisn’t
okay for them to decide that you must choose roast potatoes because
they think it’s a better choice.

A person might need some extra support for one particular area of their
capacity process in order to be able to make and communicate a
decision. Needing support to make a decision is not the same as not
being able to make a decision.

Capacity for a person living with psychosocial disability might be
variable.

A range of external and environmental factors influence a person’s
capacity.

Assessments of the capacity of a person living with psychosocial
disability need to be performed:

e face-to-face
e in consideration of where and when, and

e by someone that has been able to establish effective ways to
communicate.
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Decision-making

People have a right to make their own decisions wherever possible.

For all of us, optimum decision-making is based on a range of
variables including when, where and how we are expected to make
a decision.

How big the repercussions of a decision are, as well how many
factors are involved, will make a decision easier or more complex.

Some psychosocial disability has elements of variable decision-
making capacity. Some days are better than others for making a
decision.

Supported decision-making is an approach that seeks to work with
a person’s individual capacity and support them to make their own
decision.

Many of the experiences of people living with psychosocial disability
are of people making decisions ‘in their best interest’.

Substituted decision-making is only supposed to be used as a last
resort, when it has been determined that a person does not have the
capacity to make their own decisions.

Substituted decision-making is not about making a decision that you
think is a good idea for someone. It’s supposed to be used to make
decisions that that individual person would choose, if they could.

The person that is making the decision for someone should definitely
not have any conflict of interest attached to the outcome of the
decision.
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Your autonomy (choice and control)
For people living with autonomy, we take many things for granted.

If a situation doesn’t meet our basic needs, or a person treats us
without regard for our dignity, we have options.

We can highlight the issue concerning us and seek to have it
addressed.

We can leave a relationship.

We can choose to live in a different environment.

We can ask for legal protection from a person causing us harm.
We can choose our own bedtime and who shares our bedroom.
We can choose if we want to go out or stay home.

We can decide if we want to see a doctor.

We can choose how often we change our underwear, clothing,
bedding.

Many residents in SRSs are living without basic choice and control.

Residents are subjected to other people’s decisions about how they
live, where they live, who lives with them, what they eat.

Importantly, someone often also formally decides who will make
decisions about them and ‘for’ them through Guardianship and
Administration Orders.

Some of these are used to protect people and some are used to control
people.

They’re always restrictive, so the difference isn’t always obvious.
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Exercising Choice (If you don’t use it, you lose it)

For most people exercising choice and control in their lives comes from
the everyday and mundane.

Choosing simple things like when to eat, what to drink, whether to go
out or stay in and what to watch on tuv are actually decisions.

We keep our capacity muscle stronger by the daily workouts,

For people living in SRSs there are very limited choices to be exercised
and residents are accustomed to the staff making all of these daily
decisions for them.

There are significant challenges, that have enduring impacts, when
people have been institutionalised for many, many years.

Someone else, even if they are kind and caring, decides what they have
for their breakfast, lunch, dinner and what time, when they take their
medications, whether they can have a cup of coffee and how they spend
their money.

The less decisions you make, the trickier decisions become.
This means you become institutionally deskilled.

When your capacity muscle has let their gym membership lapse and gets
no exercise at all, it might need a training buddy to help lift the weights.

It’s not that residents become completely incapable of decision-making.

They just might need various degrees of support to ensure that they can
understand, retain, weigh and use the information provided to make a
choice that suits them and their needs.

This support needs to be from people without any vested interest in the
outcome of their choice.
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Brief overview of Supported Residential Services

Supported residential services (SRS) are the Victorian version of private
congregate care.

Private congregate care (PCC) services are operated across Australia by
private businesses; they are called different things in different States.

Private congregate care accommodations were developed in response to
‘deinstitutionalisation’ and the closure of ‘asylums’ as places to ‘look
after’ people with psychosocial disability.

We realised that it wasn’t very humane to lock people away, for life, into
large institutions because they had unusual behaviours.

So now we ‘close’ them into a tgge of mini-institution, most commonly
with 25-40 other residents, run by profit-driven businesses.

The unintended consequences of closing down the hospital-type large
institutions are that now we leave the responsibility of supporting many
very vulnerable people living with psychosocial disability in the hands of
a largely unqualified group of people. Running as a business.

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’.

The Act defines personal support as the provision of one or more of the
following:

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.
e Assistance with eating and maintaining adequate nutrition.

Box 7

The Supported Residential Services (Private Proprietors) Act 2010 is referred
to as ‘the SRS Act’ throughout this report.
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People enter an SRS because they need support for daily living and self-
care activities such as meals. cleaning, laundry, taking their
medications.

Most people find their way to an SRS through discharge from a mental
health facility, prison or a homelessness service. Sometimes cyclically.

Some residents enter an SRS because their parent has passed away or a
family member can no longer provide daily living or behaviour
management supports.

There are no specific criteria for entry to an SRS, they are open to anyone
who wants accommodation and supports.

This means that although about 80% of residents are living with
disability and health and mental health needs, they are not considered
disability, health or mental health services.

The two most common exits from an SRS are to another SRS or death.

“I guess | would have been homeless otherwise, but not many
options for me.

This is my life.
Prisons or SRSs it seems.
State Trustees controls my money.

Not much pocket money left over either.”

“[Resident]’s history of incarceration, heavy alcohol use, and cognitive
issues make it hard to support and place him in appropriate accommodation

settings with other people.

Yet he does respond well to people who are non-judgemental, respectful of
his space and are patient with him when he needs to vent.

Having the right staff or supports with proper training would probably
benefit him.

However, the staff of the SRS often either trigger his behaviours unwittingly
or shut down and avoid him as they do not know how to engage with

him.” Observation notes
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Resident profile

About 4000 people live in the 117 Supported Residential Services across
Victoria.

The average age of SRS residents is 67. Just over half of residents are
between 50 and 79 years old, 30% are 80+, 17% are under 50.

Residents are charged between 85%-95% of their Disability Support
Pension (DSP) for housing and supports at a pension-level SRS, more at
an above-pension SRS.

Approximately 1600 residents are NDIS participants.

The majority of residents have psychosocial disability, co-occurring
mental health and physical health needs.

Some residents have self-medicated their mental health issues with
alcohol and other drugs (AOD) use.

Many residents have lived in institutional type settings their entire adult
life. Many residents cannot be appropriately supported by people with
limited qualifications and experience.

Residents are disproportionately likely to have experienced trauma, often
occurring within institutional environments and require trauma-
informed responses and approaches to engagement.

The personal care needs of residents in an SRS vary considerably. Some
residents have a level of independent living skills and only need a
reminder to engage in activities or undertake self-care activities.

Other residents need support to safely shower or supervision to ensure
they take their medications. Some residents have variable support needs
- at times needing very little support, and at other times having
considerable support needs.

Under the framing of the regulations, residents of supported residential
services are categorised as having ‘low care needs’ and are therefore
able to live in environments where the recf]uirements only include
minimum levels of staff with low levels of qualifications.

The limited regulatory and operational safeguards leave residents
exposed to risks of abuse, particularly those abuses related to
predatory business practices.

This loose regulatory framework, with its limited safeguards, also

results in limited systemic capacity to identify or respond to residents
needs or to identify and respond to their abuse.
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The
Voices
of
People
we listened to

‘Nothing about us, without us’ principles guided our
approach.

We wanted to know what people living with psychosocial
disability thought about their SRSs and/or NDIS.

The things that do work and don’t work for them.
And what they would do with a magic wand.
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“l wish we could do our own laundry.

I hate when they finish the laundry and put it out in the
public area to be picked up... Stuff goes missing.

How many times have my jocks and socks disappeared?
| could do my own laundry, but they won'’t let us.

I don'’t like it when the GP comes and sits over there at the
reception desk to see people.

Everyone hears your business. Not much privacy really.
At least this SRS has heaters.
Man, | was in one SRS that was so cold in winter!
| think it was warmer outside than inside.

Never enough blankets, so you had to sleep in extra clothes.
Ridiculous.

Yeah, I'm kinda satisfied with this place. It’s ok.

I don’t really know how to find another place; this is all |
know. I guess I’'m fortunate to have at least this.

If I had a magic wand?

I’d get a place where | had my own room, could get the food
I like, and have more money to buy DVDs and a good TV.”

Stan
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Consultations with residents

We listened to 52 different people living with psychosocial disability
about their lived experiences of living in SRSs and/or their experiences
of receiving NDIS supports.

We ensured all safety, risk management and ethical processes were
adhered to and that follow-up supports were provided.

We focused on listening to people who are currently safe.
We made sure we didn’t increase anybody’s risk of harm.

We relied on observations from the team and the sector when it came to
residents that are currently living in circumstances of concern, and
ensured these were all reported to relevant authorities.

A wide variety of people living with psychosocial disability were
provided the opportunity to have their voice heard.

Most are residents we listened to are currently living in SRSs, some had
been moved in Aged Care facilities, one is currently and successfully
living with his brother, and one is now very, very happily in a home-like
environment with 4 other people utilising their SIL funding, run by a not-
for-profit. Very sadly, a few people had been so impacted by their
experiences that they no longer had the capacity to engage in
conversations.

To adapt to people’s communication needs, consultations were held in
informal conversational styles with open-ended questions related to
experiences of current and previous services, quality ratings, ideas for
improvements and magic wand wishes.

All consultations were conducted by qualified people with extensive
experience in listening to people with neurodiverse ways of
communicating.

All information has been de-identified and all names are fictitious.

We are very grateful for people’s willingness to share their perspectives
and insights gained from their lived experience.

Many expressed that they appreciated being heard.

These consultations identified concerns about a range of risks associated
with the circumstances of people living with psychosocial disability.

Their lived experiences were difficult to hear, let alone to have
experienced.
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There are many risks associated with living in su[r)]ported
accommodation services and we also wanted to hear if there were any
positive outcomes associated with people’s lived experiences of these
environments.

The solutions and recommendations provided in this report are in direct
response to what we heard; the voice of people living with psychosocial
disability need to inform the changes that need to be implemented.

And there does need to be changes.

We heard frequent examples of unacceptable standards and behaviours,
abuse and human rights breaches.

Key themes included:

e Experiences of abuse including neglect, coercive control and
financial exploitation

e Low standards of care and support

e Unacceptable living conditions

e Experiences of not being believed, accusations of ‘liking to
complain’

e Food

e Money (lack of)

e Lack of choices

o Fear of proprietors and other residents

o Eviction as an ever-present threat

Some people talked about recent events, whilst others wanted to talk
about things that had happened many years ago that still upset them.

Some people we listened to have challenges with recall, however, chose
to talk about their perspectives with reference to very specific details of
the times, locations and people involved with historical incidents.

Memory recall is variable for all of us, we might forget what we ate last
Tuesday or even take a minute to remember our age, but we find it much
easier to remember important events in our lives.
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Food

Food was one of the most frequently referred to issues during
consultations with people living with psychosocial disability.

During discussions with people that were no longer living in SRSs they
mentioned that ‘getting to choose what | eat’ is one of the best things
about their current living situation.

For people currently living in SRSs, food consistently featured as a
barometer of how good or bad an SRS was.

Lower scoring SRSs had ‘terrible food’ and higher scoring SRSs were
places where ‘the food is alright | suppose’.

Many of the magic wand wishes for both current and former resident
also included food. More than one resident mentioned ‘bacon and eggs
would be nice’.

What was the best thing?

For many residents the main benefit of living in an accommodation with
other people is that they are living in a small community of people, and
that this provides them a sense of belonging and opportunity for
friendships and casual, incidental chats.

“The other residents - they were my friends”

“I like living with quite a lot of other people. I’m not
everybody’s cup of tea. When I’m not getting on with
someone, there’s always someone else | can have a laugh
with. When someone else is having a bad day, they can
choose to chat to me instead of staff. Or they might need
some space and I’ll have a chat to someone else.”

In designing fit-for-purpose accommodation services for people living
with psychosocial disability, consideration should be given to the
impacts of social isolation and the need for both formal and informal
connections.

Loneliness has a very significant impact on our health. People living with
sychosocial disability are particularly at risk of social exclusion and
oneliness.
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Some magic wand wishes

“I'd get a place where | had my own room, could get the food I like,
and have more money to buy DVDs and a good TV.”

“An apology from (proprietor of previous SRS)”

“l would win the lottery! Haha. But | can’t afford a ticket, so that
isn’t happening. | would like not to have to borrow all the time from
others. I'd like to be able to maybe travel a bit, even around
Melbourne or Australia. I’ve got no one to go with, and no money...”

“I’d move in with [my friend] But she won’t let me. If | did, our

pensions would decrease too. At least that is what her support

workers say. | just know that | wouldn’t be living in this place. I'd
et my own place or move in with [my friend]... But | need money
or that, and State Trustees takes that.”

“More money. Some of the people in this place are real F*§$-wits.
Would definitely not choose to live with the likes of them.”

“Well, I’d like my own place and have nobody tellin%me what | have
to do. I'd like to make my own food, or at least be able to buy things
| like, like bacon and eggs. I'd like to be able to afford smokes, so |
don’t have to go looking for butts all the time.”

‘If rent was less, he would pay for a streaming service and the
internet to watch other TV than free to air. Is tired of trying to watch
TV with other people shouting or talking over the program. Would
prefer his own place so he could do his own cooking. Would like
somewhere quiet and peaceful with good access to shops.’

‘Wants to live independently or sharing with only 1-2 people. Wants
a social worker engaged to keep an eye on her and facilitate her
managing her own accommodation. Wants to be around people
with more compassion and understanding. Owner of previous SRS
should have faced consequences after closure.’
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Jack has a history of mental health challenges.

His previous experience within SRSs were very negative and
he has experienced coercive controlling behaviours by both
the management of his accommodation and his NDIS
provider.

He was forced to sign on to a specific NDIS provider with
threats of eviction.

Conditions at the SRS were very low standards including
terrible food, tobacco sold from the front desk and
restrictions on his visitors.

Jack’s ‘support workers’ were the same staff that worked at
the SRS.

He often had his NDIS appointments cancelled without
notice.

He heard that the management were using funds from
residents’ NDIS plans to purchase properties.

Jack continued to be charged for rent after he had moved
out.

After Jack left his SRS accommodation (to live with his
brother) he was persistently harassed by his previous SRS
management and NDIS provider by telephone until he was
forced to change his number.
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Bill felt like his experience in an SRS was like being in prison.
‘There are no choices, you do as your told.’

Bill reports feeling very unsafe, with staff both unavailable

and unable to manage residents with challenging

behaviours.

Bill enjoys his SIL accommodation as he feels safe, has

freedom of movement, privacy in the bathroom and the
choice to eat according to his preferences.

Frank has lived in SRSs most of his adult life.

He has experienced coercive and controlling behaviours
from managers of SRSs.

His money is managed by the State Trustees who have
insisted he stay at an SRS, or they won’t release any funds
for him.

Frank feels his current NDIS provider doesn’t provide much
support, often a trip to McDonalds or somewhere like that.
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Pete has had a NDIS package for a couple of years and
believes it is worth about $24,000.

He has not been given any supports so is unsure how his
funding has been spent, but at one point was told he had no
more funds available for the year.

He didn’t sign a plan that was given to him that said he
wanted to live in Ballarat because this was untrue.

He believes he is waiting for an OT report about which
activities he could be involved in.

He doesn’t know what company his package is with, doesn’t
know the name of his support coordinator and can’t look
anything up online as he has no access to the internet or a
computer.

He believes he has about $300,000 with the State Trustees
but cannot access any of it.

His recent request for $50 was refused.

Pete was placed in another SRS for a few months and when
asked to rate it said:

“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.”
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Larry and Lily lived for more than 20 years at a former
SRS in shared rooms with at least 2 other residents.

The common toilets were some distance from the
rooms and offered little privacy.

There was no ability to manage the temperature within
rooms and facilities were in very poor condition and
unhygienic.

The premises were overcrowded, chaotic and dark
with minimal staffing.

Lily believed that if she didn’t help with the chores like
the laundry she would be evicted, and she fixated on
her ‘duties’ of folding the laundry.

Since moving into a much nicer, cleaner, warmer, safer
environment Larry and Lily have both been impacted
by significant cognitive decline.

Lily and Larry are no longer able to actively engage in
verbal conversations.

Lily repeats ‘Do | have to leave?” frequently.

She still walks around with folded bedding in her arms.
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Conditions

Supported Residential Services K, L

The unliveable conditions of particular SRSs were a theme in
some of the conversations with residents and practitioners.

A former resident said of SRS K

“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.”

A resident perspective of SRS L:

“It’s a rabble the way its run, resident’s 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.”
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Our observations from listening included:

e People have been left, and are being left, in conditions that are
unacceptably low as standards of living. We are allowing vulnerable
people to live in places that are abusive, with their perpetrators.

e SRSs often threatened to evict residents.
e Many of the people we listened to had a lack of capacity to self-advocate.

e Applying for Guardianship seemed to be the only option for protecting
particular residents from high risks - better safeguards would reduce this
use as it is not the ideal solution for resident autonomy and rights.

e People had lived experience of facing discrimination and the perception of
being an unreliable witness.

e Some residents need early access to Aged Care services.

e Some female residents are scared all the time because they have to live
with men.

e People with psychosocial disability faced a range of barriers to lodge
complaints, particularly about the people ‘in charge’ of them.

e Thereis an over-reliance on decisions made by proprietors and NDIS
providers rather than qualified specialists.

e 30:1 staff ratio leaves significant risks of the abuse and neglect of people
living with psychosocial disability and health needs

e The quality of SRS accommodation & services need dramatic improvements
and should be held to higher standards.

We also discovered that there have been applications for guardianship by
proprietors, managers & NDIS providers. There are significant risks associated
with the conflict of interest presented by a substituted decision-maker having
the responsibility to make decisions that may benefit their business and/or
income.

Living with the constant fear about eviction has cumulative health and well-
being impacts. Proprietors threaten evictions for a wide range of reasons
including refusal to sign documents, because of a willingness to complain
about treatment or standards of care, or due to ‘difficult to manage
behaviours’.

Most SRS buildings are in urgent need of infrastructure upgrades and
renovation to improuve facilities, privacy and inclusive and safe communal
spaces.

Despite the persistent risk of homelessness experienced by many people

living with psychosocial disability, people Iiuin? with disability are not a
priority cohort in the National Housing &§ Homelessness Plan.
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Guardianship

Currently there is an over-reliance on Guardianship Orders. There are
significant challenges related to Guardianship.

Some providers/proprietors have applied for Guardianship Orders for people
they are providing services to, which is an alarmingly significant conflict of
interest.

There are times that, in order to protect a resident from predatory business
practices, community health nurses and independent advocates have sought
the appointment of a Guardian from the Office of the Public Advocate.

People living with psychosocial disability outside of the family home can be
very vulnerable and require supports that are familiar with their needs and
communication styles.

Independent advocates and community health supports that are familiar with
the individual, and their needs and communication styles, would not be able
to acts as Guardians, as this would create a conflict of interest.

The powers of a Guardian are specified in the order or appointment and can
vary considerably. A Guardian may be able to make decisions about a range of
personal matters including where someone lives and which services they
access.

Guardians are intended to only be used as a last resort as they have powers
that limit and restrict a person’s right to exercise their choice and control.

Many of the residents we listened to have an Administration Order which
appoints the State Trustees to manage their finances,

Utilising Guardians to provide safeguards for people living with psychosocial
disability has significant challenges:

e Guardians are not independent advocates, they are substitute decision-
makers.

e The use of Guardians provides restrictions on choice and control that
may exceed those required for a range of decisions.

e Thereis considerable variability in the experiences of Guardians in terms
of working with people living with psychosocial disability.
e Guardians appointed through the Public Advocacy system vary in levels

of skills, experience and willingness to actively engage and support
individuals.

e Guardians aren’t required to engage face-to-face with the person they
are making decisions for.

e When Guardians are utilised, there are waiting lists.

e Guardians are not required to have specific skills related to working with
people living with psychosocial disability or supported decision-making.

e Support guardians may have an appropriate role to play with people
living with psychosocial disability and multiple complex needs.
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Some positive experiences

A few of the SRSs visited were clearly being run by caring,
compassionate and experienced people who ensured their residents had
access to their supports to maximise their quality of life.

One proprietor discussed having registered as a NDIS provider but
deciding not to provide supports, due to their concerns over the
potential conflicts of interest.

“l have a lot of friends here. | like it at [this SRS].
It’s been my home for like 20 years.

Where else can | go? | don’t know anywhere else.

| like it here because | know people here and I’'m close to my sister’s
place - able to walk there in 30 minutes.

But she gets upset with me if | come too often... probably because
I’m always asking for money, ha, ha.

Cigarettes are so expensive!

I’m one of the lucky ones here because | have my own room.
Thank God. | know others here always complain about having to
share rooms.

| think 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 SRSs.

I’ve never really asked anyone to help me find a different place.
Thisisit.”

Andrew
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Observation notes

Charlotte, in her 60’s, shares a room with Chloe, a recent
arrival, late 20s?

Hospital curtain to divide the room.

Share an ensuite.

Charlotte has lived at [this SRS] for 23 years and states staff
are very good to her, and she also likes her NDIS support
worker who takes her out.

After 23 years there are no personal belongings or trappings
of a home in the room.

Felt like a hospital room and very stark and bare.
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"This is a better SRS than previous places | stayed...

At least here | can do what | want, and [manager] is nice to
me.

| have my own room here too, and my own TV. | like that.
| finally got off a depot and just take tablets.

That’s good for a change. | hated the depot injections.

| sometimes just need to just get away from here.

| get on the train and go to Warrnambool or someplace like
that. Sort of a “holiday”.

| usually get a few days accommodation from the Salvos or
something and they give me food vouchers, ha, ha.

State Trustees often won’t release my money to me when
I’m there, but make me come back to here.

| guess I’ve mucked it up enough times and became
homeless again when | do that.

But sometimes | just need to get away.
The food is OK.
| 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 SRSs, 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... “
Edward
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The
Experiences
of
the Sector

It is important to have people who care about you, not just
people who care for you.

You can’t pay people to care about you, you can only pay
people to provide care for you.

It is wonderful that we have people across the sector and the
community who genuinely do care.
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Betty, working at a not-for-profit service, has a wide range of
concerns related to the practices of a variety of NDIS providers both
registered and unregistered as well as range of SRSs.

Key concerns of predatory business practices including:

e Collecting people on discharge from hospital when support
workers aren’t around and taking them to private unregistered
dwellings

e Providers targeting residents with larger packages
¢ |nvoicing for services that haven’t been provided

e SRSs charging NDIS supports that are included in SRS
accommodation services

e NDIA appointed a service that did not provide appropriate
services and then over billed multiple vulnerable participants

After alerting NDIS Quality & Safequards Commission (Q&SC) about a
range of concerns including manipulation, coercion and
inappropriate invoicing there was a very long delay before receiving
any response.

After 18 months the response from NDIS Q§SC was that the specific
concerns reported did not constitute a breach of the current codes
of practice.

Barry has worked for various community health centres for many years.

He is very concerned over the quality of the supports provided by
particular NDIS providers to the residents of SRSs.

Key concerns were:

e Supports were not actively eng gmg with residents, they were
simply turning up (sitting around on their phones etc.).

e Providers were not addressing the supports required to ensure
residents addressed health needs.

e Providers were making plans for residents without them having
any input or voice into the plan.

e Some NDIS services were used by some proprietors as preferred
providers for the majority of residents.

e Residents are reluctant to change workers or complain even when
they don’t feel like they get much out of it.
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Sector Consultations

During the project we consulted with more than 35 experienced professionals,
operating in a diverse range of agencies and holding a variety of positions.

We listened to regulators, local area coordinators, plan managers, SRS
proprietors, support coordinators, independent advocates, community health
nurses, and subject matter experts.

We appreciated their willingness to explain their experiences, perspectives,
concerns, challenges and potential solutions.

The majority of those we spoke to requested that we keep their contributions
de-identified.

Many of the professionals we spoke with were practitioners with specific
expertise in providing services for people living with psychosocial disability.

These consultations flagged concerns about a range of risks related to the
practices of more than 50 companies providing services for people living with
psychosocial disability.

Some of the stories from the front-line work was harrowing and alarming.
The abuse of people living with psychosocial disability in a range of
supported accommodation environments is pervasive and persistent.

All the specific details of the risks and concerns were provided by our team to
the relevant authorities to investigate and take action.

These risks and concerns included examples of

e kidnap

e coercion & bullying

¢ manipulation

e harassment

e neglect

e bribery

e grooming

¢ mishandling of medications

e collusion between businesses

e financial abuse and exploitation, fraudulent billing practices, NDIS
package drainage

Some of the concerns had already been reported to NDIS Quality & Safeguards
and/or the SRS regulator. Acknowledgement of complaints and remedial
actions were largely insufficient and effective robust actions were lacking.
These practices are persisting, and the predatory companies appear to be
growing in size and volume. New concerns were presented weekly.
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Multiple reports of unacceptable conditions and practices
Supported Residential Service P

The manager Derek exerts a lot of managerial controls over the lives of the
residents.

Derek has been observed approaching residents accompanied by a stranger and
insisting that they sign paperwork. Several residents were observed signing,
however none of them were able to say what they had just signed. They said they
signed because Derek told them to.

Derek called an external worker and began yelling at them because a resident had
asked for help to use a different worker from the one that Derek wanted her to use.
Derek then issued a sweeping ban on all workers entering the building without prior
approval from him.

Derek has discouraged residents from considering moving out and told them if they
go and look at other housing options, they will be asked to leave the SRS.

Derek handles most of the residents’ money ‘for’ them, including making
withdrawals using their atm cards. There are concerns that he benefits financially
by ‘managing’ residents’ money.

Residents report feeling scared to live there but worried there is no other choice,

There is a high proportion of residents that have unmanaged mental health issues
and complex care needs and there are often no staff in attendance in the evening.

A female resident was told to lock themselves in the kitchen if any of the other
residents’ behaviours become threatening. She did this. A resident was intoxicated
and attempting to assault her and there were no staff present.

There is a high staff turnover. Medications are distributed bc'fl an elderly resident
with psychosocial disability who works as a volunteer and does a lot of the meal
prepping. Medications used to be left on dining room table at breakfast left beside
resident plates where they usually sit. There was a high risk of the wrong
medications being taken or people not taking any medications. After a documented
photographed complaint went to the regulator this practice was stopped. Now the
resident bangs on each person’s door in the morning and hands them their meds.

There are frequent bed bug outbreaks.

A resident was left with a huge visible weeping tumour on his neck in a dishevelled
room. It was obvious to any care provider that he was unwell; he couldn’t swallow
food or medications and was simply left to waste away in his room. Once he was
discovered, after much advocacy he was admitted to hospital, and it was late-stage
cancer. Derek threw out the contents of his room and left instructions to the
hospital that he was not allowed to return.

Derek owns multiple SRSs as well as a NDIS company although this was onl

discovered through ASIC register checks as the holding companies have dif?erent
company names.
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Jim lives independently in public housing with supports from
community health services, a NDIS provider and regular contact with
his Aunt.

Jim had a podiatry appointment on Tuesday morning which his
community health nurse, Linda, took him to attend. Jim had another
appointment in the afternoon, so Linda put a reminder in his phone
and agreed to collect him later the same day. When Linda called to
remind him that she was on her way to collect him, he was in the car
with an unidentified worker. After initially claiming they were going
to a dental appointment, Jim then said they were going for lunch and
the unnamed driver prompted Jim to refer to him as ‘a friend’. Linda
told Jim to enjoy his lunch and that she would reschedule his
appointment.

On Friday Linda called Jim to remind him of an appointment at the
hospital that she was taking him to later that morning. He said he
wasn’t at home, that he was in a ‘rehab facility’ but was unable to say
what it was called or where it was. Linda asked to speak to a member
of staff at the facility however the phone kept being disconnected each
time it was handed over. Linda asked if Jim could work out where he
was, any street names, landmarks etc. Jim was unable to identify
where he was. Linda attempted to contact his support workers to no
avail. Linda contacted his lawyer as he had been due to appear in
court the previous day and the lawyer informed her that Jim had not
appeared for his hearing.

Linda then contacted his Aunt, who was very distressed as she had
called Jim on Tuesday lunchtime to let him know she was heading over
for a visit and he had been with two unidentified workers. They
informed her they were taking him from his home as it was ‘messy and
unfit’ and they were taking him to a new townhouse in another suburb
(about 45 kms away). His Aunt protested that they had no right to take
him from his home and they hung up on her.

After Linda reported her concerns to the police and her supervisor, she
arranged to go with her supervisor to the address that was provided to
Jim’s Aunt. Once they arrived near the address, they called Jim and
asked him to come to the front garden of the house.

Jim appeared at the front, quite distressed, and asked to go home.

The nurses gathered his belongings and, despite attempts from the
workers inside the house to prevent them leaving, they left and took
Jim back to his home.
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Kidnap

We received multiple reports of clients being removed from their
accommodation and taken to unknown, unregistered addresses, without
the knowledge of family and support providers.

People living with psychosocial disability have informed us that they
were taken/escorted under a range of false pretences, inaccurate
information and enticements to previously unknown places and had all
of their contacts removed from their phones, We consider this to be
kidnapping.

These kidnapping episodes occurred throughout the 6 months of the
project. Some residents have been recovered, whilst the whereabouts of
other are still unknown. Some participants were dumped back at SRSs in
a very poor health and with escalated ‘behaviours of concern’

One of the challenges is that, technically, the NDIS participant has
agreed to leave with the people taking them. They have signed
documents that agree to hand over their supports to the people that have
taken them.

Grant has a brain injury and is in a wheelchair.
His NDIS package made him an attractive target and he has disappeared.

We are aware that service providers provide authorities with ‘assurances’
by telephone and email that people have been moved ‘for their own
safety’ in response to the risks presented at their previous SRS.

Without face-to-face verification of safety and the appropriateness of
the living arrangements and conditions, these practices will continue to
mushroom in the dark.

Highly vulnerable people are often living at SRSs in conditions that few
people would actively choose.

In the context of an environment where you have low quality food, a lack
of care and unskilled staff, someone offering you a ‘brand new house’
where they will take care of you, and you’ll be safe and well fed is a
highly attractive offer. Most of us would choose to leave.

It is not only a logical choice, but should also provide evidence of some
level of capacity to weigh choices and make decisions.
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There are a range of different skills attached to deciding ‘do | want to
move from a place not fit for animals?’ and ‘how should I allocate the
spending from a budget 30 times the amount of my usual annual
income? (or 250 times the amount of my usual spending choices)’.

Most of us would feel really capable of making the first decision and
would probably appreciate some support to make the second decision.

Devastatingly, in the real experiences of the people that were recovered
from these ‘pop-up’ SiLs, their health and mental health conditions had
significantly deteriorated.

Commonly, they had been ‘supported’ by inexperienced people that had
an inability to support their complex needs. Others were very distressed
to be taken away from their usual locations and supports and didn’t
realise that they had somehow ‘agreed’ to that.

Mary was convinced by a provider of reputational concern to
leave her SRS, sign her service agreement to a new provider
and cut off all contact with her previous supports.

The brief written request for transfer of her package to a new
provider includes that Mary does not want to receive any
contact regarding her choice to change provider.

Although her SRS and NDIS provider were both concerned
about the abrupt and swift change of circumstances, they
felt that there was no choice but to hope that Mary will be
okay wherever it is that she has been so swiftly relocated to.

As awful as some SRSs are, at least the sector is regulated.

We know where the residents live and "we can (attempt to) access the
known SRS addresses to provide supports and check that people are ok.
The same is not true of SILs.

Without urgent, robust and appropriate systemic and regulatory
safeguards developed regarding the utilisation of SiLs, they present
new and alarming risks to people living with disability and low natural
safeguards.
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Coercion and bullying

Many of the reports from the sector included concerns about
‘formidable’ ‘forceful’ ‘obstructive’ SRS proprietors and their controlling
behaviours with residents.

Some of the observed practices included demanding information and
signatures from residents and attempting to ban external supports from
entering the premises.

The behaviours of proprietors and managers of SRSs exerting their
control and authority include ‘standing over’ residents when they are
receiving outside supports and insisting that residents’ decisions aren’t
valid if they don’t agree with them. Diverting communications so that all
contacts are through the proprietor/manager is common.

One of the issues around challenging this controlling behaviour is claims
that they are being ‘protective’ and acting in the residents ‘best
interests’.

All clients signed to one NDIS with threat of eviction if they refuse
Supported Residential Service F

The proprietor, Oliver, is often rude and obstructive to outside
workers such a community health nurses, support coordinators and
support workers.

Oliver abruptly signed up almost all of the residents with NDIS
packages to his preferred provider.

He repeatedly refuses to disclose who the preferred provider is to the
practitioners that provide services to residents. This limits the
opportunity to coordinate service engagements.

It was determined during the project that it was Company 5 that was
providing services.

Company 5 has practices of concern including refusing
opportunities to receive handover information about the care needs
of complex clients.

Residents have disclosed that they had to sign ‘the paperwork’ or
they would be evicted.
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Michael is a vulnerable SRS resident who trusts people easily
and often ‘lends’ money and cigarettes to other residents
without being paid back.

He has been assaulted by other residents.

During the pandemic Michael signed to transfer his external
supports to a NDIS provider that is owned by the SRS he lives in.

He is unhappy with his service, but is naturally quiet and
reluctant to complain. He is very vulnerable to coercion and
without an advocate present will agree to plans and services
that he doesn’t want.

Michael has expressed his unhappiness with is accommodation
and his service providers. His SRS and NDIS provider have
responded that Michael has no ‘behaviours of concern’ and that
he is happy.

Meanwhile, there are multiple reports of ‘behaviours of concern’
that stem from Michael being restricted, frustrated and coerced
to accept services and supports that he doesn’t like.

Wheneuver his external supports are visiting, his in-house
supports are present, making it very difficult for Michael to
express his concerns about his support services.

Alarmingly, Michael’s new GP has noted that he has been
significantly over-medicated with his psych meds, making him
very drowsy and appearing ‘flat and in a low mood’.

His current NDIS provider is attempting to encourage Michael to
move out, into a SIL, with an ex-roommate, Bob.

This is despite there being a history of Bob attacking Michael,
including an incident involving threatening Michael with a knife
that was reported to the police.

His NDIS provider has told Michael to ‘make sure not to sign
anything’ without their approval.
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John lives in an SRS and his sister, Jemma, is his guardian due to
limited decision-making capacity and vulnerability.

John can be easily persuaded to agree to decisions about his care
and accommodation which are not in alignment with his stated
wishes and assessed needs.

He can get very frustrated and agitated with the other residents who
he considers provoke him. John doesn’t like his lack of privacy for
things like showering.

He often expresses to his external supports that he is very unhappy
with his living arrangement and wants to move out, however once
back at his accommodation is easily persuaded to stay.

John has asked for support to move into a supported independent
living environment; once assessments have been arranged, he has
been persuaded to refuse to undergo assessment and to stay at the
SRS.

His preferred provider began to experience restricted access to visit
John, once the SRS were made aware that John was seeking support
to move out.

Jemma was recently called by John’s ex-NDIS worker (same
company that owns the SRS), who arranged a visit to her house so
that John can visit his sister.

Once they arrived at Jemma’s house the provider opened up a laptop
and the senior leaders of the NDIS provider began a presentation
about how their service was best suited to John and to persuade
Jemma to convince John to return to their service.

Jemma felt pressured, was confused by the unexpected ‘sales pitch’
and did not sign any papers.

Consultations with residents and sector professionals both identified that
threats of evictions or moving residents to another (worse) SRS was a
common practice amongst certain proprietors.

We have seen written documents and notes of phone-calls where
proprietors have threatened eviction for residents ‘refusing to follow
instructions’ or ‘becoming difficult’ in response to clients attempting to
exercise their choice and control or raising complaints. Residents
expressed having to do what they are told, whether they like it or not, or
they’ll be kicked out.
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Manipulation

There was also widespread concern about manipulation, particularly
through unprofessional conduct such as developing inappropriate
friendships and claiming to be ‘family’ and the only people ‘who know
you and care about you’.

Anne was with a support coordinator, Clare, who developed an
inappropriate relationship with her.

Anne was led to believe that she is one of Clare’s best friends. Clare
confided in Anne, telling her about her personal problems and
brought Anne to live at Clare’s home.

Clare’s housemate attacked Anne. Even though this was reported to
the police and an IVO put in place, Clare continued to keep Anne at
her house.

Eventually, after her psychologist and health practitioner became
aware of the situation, Anne was supported to move back into an
SRS. On at least one occasion since, Clare collected Anne from the
SRS and brought her back to her house to spend the night.

This inappropriate relationship and its lack of professional
boundaries was reported. There were also concerns that there had
also been consistent over-billing for services.

Anne explained that she felt like Clare needed her because Clare was
having personal problems and her romantic relationship was
breaking down.

Anne expressed that she felt uncomfortable with Clare having all her
login details and passwords, birth certificate and other personal
details.

Anne worried that Clare gets upset with her about things and often
changes her schedule to suit Clare’s needs.

Clare’s texts messages show that she has warned Anne not to talk to

investigators, that there is no proof she has done anything wrong as
long as Anne keeps quiet.
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There were several reports of residents ‘changing their minds’ about
positive decisions that they had been appropriately supported to decide.

Changing the mind of a resident can involve things like ‘reminding’ them
about their dislike or fears of change or giving them ‘convincing’ reasons
why the decision they have made won'’t truly be in their best interest.

Proprietors become very familiar with the triggers of longer-term
residents and have 24-hour a day mostly unsupervised access to use
methods that ensure residents’ decisions work in their business interest.

Manipulation of people with psychosocial disability takes many forms
and is much easier to hide and deny then other forms of abuse.

The risks associated with this form of abuse can be assessed and
mitigated through the use face-to face screening tools, independent
advocates and other independent practitioners with experience of
working with people with psychosocial disability.

Harassment

Some of the consultations involved reports of persistent harassing of
residents.

This harassment included ex-proprietors and NDIS providers arriving in
person to try to coax residents to change the accommodation and/or
service providers.

Some residents have had to change their numbers to avoid persistent
calls from previous service providers.

The ‘hard-sell’ approach to signing up participants is much more than
the traditional sales techniques.

Participants and their supports are often asked to share their plan so
they can see the specific activities and ratios of supports provided.

This appears to be reasonable, howeuver essentially provides a
businessperson with the details of how much providing your supports is
worth to them. How much money they can make and how to claim it.

Armed with this information the sales pitch includes how much they can
benefit you, improve your life and, often, the offer to apply to increase
your funding amount.
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You would like to have some toast. Most people have it anytime they
want. First, you need a toaster. You have never bought one before.

You are told by the salesperson the only way you can get the toaster
is to give them all your available financial information.

Once you provide the information required, you are given persuasive
and compelling reasons why you need a new kitchen. You agree.
Please sign these forms. You end up receiving nothing.

You try to get another toaster and are told your financial
information shows you can no longer get a toaster. No toast for you.

Neglect

Throughout the project there continued to be reports of residents left
uncared for, in unhygienic conditions, given low nutrition food.

There are varying degrees of neglect. We received reports of people
unable to leave their rooms and without attendance to their personal
care needs. Leftin bedrooms they couldn’t get out of in their wheelchair.
We heard about people left with very obvious health concerns, such as
large visible tumours, or clear signs of malnutrition, without referral to
health services.

Under ‘the SRS Act’, it is an indictable offence to fail to respond to an
obuious change in the health and personal care needs of residents,
however there are no prosecutions initiated. Apparently evidentiary
requirements are difficult to meet.

We are in collective agreement that people who neglect to care for
animals should be prosecuted. We can see the conditions they are kept in
and the impacts on their life and health and feel outraged. We expect
something will be done. And itis. The RSPCA investigates reports of
abuse and if these are found to be substantiated, they prosecute to the
fullest extent possible. Often.

When people living with psychosocial disability are neglected, mistreated
or abused there is a different response. People living with psychosocial
disability are not considered reliable witnesses. It is very easy for
perpetrators to dismiss their claims as symptoms of the persons
disability or cognitive impairments such as poor recall, hallucinations,
lack of understanding.

Ableism doesn’t help.
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There is an implicit bias that presumes that people with psychosocial
disabilities are challenging and difficult to work with.

People with psychosocial disabilities can present with ‘behaviours of
concern’ and symptoms of significant trauma. Their capacity to manage
their decisions may vary periodically and situationally.

There is an assumption that support workers will be trying their best to
do a hard job.

Our assumption should be people with psychosocial disability are not the
problem, how we treat (and mistreat) them is the problem. Itis
unacceptable to ignore their voice and enable their neglect and abuse.

Grooming

Reports about grooming featured ‘grooming residents not to care’,
‘preparing’ residents for phone-calls and meetings and included
residents claiming that providers are their friends and family.

People living with psychosocial disabilities and long-term experiences of
institutions are experienced in doing what their told or facing the
consequences. This makes residents vulnerable to agreeing to
inappropriate living conditions or service agreements.

Bribery

The forms of bribery that were reported included enticements of fast-
food, reduced rents, increased spending money, offers of new furniture,
T.Vs etc. Most of these enticements were to switch providers or
accommodation. Some were offered to residents to encourage them to
stay at an SRS of concern, rather than move into an appropriate
independent living option supported by reputable not-for-profit
providers.

Given that the food provided to many SRS residents is of such low quality
and nutritional value, it is very easy to use food as a bribe. For a resident
to have choice and control over what they eat, usually fast food, is
always a very attractive offer.

Some bribery involved direct cash incentives including the reduced rents
which results in more of a person’s DSP being available as money to
choose how to spend. Some providers were reported to be waving
money out of car windows and through fences to entice residents to
come and join them.
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Multiple reports of unacceptable practices, bribery, coercion
NDIS registered prouvider Company 1

Company Director, Nigel, used to own an SRS.

Nigel now owns a NDIS company that provides supports to a range
of SRSs and operates several SILs and small quasi-SRSs. The
company is in his wife’s name.

Nigel was considered an example of an SRS proprietor that
shouldn’t ever work in the sector in the future because of the
squalor that he had allowed his residents to live in.

Nigel took a resident, Clive, out for a ‘free McDonald’ which he was
very happy with.

Clive is illiterate and lives with a mild intellectual disability.

Nigel then took Clive from an SRS and set him up in an alternative
accommodation.

Shortly, Nigel took over his NDIS package and set up an email
account in Clive’s name to receive/approvue invoices and NDIS
related communications.

His health practitioner became concerned and began the process of
applying for a Guardianship order to protect Clive.

Clive is not the only ex-resident that Nigel has managed to track
down and ‘entice/bribe’ to change accommodation.

Sara informed her support worker that a man had
approached her and offered her the opportunity to sign her
package to his compangl; and then they would pay her rent
and provide her regularly with cigarettes.

Sara recognised that this was a strange offer and did not
choose to sign any papers.
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Funds being fraudulently drained by pro[)rietor
Supported Residential Service D up close

The proprietor, Pam, has taken an additional 10 hours per week from
residents. Those without family or support coordinator have had
their packages drained quickly. Plans have been exhausted at an
accelerated rate.

Pam doesn’t keep participants up to date about the hours that are
being used by the SRS.

A support coordinator for one of the residents has made several
attempts to have the accommodation and services costs clearly
explained to enable them to explain it to the participant.

Despite the SRS legislation clearly stating living assistance is to be
included in the charges, vaguely worded invoices are approved.

“You can’t catch them, they will say the participant approved
those hours and when you ask the participant they will be
scared, and worried for their own wellbeing. You are only
there for an hour while they are hassled 24/7 at the SRS.”

Multiple residents have disclosed that they feel bullied by Pam and
that they feel scared of the other residents.

“There are one or two staff for about 40 residents. They
don’t come out of the office. A lot of residents come out from
justice system. Others are vulnerable, all mixed in together.
Food is horrible - many gastro outbreaks... They get given
days old bread. [Resident] has diabetes and they give her
bread all the time.”

One GP comes in and ‘looks after’ all the participants, this is nota
best practice approach to providing appropriate health services and
can allow overbilling through Medicare. There are concerns that the
residents appear over-sedated.
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Financial abuse and exploitation
There were a wide range of reports about financial abuse.

¢ Holding residents atm cards

e Establishing accounts to receive and transfer residents’ money
¢ Withdrawing unaccounted for amounts of cash

e Fraudulent billing practices

e NDIS package drainage

e Overcharging for rent

Mixing anyone’s personal life and finances can be problematic.
Decisions that impact on your personal life shouldn’t be made by people
with potential for financial gain. Inside SRSs, the person that decides
what is best for your care needs can gain financial rewards from these
decisions. This conflict of interest combined with the inequality of
power should involve very careful safequards.

Proprietors claim that holding on to their residents’ atm cards is to
protect them as they cannot make financial decisions for themselves.
This level of control, however, enables financial abuses that are difficult
to monitor. We have seen evidence of inappropriate handling of
residents’ money. We have ensured, where possible, legal assistance has
been provided and residents will be supported to legally recover their
money.

Many of the people living with psychosocial disability in a range of
accommodation settings have all of their money ‘managed’ and receive
very small amounts of ‘pocket money’. Typically, SRS residents have
about $100-$200 a month after they have paid their rent. Many people
with psychosocial disability have their money managed by the State
Trustees under Administration Orders.

One of the legal problems that the legal team are trying to do something
about is the reports and evidence of overcharging rent. SRSs are
businesses and can charge whatever prices they set, pension-level SRSs
prices are up to 95% of DSP, above-pension SRSs set any price.

Some proprietors have been charging rent that is above what has been
agreed on service agreements, Some have been charged for being in a
single room even though they sharing with a stranger. Some rents have
inexplicably varied or been topped up by the State Trustees.
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Tom is blind and illiterate.

He has become an easy target for a range of unscrupulous practices
including ‘signing’ documents to change his lprouider to one
‘preferred’ by his SRS and setting up an email in his name for
correspondence.

His neuropsych evaluation indicates that Tom is highly vulnerable to
coercion.

His trusted support worker applied to VCAT for a Guardianship Order
to protect Tom. This was granted, however, the expected waitlist is
about 18 months.

Tom’s money is managed by the State Trustees. This has not
prevented him from being exploited financially.

Tom has an allowance of only $15 a week which has prevented him
from being able to access some of the community supports on offer.

After querying why Tom has so little money, even in comparison to
others in the same SRS, his support worker contacted the State
Trustees.

The State Trustees did not notice that his rent charges for his shared
room at a pension-level SRS exceeds his total DSP allowance by
more than $170 per fortnight.

Tom has been significantly overpaying the statutory limit for his rent
for at least the last 5 years.

We were provided evidence of the accelerated use/drainage of NDIS
package funding.

Some of these practices aren’t immediately obvious, invoices for
providing a participant 1:1 supports that were supposed to 1:3 supports or
inversely invoicing for providing different participants for 1:1 supports
and then taking them out in groups of 1:3 supports.

We heard residents forced to accept support workers on the weekend
even though they didn’t like going out at the weekends and preferred
weekday activities.
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lan didn’t want to be showered.

lan was told he wouldn’t have to have a shower but would
just need to tell My Aged Care that he was being showered
by the SRS provider so they could claim that from his
package.

Mishandling of medications

Almost all (99%) the residents of SRSs take medications, either for their
physical health, mental health or very commonly, both.

More than 80% of residents require some level of assistance to take their
medications and most have ‘webster packs’ to ensure they take the right
combination every day. Every SRS seems to follow their own processes
and responsibilities for ensuring residents have been provided their
medications. There have been reports about practices involving the
distribution of medications that are of concern. These include
distribution by cooks and cleaners, medications ‘on the breakfast table at
the place they usually sit, leaving some untaken and high-risk of
someone taking the wrong ones’; an elderly resident at one SRS is the
one responsible for making sure the medications are given out every day.

For many people with psychosocial disability taking medications to
manage their mental health, their prescription includes PRN
medications. PRN means to take ‘as needed’. These are commonly
sedatives such as Valium. The result of this is that proprietors have
access to a large supply of sedatives that can be ‘given as required’.
There have been observations that at some SRSs of concern the residents
appear very subdued and there are strong suspicions that residents are
being sedated. Long term use of mental health medications has
significant health and well-being impacts.

The use of sedatives is also a form of chemical restraint that falls under
restrictive practices. Any use of chemical restraint must be documented
and reported. There has been observed to be widespread use of PRN
sedatives and operational under-recording and under-reporting. These
practices are a direct infringement of the rights of people living with
disability and needs to be urgently investigated. Oversight of
medications and their use need to be reqularly reviewed by independent
and qualified experts with no conflict of interest.
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Collusion between businesses

Another of the concerning practices that we received multiple reports
about from across the sector was collusion between businesses. This
took a few forms, including having all participants signed up to one NDIS
provuider, cross use of plan managers, support coordinators and support
workers, trading ‘high value’ residents.

There were also proprietors that reported concerns about direct
approaches of offers of ‘kick-backs’ and payments for their residents.
Some SRS proprietors had banned providers for inappropriate offers.

Another concern that involved collusion was the use of in-house GPs.
The scenario is a GP arrives, sees all 40 residents, briefly, oftenina
public area, issues prescriptions (including PRNs) and leaves to charge
Medicare for a whole lot. This practice benefits the GP and the proprietor
but leads to poor health outcomes for residents.

People living with psychosocial disability should be encouraged to leave
their accommodation to attend healthcare appointments whenever
possible. It’s an everyday thing that everyday people do.

Preferred provider for a range of SRSs of concern
NDIS registered provider Company 5

This company one of the companies that was flagged most frequently
throughout the consultations.

Practices of concern included signing up all the residents at several different
SRSs. There were reports of coercion and threats of eviction for residents at
several SRSs to agree to change providers to Company 5.

Company 5 is registered with NDIS to provide a broad range of services and
act as support coordinator, plan manager, and they deliver capacity building
and core supports.

One of the key concerns was that Company 5 was not interested in handover
meetings or notes from other NDIS providers, even when taking over
participants with multiple and complex needs and significant challenges
related to their psychosocial disability.

Residents that were observed to be in very poor condition and at very high risk
were accessing the supports from Company 5. Very few were able to name
the company providing their supports.

There were significant concerns raised about the quality of services and a
perceived lack of care provided by Company 5.

A MHLC multi-agency project written up by Dove Ideal Project Solutions 62



In addition to these specific abuses experienced by individual people
living with psychosocial disability, there was lots of discussion about the
organisational and systemic issues that create and enable abuse.

Additional sector concerns included:

¢ Increased use of unregulated ‘pop-up’ SiLs

e Developments in NDIS market and the growth in “charlatans”

e Predatory business practices

e Use of workers that were insufficiently skilled/lacked experience
e Lack of screening workers

e Unmonitored use of restrictive practices

¢ Insufficient safeguards

e Loose regulatory framework

e Weak enforcement

“It is a dislocated system with too many facets.”
“Coordination of care is absent.’

“Decisions are made without consultation.”

“It’s disjointed, one worker says: ‘I’'m not medical’, and
another says ‘I’m a social worker; that needs an OT’ ”

Everyone who participated in consultations was asked to think about
both practical and ‘magic wand’ solutions to the core challenges they
identified. This helped maintain our solution-based focus.

There were many varying perspectives and lots of amazing insights that
contributed to the development of the recommendations. Thank you.
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Some practitioners are deeply troubled by a sense they have
unintentionally colluded in practices of concern, by their
attempts to maintain positive relationships with some
proprietors, in order to maintain contact with residents.

It’s a dilemma faced by people who know they have to ‘play
nice’ over dinner with someone’s controlling partner /
perpetrator of family violence.

Two reasons.

One is so that their friend or family member doesn’t ‘pay for
it’ when they have left for the evening. Don’t increase risks.

Two is so that they can come over another evening to check
in that things haven’t gotten too bad. Don’t reduce safety.

SRSs are private businesses and therefore are able to refuse
entry to most people, other than the regulator and
Community Visitors.

Therefore, even for skilled and experienced professionals,
there is an inequity of power. These power dynamics mean
that establishing and maintaining a positive relationship
with proprietors is a critical element of maintaining access
to residents that need their services.

The perpetrators of abuse should feel troubled.

The people who have done what they can to try to make sure
that they can keep providing care - what else do you choose?
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Many of the consultations with sector professionals noted with concern
that there has been increasing examples of exploitation and coercion of
SRS residents with the introduction of NDIS packages. Practitioners
spoke of concerns about SRS proprietors demanding to have copies of
participants plans. SRS proprietors able to register as NDIS providers has
also created wide-spread conflict of interest and double billing of
services.

NDIS participants that have complex supports needs require a higher
level of supports and therefore have higher value NDIS packages.

The unintended consequences of this are that people living with
psychosocial disability and limited natural safeguards are valuable
commodities. This means that they are specifically targeted and
become highly vulnerable to predatory practices motivated by greed.

Another issue that was reported and observed is SRS proprietors (or the
proprietor’s family) as plan nominees, contact person for participants
and applicants for Guardianship Orders. Having decision-making
authorities over a customer’s choices is a conflict of interest for a
business owner.

Insufficient worker screening and the use of inexperienced and
unqualified supports also featured in many of the discussions.

There were examples of unprofessional conduct, exploitative conduct,
unsafe practices and a lack of care given. This applied to a range staff of
leadership positions at SRS as well as NDIS providers.

Concerns were reported about plan managers, support coordinators and
a range of support roles.

The system is failing to make sure that the people working in the
system are safe and capable of providing appropriate supports.

Currently there are no mandatory skills, requirements or qualifications
for a range of roles that provide SRS and NDIS supports.

NDIS tprouider roles that do not require minimum standards,
qualifications or specific experience include support coordination,
support workers and psychosocial recovery coaches.

Rather than these roles acting as systemic safequards they can present a

risk to a choice and control of a participant, this can be through accident
or design.
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“Essentially, anyone who thinks they can ﬁrouide supports such as
support coordination, NDIS recovery coaching and many other
supports, can start providing supports.”

Box 8 allied.org.au Rocks and Hard Places - The erosion of safeguards in the NDIS pg 2

Many practitioners expressed concerns that there are insufficient
safeguards. The SRS managers are often the person providing
information to the regulators, agencies and assessors.

Whilst the Community Visitors (CV) scheme provides some level of
safeguarding it is worth noting that CVs have been regularly
reporting high-risk concerns related to conditions, staffing and
incident management at SRSs for many years howeuver they are not
empouwered to require or demand remedi.al actions.

Many practitioners talked about the loose requlatory framework and
weak enforcement which allows practices of concern and risks to
flourish.

Complaints processes are slow and ineffective. Almost every sector
professional had lodged a complaint with the SRS regulator and/ or
the NDIS Quality and Safeguards Commission. Noone was able to
report a satisfactory outcome or resolution to address the concern.

It is a reasonable expectation that if you can identify a risk, and
work out who to report it to, that the risk will be investigated,
reduced and then prevented from recurrence.

The most common experience from reporting risks of harm and
concerns about services was “I’'m not sure what happened. I’'ve let
them know. Never heard anything about it. Assumed nothing
happened as the situation is still happening.”.
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Regulatory focus

There was a broad sector perspective that DFFH seemed to prioritise
supporting proprietors to adhere to the requirements of the Act and
had a priority to keep supported residential services, as flawed as
they are, open and operating.

There is very little evidence to suggest that their priority is
safeguarding the residents or ensuring their health needs are
identified and responded to.

There has been a lot of expenditure on ‘capacity-building’ SRS
proprietors and staff through SAVVI funding. Accommodation services
for people living with disability should be required to have the skills and
capacity to deliver services prior to registration and service delivery.

The NDIS Code of Conduct

The Code of Conduct requires workers and providers who deliver NDIS supports to:
e act with respect for individual rights to freedom of expression, self-
determination, and decision-making in +accordance with relevant laws and
conventions
e respect the privacy of people with disability
e provide supports and services in a safe and competent manner with care and
skill
e act with integrity, honesty, and transparency
o [_)lromptlg take steps to raise and act on concerns about matters that might
ave an impact on the quality and safety of supports provided to people with
disability
o take all reasonable steps to prevent and respond to all forms of violence,
exploitation, neglect, and abuse of people with disability

» take all reasonable steps to prevent and respond to sexual misconduct.
Box 9

Some positive bits

Some people with psychosocial disability had been moved into
legitimately and appropriately provided SIL arrangements and were very
happy, settled, safe and secure. Others were in SRSs where they felt
they had some level of freedom and company.

There was a great outcome achieved for one resident through a

Recovery Coach approach. This could be promising but totally depends
on the skills and experiences of the individual Recovery Coach.
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Sector Magic Wand:

1. Need an official oversight for SRS residents themselves
rather than focus on service compliance.

2. Improved coordination of responding to the care needs of
residents.

3. Improved monitoring of issues of coercive control and
checking in that people are actually receiving their
supports.

There needs to be more accountability.
There should be greater repercussions and sanctions.

Improved regulation of services.

N o o a

Address and reduce conflict of interest such as SRS
proprietors as plan nominees.

8. There should be oversight to ensure packages are being
used to provide services that address the needs of
residents of SRSs. This should be done by an experienced,
qualified, independent person with no financial incentive
such as a community health nurse.

9. Direct support workers need to be upskilled/better
qualifications to support SRS residents adequately.

10. Support co-ordinators need to be able to have face-to-
face meetings/assertive outreach model with SRS
residents to ensure quality engagements.

11. Private SRS proprietors shouldn’t be able to be registered
NDIS providers, due to significant conflict of interest.

12. Ideally, there should not be private SRS/SIL providers, for
this vulnerable cohort. Taking profit motives away would
increase protections.
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Sybil is only 63 but appears about 75 years old. She has arthritis and
cannot manage her medications or her own personal care.

Sybil has a significant history of homelessness and institutional care
from a young age and finds is difficult to trust other people. Sheis
difficult to have in hospital as a patient.

Sybil is currently in an SRS where they are attempting to get a NDIS
package for her, however, she wants to go into an Aged Care facility.
She has a mobility scooter and needs stockings every day and her
health care monitored by a qualified health care provider.

Health conditions of residents - a note about aging

Residents of SRS and people with long-term experience of institutions and/or
housing insecurity are at significant risk of aging prematurely.

Research has shown that the cohort of people living in SRSs are
disproportionately likely to experience accelerated aging including premature
onset of aged-specific conditions and frailty. And to die younger than the
‘average’ person.

Residents of SRSs are more likely to need access to health supports for
geriatric conditions such as dementia, arthritis, cancer, COPD, stroke,
cognitive decline and diabetes, some whilst they are still in their 40s and 50s.
This accelerated aging means that they are likely to need access to Aged Care
type supports well before the age of 65 years old.

Sid is 66 and has Alzheimer’s and in badly in need of urgent support.

He currently lives independently in public housing after many years
of cyclical homelessness and long periods of time in institutional
care including SRSs.

He is happy with a place to call his own. Sid’s Alzheimer’s will cause
his cognitive decline and ultimately death.

He doesn’t need his recovery model plan and goals delivered
through his access to NDIS - he needs medical and health care
through access to My Aged Care.

Sid will not be able to maintain living in his own home without
health supports so will end up in hospital instead of preventing his
admission (to expensive hospital services) and extending the quality
of his life more.
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Andrew was 63 and in cardiac failure with untreated cancer, poorly
controlled diabetes and a catheter.

Andrew lived with psychosocial disability and behaviours of
concern and was being taken care of by his very elderly mother.

It took many months to attempt to access NDIS supports after initial
refusal in recognition that his health issues were primary rather than
his behaviours of concern.

Eventually a well-resourced level of funding was allocated through
NDIS.

The supports that Andrew needed were specialist health and well-
being supports, delivered by skilled experienced practitioners with
specialties in geriatric care and psychosocial disability.

His NDIS workers were unable to understand Andrew or how to
work with him towards any goals.

After many months and a range of failed attempts by inexperienced
NDIS support workers to engage Andrew in a recovery plan...

...Andrew died without accessing the aging health-related supports
he needed.

A MHLC multi-agency project written up by Dove Ideal Project Solutions 70




In-house NDIS
Reduced rental for access to NDIS & Aged Care packages
Supported Residential Services A,B,C&D

Company A, B, C & D all have similar reported practices.

They offer residents a ‘discounted’ rent in return to choosing their
own NDIS company to provide supports.

They also invoice Aged Care packages.

The invoices generated use vague wording such as ‘personal care’
alongside total number of hours claimed.

These practices are ‘double—diﬁping’ - the resident get’s invoiced
through multiple sources for the usual low standard of care and
supports.

This is one way that SRSs are harnessing resources without
improving standards or outcomes for residents.

These practices were highlighted during interviews with both
residents and sector professionals.
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Conditions
Same proprietor owns several SRSs and a NDIS company
Supported Residential Services L § M

Team observation
“The whole place smells strongly of cigarettes.
Clients in dirty clothes, no shoes.
No clients were in a good state to speak with.

They told me they’d applied for guardianship for one client,
which was knocked back.”

The team member was concerned that residents may be
overmedicated using PRN sedatives such as Valium. This type of use
of medications is a form of chemical restraint.

All residents appear to have the same support coordinator and plan
manager.

These two SRSs both use their own NDIS company and another NDIS
company that featured in many of the concerns reported to the
project team, Company 3.

There also appear to be houses adjacent to the SRSs that are being
used as SlILs.
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Supported
Residential
Servuices

(SRSs)

A closer look at our rules for the places that we keep our
people that live with psychosocial disability.
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Supported Residential Services legislation

The objective of the ‘SRS Act’ is ‘to protect the safety and wellbeing of
residents living in private supported residential services.”

Given what we have heard, it is challenging to see how this Act achieves
its objective.

There is explicit recognition within the Act that residents have a right to
‘privacy, freedom of expression, fair and equal treatment, dignity and
respect, and freedom from abuse, neglect or exploitation.’

Given what we know, it’s challenging to see how this Act protects these
rights.

6 Objective of Act

The objective of this Act is to protect the safety and wellbeing of residents living in private
supported residential services.

7 Principles

(1) Residents of supﬁorted residential services have the same rights and responsibilities as
other members of the community and should be empowered to exercise those rights and
responsibilities.

(2) For the purposes of subsection (1), the following principles apply—
(a) the individual rights of residents should be respected by recognising a resident’s right
to—

(i) privacy; and

(ii) freedom of exrression: and

(iii) fair and equal treatment; and

(iv) dignity and respect; and

(v) freedom from abuse, neglect or exploitation;

(b) proprietors should support residents to live as independently as possible by—
(i) recognising the resident’s right to make decisions, provided those decisions do
not unreasonably affect the rights of others; and
(ii) dsupporting them to participate in decisions regarding the services they receive;
an
(iii) allowing them the right to choose their service providers; and
(iv) recognising their right to participate in activities involving a degree of risk;

(c) proprietors should support residents as far as possible by—
(i) providing residents with information that will assist in decision making; and
(i) facilitating access to activities;

(d) proprietors should provide safe and comfortable surroundings and ensure that support
services take account of the needs of individual residents as far as possible.

Box 10
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Residents forced to pre-pay NDIS fees as part of rent
Supported Residential Service B up close

SRS B includes pre-paid NDIS fees in the residents’ residential and
services agreement.

SRS B have been reported as charging resident NDIS package for
basic personal care and domestic services that are already paid for
in the SRS fees.

The SRS services SRS B provide are significantly below acceptable
standards, even for SRSs, despite accessing additional NDIS costs.

For example, the rooms & bathrooms remain uncleaned for days or
weeks at any given time.

The food standards are very, very poor and they charge tenants
extra money from their small budgets for items such as soy milk.

SRS B have begun to refuse and restrict access to the SRS by external
NDIS workers.

SRS B have been observed to fail to take into account the needs and
preferences of residents.

Residents have had multiple restrictions placed on their choice and
control and their unaddressed health and mental health needs have
been observed and reported.
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SRS Act requirements

The Act requires that an interim support plan detailing a new resident’s
‘immediate health and personal support needs’, and the services
provided to assist with those needs, must be written.

These must be within 48 hours of a person becoming a resident.
The responsibility for ensuring this is done is the proprietors.

Within 28 days of becoming a resident, the proprietor, in consultation
with the resident, must ensure the interim support plan is reviewed and
expanded into an on-going support plan.

This plan must include the resident’s on-going health and personal
support needs and the services provided to assist with those needs.

This plan must be reviewed every 6 months.

If their health and personal support needs change at any point, the plan
is to be adapted to reflect those changes.

There are 3 offences that are indictable under the Act, although there
haven’t been prosecutions, each with a penalty of up to 5 years in prison.

The offences are ‘not to monitor health care issues’, ‘not to monitor
personal support issues’ and ‘medications of resident’.

If an SRS provider could be ‘reasonably expected’ to be aware that a
resident is in need of more health care or personal support care than they
can provide, they must take reasonable steps to ensure the care is
provided.

All residents’ medications must be adequately stored, administered and
distributed.

Although it is an indictable offence for a proprietor to fail to monitor and
address the health and personal support needs of a resident, this only
applies if it can be ‘reasonably expected’ to have recognised that these
needs are above the care needs they can provide.

To recognise and monitor residents’ needs require expertise.
The SRS staffing requirement is 1:30.
The staff at SRSs are only required to hold minimal qualifications.

The Act stipulates that a personal support coordinator must be employed
(this can be the proprietor, manager or other) that has a minimum of a
Cert lll in Aged Care, Home § Community Care, or Disability (or a Cert IV
in Mental Health or Alcohol or Other Drugs).
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“l know sometimes the call bell from one of the rooms goes
off, and it’s like no-one answers it!

Richard used to complain about that, and he was in a
wheelchair.

He had it tough, as he had a bag attached to his stomach
[colostomy] and sometimes needed help.

And he couldn’t eat certain things because of that, so
sometimes there were meals where he couldn’t eat anything.

| would sometimes go down to the shops for him to get some
food.

Poor guy.

He died.”
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The latest available data from the 2018 SRS Census shows that 70% of pension
level staff have only the minimum required Cert Il in Individual Support (75%
of these are in Aged Care). Only 11% of staff of all pension level staff had
qualifications above a Cert IV.

Almost no staff had a qualification in Mental Health or Alcohol and Other
Drugs. Using the data from the 2018 SRS Census we calculated the below:

N=676
Certificate lll Individual Support (Aged Care) 50%
Certificate Ill Individual Support (Home and Community Care) 14%
Certificate lll Individual Support (Disability) 5%
Certificate IV Ageing Support 5%
Certificate IV Disability 6%
Certificate IV Mental Health 3%
Certificate IV Alcohol and Other Drugs 1%
Diploma of Mental Health 1%
Diploma of Community Services 3%
Diploma of Alcohol and Other Drugs 1%
An equivalent qualification in related client-support area 2%
Registered with the Nursing and Midwifery Board of Aus. 5%
Registered with the Medical board of Australia 1%
Personal support staff with no qualifications 2%
Bachelor degree or above 3%
soxn | TOtal 100%

People are discharged from prison and acute mental health services directly
into SRSs.

Although the SRS Act specifies an interim needs assessment and plan to be
developed within 48 hours (and an ongoing support plan developed within 28
days) the suitability of staff’s qualifications is highly debatable.

For a person with a Cert Ill in Home and Community Care to be expected to
identify and respond to the health and support needs of someone with
psychosocial disability and co-occurring health and mental health needs is
entirely inappropriate.

Current planning and needs assessments within SRSs could not be expected to
appropriately identify and address a resident’s health and support needs.

We have had reForts of plans and reviews that technically meet the
requirements of needs assessments and review, to the letter - but not in the
intent of the Act.

These include the use of very generic, menu / tick-box approach with minimal
details, limited information, meeting the minimum compliance standards, but
not genuine, individualised, person-centred needs assessments and plans.
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Community Health Centres are optimally equipped to identify and address a
range of client needs. They have multiple and multi-disciplinary specialists
and are accessible to people with low socio-economic status. They could be
linked to SRSs in their area. This approach supports proprietors and residents
through harnessing existing expertise.

Using SRSs post-release from Community Care Units (CCUs)

As mentioned, one of the primary sources of referral into SRSs is through
discharge from a mental health unit.

There just aren’t sufficiently qualified, medically trained staff employed
within the SRS sector to identify and respond to the needs of a key intake
source.

Community mental health services are not currently filling the gap between
the mental health needs of the resident and the capacity of the SRS to identify
and address mental health support needs.

The majority of the people in SRSs that have a diagnosed psychiatric disability
are ‘receiving psychiatric care’ from a GP.

Local GPs are generally reluctant to vary prescriptions or adjust medications,
leaving residents without a clear recovery plan post hospitalisation.

The common practice of a GP visiting an SRS to see residents increases the risk
of collusion with the proprietor in using chemical restraint as a way of
managing group behaviours and reducing patient choice about their doctor.

Currently there seems no specific duty of care to ensure that SRS residents
that need a comprehensive mental health assessment and recovery plan have
access to a suitably qualified professional.

Before exiting a person from a mental health service into an SRS, a specific
person-led Community Care Plan should be required before a person being
discharged can be released.

This plan then gives accountability, transparency, and ensures that any
health, mental health or personal care needs are recognised and aligned with
the plans all already required within the SRS legislation.
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Potential solutions

There is significant conflict of interest that arises from having the same
businesses owning accommodation services and support services.

Conflict of interest can lead to money incentivised exploitation.

Since we have private, mini-institutions, we should at least reduce the clear
and present dangers they create.

If we can’t transform the buildings (we definitely should), we could alter our
perspectives about their purpose.

SRSs should be understood as the health facilities that they function as.

The majority of people living in SRSs have multiple support needs, including
significant physical and mental health care needs that need appropriate care
and treatment.

Residents have varying levels of need that require proper assessment
responses and expertise in how to provide appropriate levels of support.

The NDIS is not a health response and SRSs are not health services.

The primary needs of many residents however are an appropriate health and
well-being assessment and response to inform the development and
implementation of genuine person-centred plans.

And all have the right to achieve positive health and well-being outcomes.

For some residents with psychiatric disability, changes in behaviour may be
considered ‘difficult and challenging’ howeuver are directly attributable to
health conditions or the requirement for a medications review.

Even qualified health staff need a significant level of expertise and experience
to identify and respond to the health and well-being needs of people
experiencing multiple co-existing conditions.

Currently SRS staff have limited capacity to identify or respond to residents’
needs.

Community health nurses play a key role in SRSs, providing and advocating
for access to health and mental health supports. This role could be formalised
and systemised.

This could be achieved by requiring the initial assessments and care plans of
residents to be conducted by community health nurses independently
employed by local health services.

SRSs should be linked to their local Community Health Centres to ensure
access to a multidisciplinary team.

Local mental health services could be actively supporting any SRSs to ensure
residents have access to community based mental health supports.

A MHLC multi-agency project written up by Dove Ideal Project Solutions 80



Poor care coordination for residents is the result of separate agreements,
services, assessments etc, making it confusing for everyone providing
supports and the participants.

Care coordination and support coordination could much more easily be
achieved by face-to-face consultations with the participants with
independent advocacy, as appropriate, and all of their various service
providers to develop, agree and review needs, goals and responses.

Face-to-face consultations are not only invaluable they save money.

There is a lot of time used attempting to receive and provide information, and
wasted resources spent on duplication of services, as well as crisis
interventions because issues weren’t proactively identified,

Additional potential solutions

e Every SRS could have an independent advocate attached that can
provide specialist safeguards without any conflict of interest.

e Alternative approach to overuse of guardianship - increased safeguards
embedded into the system through the use of outreach community
health nurses

e People with psychosocial disability and complex support needs housed
in government-owned or not-for-profit accommodation to ensure
adequate maintenance of physical buildings.

e If some SRSs were attached to mental health unit at hospital; this would
allow integration of client care and provide a source for clinical care
oversight.

e There could be an integrative approach between accommodation and
health care providers - there are examples of not-for-profit
organisations interfacing and integrating with hospitals to provide
continuity of care and increase the likelihood of positive reintegration
into community post-release .

e There are examples of not-for-profits providing specialist
accommodation (e.g. for people with AOD issues) - maybe model could
be co-designed to adapt to the needs of SRS residents.
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Supported
Independent
Living
(SILs)

A closer look at an emerging risk that rewards predatory
businesses for kidnapping people that are living with
psychosocial disability.
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Supported Independent Living (SILs)

Supported Independent Living (SIL) and Independent Living Options (ILO)
provide resources that should be utilised to enable people living with disability
to live within community with maximum independence.

SILs are not a specific type of accommodation service, SIL is a type of funding
that is available so that a person living with disability can live as
independently as possible, able to exercise their choice and control.

The house that a participant lives in may have certain modifications done, or
not, and may have a bedroom for staff.

SILs tend to be indistinguishable from any other privately owned or occupied
home. We looked at the latest, publicly available, NDIS quarterly report.

As at June 2023, the average plan for a participant without SIL funding in
Victoria is $55, 400.
The current annual spend for a SIL participant is $418, 700.

As a predatory business this means that if you manage to ‘house’ and
‘control the packages’ of just 3 participants, you are looking at an accessible
income of $1,256,000 per year. Quicker if you drain their packages.

That’s a ‘healthy turnover’ for an ordinary 4-bedroom house in Werribee,

The annual pa?‘ment to participants in SIL has now increased to $11.5 bn.
This is a growth industry. Adverts pop up on news feeds. Business are being
attracted into the sector with the promise of significant return on investment.

It is reasonable to expect that we should see a positive, tangible social capital
return on investment. We should be confident that the participants that are
allocated those resources are being provided the supports they need for
positive inclusion in their community.

For each individual to have access to community-based services, localised
responses to their complex interrelated needs of participants/residents are
required.

Currently SILs fall outside any specific regulatory framework or registration
requirements and are therefore unregulated environments.

SILs do not have register their location, presenting issues of clients being
housed in hidden locations increasing participants risk of exploitation and
abuse.

These hidden locations also have implications for general safeguarding
mechanisms as well as disaster management. In the case of an emergency,
we would not know the resident locations of people living with disability that
may need increased supports to access safety. This could increase loss of live
in a natural disaster such as floods, fires etc.

A MHLC multi-agency project written up by Dove Ideal Project Solutions 83



Robert was removed from an SRS and taken to a SIL where
he is the only tenant, and he is often left alone.

A worker from his NDIS provider drops by to administer
medications (an unregistered nurse).
Robert has no phone and no access to any other supports.

NDIS providers were contacting his previous support co-
ordinator demanding they release payments.

Robert’s perspectives highlight the challenges of coercive
control.

Despite lack of supports and inappropriate level of service
Robert describes his providers as his ‘friends’.

Robert has an intellectual disability and an extensive and
complex forensic history.

Despite a 2:1 package for 12 hours a day, Robert receives very
few services.

Steven agreed to be moved into a SIL however the
inadequate services provided left him more isolated and
vulnerable, which led to an increase in his self-harming.

After a particularly severe self-harming episode, he was
returned to his previous SRS.
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SiLs are also workplaces so there should be a responsibility to keep them
as adhering to occupation health and safety requirements.

Urgent safeguarding responses required. We think:

Any residence with more than 2 unrelated NDIS participants should
require registration of address and nature of services provided from
that location.

Any service that ;l))rouides accommodation supports for more than 4
residents should be required to register the location of
accommodation services provided. We think this is already the case
in Queensland.

SIL invoices should not be released until the address of the property
has been registered and verified.

SIL funding should have to identify the location of the supports
rather than the location of the company providing the supports.
This would also enable the NDIS to monitor unusual package
activity at specific locations.

SIL supports should be reviewed by an independent community
health nurse to ensure health and mental health needs have been
identified and supports put in place.

All accommodation that provides supports to people living with
disability should be subject to annual reviews, and compliance to
minimum standards.

Physical site visits should be conducted to ensure compliance with
minimal standards and relevant legislation.

A risk register containing addresses providing disability
accommodation supports should also be held by disaster
management.

First responders should be required to report attendances to all
forms of accommodation services for vulnerable adults including
the nature of incident requiring first responders. This could provide
an additional systemic safeguard mechanism.

Local authorities could play a key role - they could support an
effective place-based response, they have local knowledge and
local staff with the capacity to conduct face-to-face visits to see
this emerging predatory business activity and to then reduce the
risk of the abuse of people living with psychosocial disability.
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A word about draining packages

Participants have the choice and control to allocate the expenditure of
their package of supports in whatever way suits them achieving their
goals.

A 12-month plan isn’t divided by 12 and then allocated as a monthly
amount.

You might want to spread your capacity-building activities at regular
intervals across the year.

Or you might want to use most of your supports in an intensive way,
such as at a specialist camp at the start of the year.

This flexibility is a key component of participant choice and control.

It also allows predatory businesses to drain support packages quickly and
then, we heard, apply to the NDIS on behalf of the participant for an
increase to the value of the package.

Or move on to the next participant’s high-value package and drain that
one instead.

Or both.
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Paul had been happily engaged with NDIS providers and receiving supports
from his community health nurse.

One day, an independent support worker, Bob, was booked to transport
Paul to an appointment.

Bob and another man later approached Paul and asked him to sign some
paperwork. Paul signed but was unsure what the paperwork was about.

A few days later, a couple of workers turned up at Paul’s and said they
were from his new NDIS provider.

They told Paul they could get him some new furniture (which never
appeared) and started visiting him to ‘provide supports’.

The new workers then deleted key contacts, including his old NDIS
providers numbers out of his mobile phone.

Paul’s community health nurse called him to see how he was doing.

Paul was distressed and couldn’t work out how to get his old supports
back. The nurse contacted his previous providers who made a complaint
to the NDIS.

His new provider began increasing their contact in person and b? the
phone. They contacted Paul’s brother Dave, who has a history of bullying
and standing over Paul.

The NDIS company took Dave and Paul into NDIS office trying to pressure
Paul into signing a package.

The NDIS workers became very aggressive towards Paul’s community
health nurse and tried to prevent them visiting Paul.

Eventually the nurse reported their behaviour to the police.

Even though this situation has since been resolved, the impacts on Paul
have been enduring.

Paul’s stutter has worsened to point of being hardly able to speak.
Paul said he ‘felt like a prisoner in his own home’ and had anxiety from the

NDIS workers' presence. He told us he ‘wished he had never heard of the
NDIS’.
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National
Disability
Insurance

Scheme

(NDIS)

A closer look at the impacts and outcomes for some people
living with psychosocial disability.
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National Disability Insurance Scheme (NDIS)

The NDIS intends to support people living with disability to access and
connect with local services to enable people to ‘live an ordinary life’. NDIS
plans are developed to support a participant to achieve their goals and
aspirations.

The NDIS has been built in consultation with people living with disability and
their carers, supporters, and advocates.

The NDIS is premised on the participant having choice and control and
opportunities to identify and achieve their aspirations.

A participant may be eligible for different types of supports, categorised as
capacity building, capital and core supports.

The NDIS funding allocation for supports and housing are considered and
funded separately.

This funding is designed to support people to live independently within
community.

Funding may be used for personal care, dail%‘liuing activities, the development
of independent living skills and managing a home.

The NDIS doesn’t ‘provide housing’ in the sense that there are no NDIS owned
or operated housing.

People living with psychosocial disability outside of a family home
environment are at increased risk of having low natural safeguards.

Natural safeguards provide an informal mechanism that ensures that a person
is safe.

Whilst some checks and balances exist within the system, these are not
specifically designed to ensure that participants are not exploited.

NDIS support coordinators and support workers do not have to be suitably
qualified to provide services. Concerns have been reported of support
coordinators who are not engaging or safeguarding the client - “just watching
invoices come in and approving from behind their desk”.

We also heard reports of predatory businesses focussing on applications to
increase core supports as another quick money earner.

The safeguards have not kept pace with the emerging and increased risks of
predatory practices in the NDIS marketplace.

The NDIS need suitably qualified and experiences staff that can engage in
outreach and conduct face-to-face consultations with people living with
psychosocial disability to enable the systemic introduction of safeguards for
people with limited natural safeguards.
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Louise was unhappy with her NDIS provider, who were providing
support coordination and core supports, as she felt there was poor
communication and inconsistent attendance of support workers.

Louise asked for assistance from a trusted health practitioner to
change providers.

Louise’s current provider became obstructive, tried to request her
application to join another provider was cancelled and staff visited
trying to convince her to stay with them.

Louise insisted she wanted a clean break, however her account was
still locked in the portal to the provider.

Louise became quite distressed.

The only way to resolve this matter was for Louise to attend a local
NDIS office with the support of her trusted health practitioner.

The NDIA planner was not surprised by the concerns related to
Louise’s current providers. This is not the first time they have come
to their attention for unethical behaviours.

A formal complaint was made.

Louise then felt like she was being harassed when different members
of the team from the previous provider, including a psychiatric
nurse, began visiting and phoning to see if they could change her
mind.

Louise began to feel quite anxious and stressed that somehow the
company she didn’t want would start providing supports again.

Participants living with complex psychosocial disability require specialist,
knowledgeable practitioners at every stage of service engagement, planning,
monitoring and safeguards. This includes planners, support coordinators,
NDIA staff and monitoring and compliance officers.

This provides people living with psychosocial disability with increased safety
to access to supports that can have transformative impacts on their social
inclusion and participation as well as their health and wellbeing.
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Claiming for services not provided,
Overcharging for hours couldn’t have been worked
NDIS registered provider Company 2, 3, 4

These companies were reported as engaging in practices that create conflict
of interests.

The Directors are sole traders using impressive sounding company names. The
company information available on ASIC registers related to sole traders is very
limited.

These Directors were acting as both support coordinator and plan managers
and providing core supports.

Participants were unable to recall receiving any counselling services even
though invoices were charged to their plans. Groups of participants were
charged for support coordination that wasn’t provided.

Worryingly, these companies were very difficult to remove from providing
supports to participants. These are participants that have specifically asked
to stop receiving services, sometimes with the support of independent
advocates.

These Directors became obstructive, used aggressive ‘close the deal’ approach
sales pitch techniques and insisted that they would continue to deliver
supports.

Some of them ‘blocked’ the participants NDIS portal to prevent other NDIS
providers accessing claims.

Of very serious concern were attempts to apply for Guardianship Orders for
participants.

Luckily these Orders were not granted.

Brian has lived in an SRS for the last 14 years and has had variety of
experiences with varying quality of NDIS provider supports.

He had a NDIS Erouider who would take him to the pub for a few hours
once a week where he would drink soft drinks and the worker would
drink 3 or 4 beers and then drive him back to his SRS and charge Brian
for the petrol.

Then Brian had a worker who swapped his Thursday to a Sunday even
though Brian doesn’t like to go out on a Sunday. He has been able to
raise his complaints himself and now has a NDIS provider that he is
happy with.
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Removing clients suddenly to & from SRSs, draining packages
NDIS registered provider Company 12

This company demonstrates significant risks associated with their
practices.

The owners used to be in real estate and it is very clear that they do
not have the skills, experience or qualifications to work with people
living with psychosocial disability.

Company 12 apparently became interested in the ‘financial returns’
available through providing SIL accommodation.

Several SRS proprietors reported being approached by company 12
and offered financial ‘kickbacks’ to ‘release’ (sell) residents with
higher value support packages.

One SRS proprietor barred company 12 from entering their SRS due
to repeatedly being seen offering incentives like cigarettes and cash
to encourage residents to leave with them.

There were multiple reports of company 12 attempting to bribe
residents to move into one of their brand-new houses.

Company 12 arrived one day at another SRS, with no warning, on a
Sunday afternoon with a person that had been living in one of their
‘respite’ houses. The person was in a ‘awful state’ and was left
there. The SRS eventually needed to hospitalise the new resident in
order to stabilise their health.

Another NDIS provider was concerned because a previous
participant of theirs was missing and then reappeared having had
their package drained and their mental health significantly
deteriorated. The person has had to enter a mental health facility to
attempt to stabilise their mental health.

NDIA did make a decision to remove company 12 from supporting a
participant whose behaviours had escalated, his supports were
being invoiced at 1:1 when he was allocated 1:3 funding and because
there was a conflict of interest by providing support coordination,
accommodation and direct supports.
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Molly changed her NDIS Support Coordinator because she felt they were
neglectful in their duties.

Rejecting her decision to change services, the support coordinator challenged
Molly’s capacity.

The NDIS provider then applied for a Guardianship Order over Molly.

MHLC assisted Molly to obtain a medical report from her GP to attest to her
decision-making capacity and provided representation at VCAT.

The Guardianship Order application was refused.

Legal advocacy

MHLC seeks to increase access to positive legal and social justice outcomes for
people experiencing psychosocial disability.

Access to legal advocacy enables legal problems to be identified and resolved
before they escalate.

Access to legal assistance improves access to positive legal and social justice
outcomes, particularly for people experiencing intersectional disadvantage.

The earlier a legal problem is resolved, the less harm the problem creates and
the more cost effective the solution is.

During the 6 months, we provided access to legal assistance services to 26
different individuals, the majority with 2 or more different legal matters.

The wide range of legal problems covered issues from complaints, fines,
Centrelink debt, tenancy, Guardianship and criminal matters.

Four legal matters involved people being taken from somewhere that they
wanted to live.

The uniquely individual combinations and ranges of legal issues did not
provide any clear data trends related to residents’ unmet legal needs.

One area of legal need that emerged as an area of high risks for people with
psychosocial disability is the use of rent, sublease and tenancy agreements.

Ensuring people living with disability have equity of tenancy rights will require
access to specialist legal assistance.
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The SRS business model
The SRS sector has been significantly impacted by the NDIS.

About 30% of SRSs are registered NDIS providers and 40% of SRS
residents are NDIS participants.

Without the NDIS, each resident provides about $55,000 of income
to a private business through their Disability Support Pension and
rental assistance, to provide accommodation and services.

There is not a lot of profit to be made if you deliver a good standard
of services, food, cleaning, laundry, building maintenance, heating,
supplies etc.

Wintringham Housing, a not-for-profit housing provider, told the
Royal Commission on the Violence, Neglect, Abuse and Exploitation
of People with Disability at Hearing 26 that it wasn’t possible to run
a supported residential service with an appropriate level of services
and staffing and then break-even.

The costs of running their SRS are subsidised from other areas of
the organisation.

It would appear then that the only way to make money as a Friuate
business is to cut the costs of delivering services by low quality
services and unskilled staff.

Some proprietors have clearliput increasing their profit margins
over ensuring their residents have their basic needs met.

Residents become valued according to their worth as an income
source, rather than their worth as a human being with inalienable
rights.

The closures of some of these places and their conditions are well-
documented. Unfortunately, some of these types of proprietors are
still running SRSs.

The average NDIS support package for SRS residents is more than
$125,000.

The potential dollar value of residents has become a lot more
valuable.
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The higher the value of the package, the more potential there is to
increase profit margins.

The intention is to improve outcomes for participants, the result is
to increase their vulnerability to financial exploitation.

The average SIL package is more than $400,000.

This motivates businesses to offer ‘housing solutions’ for people
living with psychosocial disability, irrespective of whether they can
prouide an appropriate accommodation with appropriately skilled
supports.

There are a range of NDIS registered providers that are becoming
highly skilled at employing business practices that maximise the
funding that they can access.

Some businesses are aggressively competing with each other to
invoice resident’s packages, other businesses are working together
to maximise their returns. Some are doing both.

People living with psychosocial disability, vulnerable to coercion,
manipulation and exploitation have become commodities that are
traded and stolen.

There needs to be increased attention given to the unintended
outcomes of the current business model approach to addressing the
needs of vulnerable adults.

The systems to safeguard vulnerable adults have not kept pace.

Neither in understanding the nature of the emerging risks nor in
being able to effectively mitigate them.
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Melissa has been providing health and wellbeing supports to people
living with psychosocial disability since we used to lock them into
asylums/hospital-like big institutions.

She has seen the impacts of good practices and of bad practices.
She has seen too many of the bad practices.

The abuses of both the individual and of their fundamental human
rights.

Melissa thinks money is the biggest problem.

Profiting from neglecting and abusing people makes Melissa feel
sick.

Money in the system is also spent the wrong way and on the wrong
things.

It is much cheaper to provide primary preventative health and
wellbeing supports than it is to pay for the response to a health or
wellbeing crisis.

Even if you don’t care about people, it is cheaper (for all of us) to
take care of people.

For Melissa, understanding the social model of health, mental health
and disability as well as she does, it all seems quite simple.

More people need to care. Or, maybe they just need to do the maths.

Her magic wand wishes included:

¢ Immediate action on the companies abusing people. Tougher
sanctions.

e SRSs run by not-for-profits or government with external
supports. Business has no business providing accommodation
for vulnerable people.

e Make the buildings themselves fit-for-purpose. SRSs are in
urgent need of renovations and redesign.

Melissa is tired of the reports of abuse, the reviews, the
consultations, the recommendations and the resulting inactions.

Maybe if more people had heard and saw what she has seen they’d
demand action.
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NDIS Marketplace

The marketplace for disability supports is complex, it is a growth
industry with many services and businesses.

The concept behind enabling market forces within the disability sector
seems to assume that good businesses and quality product will attract
consumers and substandard businesses and low-quality products will
not survive market forces.

The basis of a working marketplace is that consumers understand what a
quality product or service looks like and have clear alternatives, so that
consumer choice can drive positive outcomes.

Unfortunately, the people we listened to didn’t know how much their
package was worth or who their current provider was.

Their providers’ services are often their only option, at least that’s what
they’re told.

Most people we listened to were accustomed to profound restrictions on
their choices over many, many years.

This specific marketplace encourages people without the appropriate
skills to ‘make easy money’ offering low value engagements like sitting
on their phone whilst the participant gets ignored and invoiced.

Or taking a participant ‘out for a pedicure’ using the time to have your
own hairdresser appointment and get paid for your 1:1 support time.
True story.

Whilst, as we heard and explained, others deliberately target and
coercively control vulnerable participants for huge financial gains.

The introduction of the NDIS marketplace has had the unintended
consequence of inviting predatory businesses into the sector of disability
supports.
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The other challenge is that it’s not that simple to shop in the NDIS
market.

The nature of the market is there is an enormous variance in the
needs of participants and therefore an enormous variety of products
and services.

Outcomes are another way of saying the results that you want. The
difference you would like, through the efforts you make.

To achieve outcomes requires putting in inputs, usually a
combination of time, money and effort.

You also have to know how to use the combination of time, money
and effort to achieve the outcome.

It would be a good idea if you knew the best way to use your time,
money and effort to achieve the best outcome.

So, you want to make an apple pie. You want to make an apple pie
for more than one reason.

You would like to eat some apple pie. Also, your granny used to let
you help make apple pies, so you want to actually make one, not just
eat one.

You will need a recipe, the ingredients and the equipment.

You will also need to be able to read the recipe (or remember what
Granny taught you), be able to source and afford the ingredients and
to know how to use the equipment.

And have access to the equipment. And the time to do the reading,
making lists, shopping and baking.

Finding the time to eat it is always going to be the easy part.
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If you are a participant in the NDIS, you are provided funding to
support you to achieve the outcomes that you want.

You might want a job.

You might find it difficult to make friends and want to be able to
connect with other people.

You might have a disability that makes it difficult to get out of the
house and you want to be able to take part in a community activity.

You might want to be able to live independently.

Your NDIS supports are supposed to ensure the time, money and
effort are available to achieve the outcome you want.

For most people living with disability, the outcomes they want to
achieve are the kind that most people that don’t live with disability
also want to achieve.

But people living without disability have unfair advantages.

We look at the ableism and discrimination that impact on people
living with disability.

Maybe we should look at these inequities as the unfair advantages
and special privileges experienced by people living without
disability.
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Back to that apple pie you would still like to make and then eat.

If we had more time, money and effort we could use each aspect of
achieving this outcome to provide examples of the barriers and hurdles
that are faced by people living with disability, both as NDIS participants
and as members of the community.

However, we would all like to be able to get to the end of the report so, we
will save it for co-design workshops and activities.

We will just focus on getting the apples.

Right now, even if you have the time, energy, recipe, baking tools and a
kitchen, you cannot possibly make an apple pie without apples.

Sounds simple enough.

There are 7,500 different types of apples grown worldwide. There are
about 15 different varieties of apples grown in Australia.

You can grow them, pick them from someone else’s tree or buy them.

You are going to buy them. Buying apples for an apple pie is now the
goal. There are still many decisions to be made.

Ignoring which type of apple variety. Granny used Granny Smiths, so
that’s an easy decision.

You can use fresh, canned or even frozen apples.
Fresh apples can be whole or pre-sliced,
Granny Smith apples can be bought a lot of places.

Directly from growers, fruit and veg markets, local stores, supermarkets
and even sometimes at McDonalds.

Where you get your Granny Smiths from will depend on a combination of
convenience, cost and quality.

You might have other things that are individually important to you, like
whether they are organic or locally grown.
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‘Shopping’ for the right NDIS supports is kind of like shopping for
apples with all the variables and less of the easy to access and pre-
existing information about apples and their uses.

There a literally thousands of choices and providers.

In all shapes and sizes.

Registered and unregistered.

With a dazzling array of options and combinations of options.

No two services are exactly the same and none of the prices for
services can be easily compared for value.

Apples and oranges.

The variance in quality is huge.

Some providers are providing positive life changing supports that
have transformative impacts.

One of the only positive experiences of the project was listening to a
few of the residents with terrible experiences and their scores for
their current accommodation.

They are safe, healthy and happy now.

As we heard (a lot more frequently) some supports are very low
quality.

Some are purchased under force, coercion, deception and fraud.
Some are never provided.

There isn’t a catalogue or a simple website to see the various choices
that are available.

There are more and more providers every day.
We were sure there must be a directory of some sort.
A Google search threw back a range of confusing results.

We tried on the NDIS website. There is a lot of information on the
site. A lot. We were looking for a directory or catalogue and it was
unclear how to find it. Eventually we did an internal search query.
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Once we found the ‘provider finder’ webpage, you can filter your
search of the 38,981 entries by suburb/postcode, State/Territory,
registration group, provider name and provider status.

Or, you can download the Excel spreadsheet which contains them
all and you can search and filter the information to ‘make it make

sense’ to you. So we did. Or tried to. And that wasn’t the point of

the apple story.

There is a fundamental flaw in the apple pie analogy. The core
reason why it works is the same reason it doesn’t work.

We all know what apples are.

They are used to teach children the alphabet.
They feature in stories we have all heard.
Most of us have eaten an apple.

We start the search for getting apples for our apple pie with decades
of knowledge.

We already know a lot about them and which ones we prefer.
We know how they look, feel and how to use them.

Ableism means we don’t know much about disability unless it
impacts directly on our lives.

When you have lived experience of disability, ableism is really
obvuious, and its everywhere.

Psychosocial disability is particularly poorly understood.
Ignorance is rife, not as an insult, as a fact.

Ignorance is about a lack of knowledge.

People don’t know much, even those who are supposed to know.

Ideally, we would all know a lot more about psychosocial disability
and its impacts.

We’d make better decisions. We’d have better policies and practices.
We’d expect better outcomes.

We’d definitely expect better results from the time, money and
efforts that are put in.
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Ignorance isn’t bliss.

Knowledge is power.

Great decisions rely on great information.

A little knowledge is a dangerous thing.

Common sense isn’t that common.

We know less than we think we do.

Education and public awareness are critical.

Most of the people that read the interim report were shocked.
Who knew these terrible things were happening all around us?

The individuals, organisations and systems that work with people
with psychosocial disability need training.

Everyone needs to get some learning done.

Some of the training that is needed already exists and just needs to
be done by more people.

There is more training that needs to be developed, the key risk and
protective factors are ever evolving.

Expertise doesn’t come from theory; it’s developed through
experience.

Training should be co-designed with people living with psychosocial
disability.
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We found:

e Pervasive, persistent abuse of people living with
psychosocial disability, including neglect,
coercion, manipulation and exploitation, exists in
a range of settings, including supported
residential services.

e Profit motive and insufficient safeguards leaves
vulnerable participants targeted by predatory
businesses.

e There is an absence of clear individual,
organisational and systemic safeqguards,
particularly for those with limited natural
safeqguards.

. There are many possible authorities and
eqgulators responsible for safeguarding
ulnerable adults - the gaps between their

I‘eSpOl‘lSlbllltleS creates risks.

e There are difficulties and barriers reporting
concerns, risks and complaints.

e There is a lack of responsiveness to reported
concerns, risks and complaints.

o Weak sanctions allow risks to persist and recur.
e Prosecutions are rare.

e People with psychosocial disability are not
considered credible witnesses.
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e There is a widespread lack of understanding
about supported decision-making.

¢ Significant overuse of substituted decision-
making and an over-reliance on Guardianship.

e Lack of access to independent advocacy.
e Lack of monitoring and evaluation of services.

e Lack of enforcement of breaches of relevant
legislation.

o NDIS codes of practice do not clearly define
manipulation and coercion.

e Significant conflict of interest and limited
understanding of how these impact on people
living with psychosocial disability.

e Emerging trends related to the use of head-lease
with sub-leasing arrangements in private
accommodation that offer no protections.

e In the private sector there is no direct
accountability on condition/upkeep of facilities.

e There is limited understanding of the nature of

the capacity of people living with psychosocial
disability.

A MHLC multi-agency project written up by Dove Ideal Project Solutions 107




So, what did we do about all these awful things that
we listened to?

The same thing that you would probably do
...try find out who is doing the abuse
...alert the authorities
...assume perpetrators would be stopped

... and hope those found guilty would have the book
thrown at them.

We were only around as a multidisciplinary team for
just 6 months, and we wanted to prevent and reduce
as much abuse as possible, as quickly as possible.

And we needed some problem-solving ideas.
But first things first.

We’re still only halfway through the journey.
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Predatory businesses

With the kidnapping, coercion, manipulation, the hard sell, the
unwelcome pitches and the targeting of clients with higher value
packages, we needed to be able to give as many relevant and identifying
details as possible to the relevant authorities.

We also wanted to understand if there were any particular ways to
reduce these practices through current standard business registration
requirements. Why are these businesses even allowed to operate?

We thought there might be a desk-top approach to identifying risk - to
see if there were any patterns or themes related to particular types of
company structures or profiles.

We reviewed the available information of the 50 companies of concern
to see if any patterns would emerge, or if there were typical profiles.

It would be one way to identify and reduce risks, at a systemic level, if
companies that were engaging in predatory practices looked a particular
way.

We also wanted to understand how certain companies seem to collude
and interact in ways that increase their profits to the detriment of the
choice and control of participants.

We looked at the ABN company information, ASIC company information,
the SRS register company information and the NDIS national database of
registered providers.

We looked at the ‘Register of currently registered and operating
Supported Residential Services’. All SRS are required to register. The
register is divided by region and contains the SRS name, address, phone
and proprietor and indicates if it is a pension-level SRS.

residential services to inform the public as to the supported residential services available.

The purpose of this register is to provide a consolidated publicly available list of supported
Box 12 DFFH website

The document is authorised and published by the Department of Families
Fairness and Housing (DFFH). We assume the information contained is
based on the company registration details provided to DFFH by the
registered businesses.

The proprietor details are mostly company names, a few are the name of
the person that is the proprietor. Ten companies appear on the register as
the proprietor of two different SRSs. One company appeared to own
three.
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When SRSs of concern were reported to the project, we used the register
as a reference tool to identify the companies and individuals involved in
abuse.

We discovered that SRSs that had different companies indicated on the
register were actually owned by the same people, or the same Family
Trust.

There should be a requirement for transparency with both the regulator
and the public.

When NDIS providers of concern were reported to the project, it was
more complex to develop a reference tool to identify the companies and
individuals involved in abuse.

The complexity was partly due to the incomplete details included in
reports.

Some reports of concern provided comprehensive details about the
specific companies and individuals involved, other reports included
fewer identifying details.

Participants were often unaware of which provider was delivering
services to them.

Sector professionals weren’t sure if individual support workers were
from companies or working as sole traders or whether companies were
registered providers or not.

Once we eventually found it, we looked at the complete Australian NDIS
provider register of registered NDIS providers.

We used the downloaded Excel spreadsheet as a reference tool.

This contains details of the registered provider name, address, phone,
email, website, open hours, profession, registration group, head office /
outlet and whether they are an active provider (payment received last 3
months).

We looked up the ABN and ASIC details through their website.
Much easier website to navigate.

Even though the ABN register and the ASIC portal are two completely
different websites the ABN company details document has an embedded
link that you can click to see a company’s ASIC information. Clever.

We put together all the information we’d found into spreadsheets and got
them ready to send to the relevant authorities.
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A few things we noticed:

Incomplete ASIC registrations details, with a note of ‘no further
information’ available.

Different company names, with seemingly no relationship to each
other, being the shareholder of each other - Company X has a single
shareholder Company Y, Company Y has a single shareholder,
Company X

The NDIS register had some registered providers with hundreds of
‘outlets’ that they were actively invoicing from

Some of the NDIS provider details were lacking transparency with
multiple addresses like Epping Rd, Epping & Blackburn Rd,
Blackburn, Brisbane Rd, Brisbane.

Websites appear to be registered providers when they aren’t
actually registered: strategic use of ‘I heart NDIS’ logos, cleverly
worded implications of registration, claims of NDIS specialist
expertise.

Not all of the proprietor information on the SRS register is accurate
or transparent.

Different company names, with seemingly no relationship to each
other, being held in the same Family Trusts.

Reflection - Desktop audit improvements

Increase due diligence, registration of all company details should be
mandatory to deliver accommodation services to people living
disability.

ASIC should perform an audit to ensure company details for
companies delivering NDIS services are complete and accurate.

The SRS register needs an audit to ensure company details for
companies delivering supported residential services are complete
and accurate.

The NDIS database of registered providers needs to be audited for
company details of companies delivering supports ensuring these
are accurate and complete.

There should have to be full disclosure of ownership of multiple
SRSs.

There should have to be full disclosure of ownership of multiple
companies providing NDIS supports.
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Regulators

There are multiple regulators, statutory agencies and legislative
requirements related to responsibilities for services and circumstances
however no one clear statutory authority that ensures that people living
with disability have appropriate protections.

During the course of the project, we were trying to make sure we reported
each breach and risk to the relevant authorities. Seeking out who is
responsible for a particular breach, or responsible for ensuring the safety of
people living within supported residential services is trickier than it sounds.
For example, we ended up mapping out 14 different regulatory agencies.
And a few others we thought should, or might, have some responsibility.

There are a diverse range of agencies that have some level of jurisdiction,
responsibilities or accountabilities with regards to ensuring there is
compliance with regulations, legislation, practices, standards and
protections for people living with psychosocial disability within SRSs, SILs
and other forms of accommodation.

Their jurisdictions include federal, state and local. These include, but are
not limited to:
e National Disability Insurance Agency
NDIS Quality and Safequards Commission
Human Services Regulator
Office of the Public Advocate
Victorian Civil and Administrative Tribunal
Victorian Disability Worker Commission
Victorian Ombudsman
Victorian Senior Practitioner
Consumer Affairs Victoria
State Trustees
AHPRA
WorkSafe
Centrepay
Fire Authorities
Victoria Police
Local Authority Building Codes Regulation &§ Compliance
ASIC
ACNC
Community Visitors (OPA)

Each has their own specific remits, access processes and possibly, remedial
tools. If you wanted to report a concern or a risk you would need to do a
bit of research to work how which body is responsible and what actions
they can take. Believe us.
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Impacts of regulatory environment

Supported residential services are regulated under the ‘SRS Act’ however
30% are also registered NDIS providers and many of the practices of
concern sit outside the responsibilities of the Human Services Regulator.

Only about 40% of residents of SRSs are NDIS participants and therefore
many of the practices of concern at SRSs sit outside the jurisdiction of the
NDIA and the NDIS Quality & Safeguarding Commission.

Supported residential services are not technically disability services as they
are open to anyone. Complaints regarding their practices and staff sit
outside the jurisdiction of the Disability Services Commission.

Gaps in regulation have also been embedded into the SRS Act which states:

“A supported residential service means a premises where accommodation
and personal support are privately provided or offered to residents for a fee
or reward... does not include...
e premises used for residential services within the meaning of the
Disability Act 2006
e premises that are SDA enrolled dwellings occupied by SDA residents
within the meaning of the Residential Tenancies Act 1997

e premises used for a designated mental health service within the
meaning of the Mental Health Act 2014”.

These exclusions result in a significantly reduced compliance requirements
and therefore a lower bar of standards of quality, care and suitability of
premises.

Reflections

The requlatory fragmentation meant that the reports of our concerns and
the abuses of vulnerable people should be everybody’s business and yet
they seemed to be nobody’s specific responsibility to stop it happening.

The risk factors for vulnerable adults could be further reduced and the
protective safeguards improved through local, place-based regulatory
activities and operational functions.

Creating multi-agency locally-based teams would ensure compliance
officers become genuinely familiar with how things are operating in
practice rather than on paper.

Regulators and Authorised Officers could and should be one of the people
that people know and are able to turn when they have a problem.

Regulators as part of the circles of support for people with less people.
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Concerns and complaints

So, we lodged complaints about every concern and risk and abuse we found
and heard to every authority that we thought was responsible.

Lodging a complaint is challenging and has been for many of the practitioners
that spoke with us.

Trying to report concerns about predatory practices of NDIS providers for
example, is not that simple.

Complainants are expected to provide sufficient evidence that the Code of
Conduct has been breached. The word of the resident isn’t ever any proof.

Once a complaint has been successfully lodged, there is a significant waiting
time. If you aren’t the participant or the plan nominee no one needs to ever
get back to you it seems.

And that’s okay for privacy reasons, but it doesn’t help you sleep at night
when you aren’t sure if anything at all is going to happen to address your
concerns.

We heard from people who had ‘put a red flag’ on participants accounts...

“it’s all still happening, | assume they decided not to do anything, |
don’t know | haven’t heard back...”.

Well, you do get a response, but the response is to tell you they have received
your complaint.

There doesn’t seem to be an effective triage system that identifies properly
whether a complaint is about abuse or risk of harm, a complaint about quality,
or failing to meet standards or codes.

Lodging complaints to any authority is particularly challenging for a person
living with psychosocial disability.

The NDIS complaints system is complex and ineffective for vulnerable adults.

The complainant is encouraged to complain to their provider in the first
instance.

When the complaint is related to mistreatment, neglect, coercion,
manipulation or financial abuse there is a risk that a complaint aggrieves the
service provider.

This places vulnerable adults at increased risk of harm.
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The vulnerable adults we listened to were impacted on by experiences of not
being believed. They felt uncomfortable to complain.

They were fearful about the people that they were complaining about finding
out that they were ‘telling on them’.

They aren’t the only ones.

Further, individuals who experience, or are at risk of, violence, abuse, neglect and
exploitation, face significant barriers to accessing and engaging with service systems
designed to support them including those that take corrective action to address abuse and
neglect.

These barriers largely exist because these service systems often rely on individuals to seek
out information, communicate and advocate for their needs, make informed decisions,
and navigate within and across systems, to deliver services and supports effectively.

The nature and extent of violence, abuse, neglect and exploitation against people with disability in
Box 13 Australia, Centre of Research Excellence in Disabllitt.; and Health 2021

Reflections
Complaints processes have to change.

There needs to be a clear separation about complaints related to processes
and complaints related to risks.

This would be achieved by separating the regulatory functions of quality and
safeguarding.

Effective triaging of complaints would imﬁroue the urgency or response to
risks. Itis very clear that whilst there might be policies and procedures for
this to happen, at the moment the complaints system is complex and
ineffectual.

Ensuring that everyone knows how to complain, who to complain to and
what to expect from their complaint is critical.

It is also important to find supportive mechanisms that ensure opportunities
for vulnerable adults to report their abuse, bear witness and hold perpetrators
to account.

Protective factors include providing opportunities for residents to discuss their
safety and well-being away from the environment that they live in.

The current systems in place to protect victim/survivors of domestic violence
have not been designed or implemented in consideration of the unique needs
of people with disability. This needs urgent review and adaptation.
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Weak enforcement / Repercussions

There is a natural assumption that the types of practices that we
discovered, reported and provided evidence regarding would be
investigated.

And then if (when) substantiated, significant penalties and
repercussions would follow.

These sanctions would not only prevent the specific perpetrator, they
would act as a deterrent to other providers engaging in similar predatory
business practices and perpetrating abuse.

We tried to find the possible ways to use the law to bring about justice.

We wanted the regulators to throw the book at people making money out
of abusing vulnerable people.

Shut places down. Arrest people. Put some perpetrators in prison.

Seize their flashy cars and nice houses bought from the money made
from kidnapping people or leaving them in squalor.

Realistic outcomes we thought. That was the difference we wanted to
achieve.

We were disappointed.
The legal instruments that currently exist seem deficient for the task.

If the task is providing protections for people living with a psychosocial
disability.

Or to hold perpetrators to account for their actions.

Or to prevent them from having opportunities to cause harm to other
vulnerable people in the future.

We seem to start by issuing compliance notices and ‘please explains’.

There appears to be a very high bar to providing evidence that a breach
of the law or the codes or the regulations has occurred.

Even when these ‘practices of concern’ (abuses) have been identified,
reported, evidenced and proven, the sanctions which are placed on a

erson or a company do not seem to reflect the impact of their
Inappropriate actions.

There are very few examples of Prosecuting businesspeople for the
exploitation, abuse or neglect of people living with disability.
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Since 2019 there have been a total of 164 banning orders issued by
the NDIA.

Across Australia.
Half of these are for 3 years or less.

The most common ban length is 2 years. 34% of all banning order
issues are for just 2 years.

One quarter of all banning orders are permanent bans and 5% are
for 10+ years,

In Victoria there have been a total of 17 banning orders that have
been issued, only 2 of which are permanent. What????

We know that banning orders aren’t the only repercussions people
receive and that companies just ‘Phoenix’ and re-register in a
different company name.

Stronger sanctions are warranted. The punishment should fit the
crime.

People are most commonly incarcerated for being poor and living
with disability.

Prison isn’t the solution for them but it sure is for the people who
hurt them.

Mandatory screening and a national register of convicted abusers
would help.

Make sure people are held accountable for the actions they have
taken that have hurt other people.
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We found a lot of challenges.

Problems everywhere and we had only had a brief look at a
small area of this lucky country of ours.

Problems that are happening at the individual,
organisational and systemic level.

There are lots of different drivers and enablers.
We tried a problem/solution matrix approach.

Everyone was able to write a very long list in the problem
column.

The solutions column was a lot harder to compile.

We wished we had the magic wand we’d offered everyone
else during our consultations.

It was tempting to say ‘scrap the whole lot’ and ‘co-design a
brand-new approach.’

We knew we had to keep the solutions no-cost/ low-cost.
Try to repurpose the money that is already spent.

The money that is already being spent doesn’t stop the
abuse.

In fact, money is causing some of the abuse.

We talked in circles and revisited the same frustrations.
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Then we tried thinking about what we could do without a
magic wand.

So, what if it was us?

We would want to be safe, healthy, in a much nicer building,
with much higher standards of food and cleanliness, staff
who were kind, good at what they do and understood our
needs.

We would want to be heard, understood and people to check
that we are ok. Support to have a decent quality of life. Our
decisions respected, and good advice. That we don’t have to
take. Someone to help us make difficult decisions.

We definitely wouldn’t want to be kidnapped, stolen from,
coerced, exploited or chemically restrained.

But we have unfair advantages and that’s the bare minimum
of what we’d expect.

Ableism means vulnerable adults have their rights to health
and safety breached.

By the individuals, organisations and systems that are
supposed to look out for them.

And we should all expect more, for other people.
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The problem with problems

We heard, saw and found so many different problems in the first
12 weeks. And then we started to just hear different versions of
the same upsetting problems over, and over, again.

We had to stop actively listening and spent a lot of the rest of the
project trying to work on solutions.

We were still receiving multiple reports and queries a week,
triaging them, putting the details into spreadsheets, and sending
them through to the relevant authorities.

But we stopped going out actively listening to people.

It was becoming depressing and distressing to hear about
problems we couldn’t solve.

The clock was ticking loudly, and we were running out of time to
work out ways to fix it.

There are challenges involved with fixing things.

You might be able to fix the leaking tap in the downstairs
bathroom.

The washer just needs changing.
The issue is easy to see. And you have the right combination of
time, money and effort involued to fix it.

Or pay someone else to.

Even a simple fix has consequences, however.
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When you decide to replace the washer, you think you have to
turn the water off.

If you don’t, you reckon the solution is going to cost a lot more
of your time and effort to clean up the water after.

But you already figure that would happen and it’s easy to avoid.

You turn the water off. Now someone else in the house can’t
have a shower.

The domino effect of the fix. But easy to predict. Easy to solve.

So, what if you turned off the water, went to replace the washer
and realised the problem was that you had to replace the whole
tap fixture, so you jump in the car and go off to get a
replacement tap.

That’s okay, it was a quick fix but now it’s going to take a lot
more time, money and effort.

You don’t mind, the dripping is really bothering you and the
solution is worth the inputs for the outcome.

You pay for a new tap, come home, replace the whole thing and
feel pretty good about your achievements.

What if you hadn’t noticed your partner was in the back garden
with headphones on getting in a quick workout?

They are about to get ready to go to an interview for a great job
they really want.

They go to jump in the shower and there’s no water.

They call you. You have accidently left your phone beside the
sink with the missing tap that you have taken with you.

They can’t turn the water back on and they miss the interview.

What you thought was going to be a simple fix had an upsetting
outcome.
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You had the best intentions with the use of your time, money
and effort but your fix had big knock-on effects.

Maybe it’s the final straw in your relationship and you end up
divorced and only seeing your dog every fortnight.

Because you were trying to stop a leaky tap. There were clearly
other issues in the relationship.

Anyway, the problems we were trying to solve had lots of
different reasons.

They had multiple causes and multiple effects.

All fixes will have a domino effect, some easy to see and solve
and others harder to see.

How could you have known they didn’t here you call out very
loudly before you left that you were off to Bunnings and the
water will be off about an hour?

Some fixes are easy to change course on, if you are still in the
house with the tap, you can put it back on straightway, turn the
water back on and fix the drip at a better time.

It’s about the unintended consequences of an action.
We challenged every idea with:

What are the domino effects and what could be the unintended
consequences?

Too ‘protective’ is restrictive on the basic right to autonomuy.

Not enough safeguards risks disastrous consequences.
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The problems we heard and saw existed at the individual,
organisational and system levels.

We tried to identify the drivers to the problems.
Too many risk factors and too few protective factors.
What are they?

So, based on what the vulnerable adults that we listened to told
us, the following is a summary of the risks they face and the
ways to increase the protections available to them.

So that all the people who we heard, and all the others we didn’t,
have an opportunity to have their basic human rights to health,
safety and freedom from abuse.
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Key Issues - Individual
Residents in SRSs:

are invisible to the general public

do not have safe, secure, affordable housing

die younger

age prematurely

are vulnerable to mistreatment, abuse, coercion and manipulation
are socially isolated

are very likely to have experienced significant institutionalisation
lack opportunity to exercise any day-to-day choice and control
are subjected to substituted and best interest decision-making

are likely to have compromised physical and mental health

are less likely to have their health needs recognised and addressed

are supervised by staff without the qualifications and skills to
identify and respond to their needs

Individual risk factors include:

Psychosocial disability

Social exclusion

Intersectional disadvantage

Institutional experiences

High levels of co-existing health & mental health issues
Communication issues

Limited or variable capacity

Limited access to necessary health & mental health supports
Limited natural safequards

Exposure to coercion, manipulation, financial exploitation, neglect,
abuse, assault
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|
Individual protective factors include:
e Opportunity to be healthy

e Circles of support or people who know and care

about you
e Access to advocacy supports

e Approaches that enable supported decision-

making
e Safe, secure, affordable accommodation

e Being a member of the community
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Key Issues - Organisational

SRSs are businesses, that means they are trying to provide a service
that costs them less to run than the money they charge.

If SRSs were run appropriately and addressed their residents’
physical and psychosocial needs, they would not make a profit, in
fact they would be in deficit.

The current business model encourages utilising low
cost/unqualified staff, poorly maintained buildings and cost cutting
in other essential areas such as heating and food.

SRSs organisational risks:

Varying quality of physical building

Varying quality of services provided, issues with cleaning, food,
staffing, care

Referrals from tertiary, crisis services without effective
continuity of care

Limited capacity and skills to work with residents with complex
needs

Inappropriate expectations of staffing qualifications and ratios
needed to adequately respond to needs of residents

Closed-door environments
High-risk practice issues are able to go unchecked

Poorly regulated environments foster domestic abuse
behaviours - coercion, manipulation, financial abuse

Quality assurance standards too low
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Some people living in Australia are having fabulous outcomes as
direct result of the NDIS. Life-changing.

And some people have had their risk to abuse increased
considerably. And are being abused right now.

The NDIS was designed for people living with disability, not
vulnerable adults. Not the same thing.

Assumptions that system safeguards like plan managers and support
coordinators would keep the marketplace safe are not evidenced by
the people we heard and their experiences.

NDIA/NDIS organisational risk:

* Profit motive targets high-value packages held by vulnerable
people

* Varying quality of registered and unregistered providers
* Predatory business practices are able to go unchecked

« System safeguards like support coordinators are also profit
motivated

« High-risk practice issues are able to flourish

 Lack of safeguards fosters domestic abuse behaviours -
coercion, manipulation, financial abuse

* Quality assurance standards and processes are too low

* Lack of ‘on the ground’ responsiveness to inform better
outcomes

 Lack of specific accountability to address concerns

 Limited skills and capacity understand specific requirements of
cohort of concern

« Enforcement and compliance response inadequate

* Quality and Safeguarding functions inappropriately merged
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SRS/NDIA/S Organisational Protective factors:

o Skilled and knowledgeable staff

e Organisational capacity to make good
decisions

e Accessibility
e Continuous learning evaluations

e Feedback loops and robust quality assurance
mechanism

e Accountability
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Key Findings - Systemic
Systemic risks include:

e Blurred separation of responsibilities between government
(state and federal) and private businesses

e Multiple regulators/bodies accountable (and not) leading to a
fragmented requlatory landscape

e Lack of understanding of psychosocial disability across the
system

o Lack of responsibility to ensure basic rights of people living
with psychosocial disability are met

e Overuse of substituted decision-making and guardianship
e Underuse of supported decision-making approaches
e Lack of clear accountability for safeguarding

e Lack of clear responsibility for ensuring vulnerable adults are
protected from abuse, neglect, exploitation

o Lack of clear responsibilitgglfor ensuring vulnerable adults have
their physical and mental health needs met

Fractured system to navigate raise/ report concerns
Unclear responsibilities for reported concerns
Challenges knowing where and how to complain
Complaints not addressed

High-risk practice issues able to flourish

System doesn’t respond to institutional domestic abuse
behaviours - coercion, manipulation, financial abuse

Enforcement and compliance response inadequate
e Lack of follow-up to critical incidents

e Clear practice standards and binding, effective codes of
conduct are needed

e Lack of specific body for ensuring safequards protect
vulnerable adults from abuse and exploitation

e Lack of public awareness

e Lack of transparent, public accountability for reducing the
abuse of vulnerable adults

e People living with disability ignored in national housing
strategies and homeless prevention resources
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System Protective factors

e Accessibility
e Public accountability

e Strong communication (both across and
between systems)

e People in the system that understand (rights,
psychosocial disability, risk)

e Capacity to collaborate to achieve outcomes
e Responsiveness
e Continuous learning evaluations

e Feedback loops and robust quality assurance
mechanism
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‘Vulnerable Adults’ and what we mean by that.

Many adults living with disability across Australia are not
vulnerable or at high-risk of being abused, they have lots of
protective factors and very few risk factors.

People living with a psychosocial disability aren’t all
vulnerable and not all vulnerable adults have a psychosocial
disability.

Adults with disability are at an increased risk of abuse.

People living with disability with multiple risk factors and
minimal protective factors have significantly increased risks
of being abused.

Some adults living with disability in high-risk environments
don’t have anyone that can check that they are safe.

Part of being a vulnerable adult is having less people to
check you are ok.

This makes them vulnerable adults.

People who need people.
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Finding solutions- so many risks.
How can we stop the abuse?

And human rights breaches?

How could we make the trauma of listening to and seeing the abuse
worth it?

We worked out what our wish list was.

We needed to think of interventions at every point of the cycle of
abuse.

Interventions where the safeguards increased choice and control
rather than created restrictions.

Solutions that save lives. No pressure.

When we started this project there was an expectation that we could
develop resources that would increase the capacity of people living
with psychosocial disability to increase their choice and control.

The drivers to the problems aren’t that people living with disability
don’t have the capacity to increase their own choice and control.

The problem is that the system needs capacity-building.
The system needs to make some decisions.
The system needs to set some goals.

The system needs to use it’s time, money and effort to achieve better
outcomes.
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What do we think we need?

We need to know who to report abuse to. We need
one national authority that is responsible for
safeguarding adults.

People fell through the cracks, so we needed to
improve the assessment of risk, so we know who our
vulnerable adults are and what they need to be safe.

We have high risk environments, and we need to
know where they are and they all need better,
regular, face-to-face monitoring. Localised
regulatory teams will be needed.

We need higher standards and quality assurance
systems. We need accreditation and evaluations.

Vulnerable people need people and circles of support.
People with limited access to natural safeguards need
access to independent supports and advocates.

Every community has vulnerable adults. We need to
create local placed-based responses that harness and
increase local capacity to provide responses.

We also need better ways to stop people that
shouldn’t ever work in the sector from working in the
sector. So, we need screening and national risk
registers.

We need better responses and stronger repercussions
for perpetrators.

We need more people to ‘see something, say
something’ and report abuse.
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e We need better awareness of psychosocial disability
generally and vulnerable adults specifically. There is
lots of education needed.

e We need a better complaints process for all the
regulators. We need one set of people to look at
quality and a different set people for safety.

e We need investment in buildings and fit-for-purpose
co-designed housing. We need national focus on
people living with disability and preventing
homelessness.

e We needed better flexibility to allow systemic
responses to premature aging. We need My Aged
Care to improue access to SRS clients to enter before
65 years old.

e We need to think about the needs of vulnerable
women living with psychosocial disability.

e Urgent action on the unregulated use of chemical
restraint and other restrictive practices that we heard
and saw.

e Urgent review of the domestic violence services and
associated legal instruments to make them fit-for-
purpose to address the needs of victims of
institutional domestic violence.
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We’ve explored a lot of things so what have we concluded?

It should be easier for people to identify abuse and easier to
report abuse.

It should be someone’s clear responsibility to do something
about abuse.

Abuse should be quick to address.
And difficult to perpetuate.
There should be tougher sanctions.

We need to prevent and reduce the risks of abuse happening
in the first place.

People deserve to have the same opportunity to be healthy
and safe. And heard. Better standards of services.

Also, the buildings need some serious renovations to make
them okay to expect people to live in.

Currently we do not have clear accountabilities, mechanisms
and practices to support these simple fundamentals.

So here are the 47 recommendations we came up with.
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Recommendations
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Recommendations
1. Establish a national safequarding authority for vulnerable adults.

2. Establish a national reporting system for reporting risks to vulnerable
adults.

3. Establish public accountability for reducing abuse with public
reporting on reports received, responded to and resolved.

4. Establish a no wrong door to report concerns of abuse of vulnerable
adults.

5. Identify which authority is responsible for ensuring vulnerable adults
in SRSs are not subjected to unreported restrictive practices.

6. Urgently investigate the use of restrictive practices, such as chemical
restraint, with SRSs and require authentic and transparent reporting.

7. Monitor and reduce the use of restrictive practices within SRSs and
other accommodation settings for vulnerable adults.

8. Establish nationally consistent laws that require the use of supported
decision-making.

9. Establish intake processes that embed access to independent advocacy
for all vulnerable adults.

10. Establish nationally consistent laws that require use of Guardians at
as a proven last resort option only.

11. Establish mandatory training on psychosocial disability and supported
decision-making for all Guardians.

12. Explore ways to increase access to legal advocacy for vulnerable
adults.

13. Require every person employed to work with vulnerable adults to
undergo a screening process.

A MHLC multi-agency project written up by Dove Ideal Project Solutions 142




14. Develop mandatory reporting requirements for various professionals
to report concerns related to the abuse of people living with disabilities.

15. Establish mandatory training for anyone working with vulnerable
adults to recognise and report signs of abuse, neglect, violence or
exploitation.

16. Increase training and support for regulatory processes and staff to
recognise the use of coercive control in residential settings as forms of

domestic abuse.

17. Create a public education campaign about the rights of vulnerable
adults and identifying and reporting risks of abuse.

18. Establish a whistleblower line for workers in workplaces that deliver
services for vulnerable adults.

19. Establish a localised approach to national safeguarding
responsibilities for vulnerable adults.

20. Establish local health and wellbeing multi-disciplinary response
teams at all Community Health Centres to support the health outcomes
of local vulnerable adults.

21. Establish local multi-agency regulatory teams to ensure risk of abuse
are identified and reduced.

22. Urgent action is required to ensure SlLs are the legal responsibility of
an appropriate requlatory authority.

23. Require all services providing accommodation to vulnerable adults,
including private properties being used as SIL providers to register all
accommodation addresses and occupants.

24. Ensure the locations of groups of vulnerable adults are known to
emergency planning authorities.

25. Establish nationally consistent laws to ensure legal tenancy
protections exist for vulnerable adult tenants.
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26. Amend the SRS Act to the proprietor has to ensure assessments and
plans for residents are done by an independent community health nurse.

27. Ensure a Community Care Plan is required for discharge from mental
health services into private congregate care environments.

28. Review how to enable vulnerable women to be able to choose to live
in a female resident only supported residential service.

29. Immediately adapt My Aged Care to fast-track access for under 65-
year-old residents of SRSs with geriatric-related conditions, under the
recommendations of a health professional.

30. Ensure the transparent billing and separation of accommodation
services and personal care services claimed through tax-payers money
(DSP, NDIS).

31. Separate the Quality and Safeguarding functions of NDIS Quality and
Safeguards Commission, and any other regulatory bodies with combined
functions.

32. Co-design the NDIS Quality and Safeguards Commission complaints
process to improve access to vulnerable adults.

33. Improve NDIA and NDIS risk assessments to ensure they appropriately
identify vulnerable adults.

34. Establish NDIA and NDIS outreach teams to enable communication
contact with vulnerable adults to be conducted face-to-face.

35. Establish NDIS participant-driven package use safeguards to allow
vulnerable adults to protect themselves from financial exploitation.

36. Directly employ salaried NDIS plan managers, support coordinators
and recovery coaches for vulnerable adults.

37. NDIS participants that are vulnerable adults should have automatic
access to an independent advocate that they can choose to opt out of.

38. Review (and improve) current standards and codes related to
accommodation of vulnerable adults.
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39. Develop universal accreditation standards that apply to all services
that provide accommodation for vulnerable adults.

40. Conduct evaluations of services to vulnerable adults to continuously
improve standards and outcomes.

41. The National Housing and Homelessness Plan should immediately
include people living with disability as a priority cohort.

42. Supported residential services need to be co-designed with residents
to enable the provision of safe, secure and affordable accommodation.

43. Conduct an urgent review of current domestic violence responses to
enable adaptation to protect victims of institutional domestic violence
and their perpetrators.

44. Each jurisdiction and regulator to urgently review sanctions and legal
instruments to ensure they are fit-for-purpose to address breaches,
violations and deliberate abuse of vulnerable adults.

45. Ensure all services providing accommodation to vulnerable adults
face significant penalties for institutional abuse and criminal sanctions
for indictable offences are initiated and prosecuted.

46. Ensure all people providing services to vulnerable adults face
significant penalties for abuse and criminal sanctions for indictable
offences are initiated and prosecuted.

47. Conduct desk-top reviews and cross-reference all information given
to all regulators (ASIC, ATO, NDIA, DFFH) by businesses using tax-payers
money (DSP, NDIS) to provide services to vulnerable adults.
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A bit more
of the thinking

behind the
Recommendations

Hopefully the proposed solutions to the presented problems make
sense to you.

If you want to know why these specific recommendations are the
forty-seven that we arrived at, or what they mean when we say
them, here it is.
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Recommendation 1:

Establish a national safeguarding authority for
vulnerable adults.

Recommendation 2:

Establish a national reporting system for
reporting risks to vulnerable adults.

Recommendation 3:

Establish public accountability for reducing
abuse with public reporting on reports received,
responded to and resolved.

Recommendation 4:

Establish a no wrong door to report concerns of
abuse of vulnerable adults.
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One of our biggest frustrations was trying to work out which
authority might be the one with the overall responsibility of making
sure the abuse of the vulnerable adults we listened was stopped and
prevented from happening to others.

There should be easy, clear ways to report the abuse of vulnerable
adults and public accountability.

So, Establish a body. Ensure easy, clear reporting in and out.

There should be one national body responsible for safeguarding
vulnerable adults. It needs to be easy to contact and report publicly
on its activity.

This body should have a local, place-based approach enabling them
to easily see, hear and respond to issues.

They can monitor and enforce compliance more easily face-to-face.

They can make sure vulnerable adults have someone to watch out
for predators and perpetrators.

Reporting the abuse of vulnerable adults should have a no wrong
door approach.

Everyone should know about the body and all agencies that receive
reports of abuse should have to report into it.

Public quarterly reporting of complaints and actions should form
key KPIs.

They should have to report publicly on how they are doing and how
many reports they received, responded to and resolved.

In the meantime, each State needs to urgently review any and
all gaps in the safeguarding of vulnerable adults in all forms of
supported residential environments and work ACROSS systems

to address these gaps. Box 14
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Recommendation 5:

Identify which authority is responsible for
ensuring vulnerable adults in SRSs are not
subjected to unreported restrictive practices.

Recommendation 6:

Urgently investigate the use of restrictive
practices, such as chemical restraint, with SRSs
and require authentic and transparent
reporting.

Recommendation 7:

Monitor and reduce the use of restrictive
practices within SRSs and other accommodation
settings for vulnerable adults.

Until it’s one authority’s clear job, there are some urgent issues.

We felt sure there must be a way to improve the current risk of
unregistered and unreported use of restrictive practices that we heard

about.

You aren’t allowed to subject people living with disability to chemical
restraint, or lock them in, or leave in them in rooms that they cannot
physically leave, without reporting that to whoever is responsible.

It’s a type of abuse.

Whoever the people are that are supposed to make sure that restrictive
practices aren’t used on the people living with disability that live in
privately run non-health services, could you let them know?

We have heard that processes and procedures for managing medications
at SRS are far from robust and accurate. You will need to visit face-to-
face, obseruve processes in practices, check records, check
prescriptions and importantly safely and away from the staff, listen to
the residents. Urgently.
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Recommendation 8:

Establish nationally consistent laws that require
the use of supported decision-making.

The UNCRPD is very clear that wherever possible people living with disability
should have the right to make their own decisions, including those that carry
a degree of risk.

This is a right we all have, to weigh up risk and reward and make a choice. Or
we wouldn’t be allowed to get into cars, ride bikes in the city or have kids.

Australia-wide legal protections need to ensure this right to decide is
protected and clarified. There should be a mandatory requirement for
supported decision-making approaches to be utilised prior to any formal
substituted decision-making.

Supported decision-making is a sophisticated skill actually, it is learnt. People
require time to develop supported decision-making to be effective supports.

It is also a human right, even for vulnerable adults. The right to make every
part of every decision that is being made about the choices that you have. And
as far as you can be supported (properly) to make them.

So, if a person living with disability requires support to make a decision,
wherever possible the people around them should provide support to make a
decision, not make the decision for them.

There are several different ways that people can be supported to make
decisions that impact on them, where they live and how they access supports
however there are also several different ways that choice and control is
limited.

A person may have informal supports such as a family member, friend or
supporter that supports them or advocates for the choices that they would
like.

We called them natural safeguards. The people that make sure you are ok.

Experienced informal and formal advocates understand the skills required to
support an individual to have the right to make their own decision and to
provide as many supported decision-making opportunities as possible.

Formal supports include a plan nominee, guardian, administrator. These can
be unnecessarily restrictive.

A NDIS plan nominee can support a person to make a decision, however they
also have the authority to be a substitute decision-maker. There are obvious
risks associated with vulnerable having a plan nominee that can make
decisions that they gain a financial benefit from.
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Recommendation 9:

Establish intake processes that embed access to
independent advocacy for all vulnerable adults.

Recommendation 37:

NDIS participants that are vulnerable adults should
have automatic access to an independent advocate
that they can choose to opt out of.

People living with disability outside of the family home are at increased risk
of having limited natural safeguards.

Given what we heard, there is a compelling need to ensure that the most
vulnerable don’t fall through the safety nets and into the sea of sharks.

Accessing appropriate supports for people living with psychosocial
disability is challenging. It’s not buying apples.

People living with psychosocial disability with limited natural safeguards
should have access to independent advocacy.

This is to ensure that reduced natural safeguards do not create exposure to
increased risks of neglect, abuse and exploitation, particularly by predatory
businesses.

Independent advocates with specialist skills supporting people with
psychosocial disability are an essential element of a system with robust
safeguards.

Independent disability advocates have been able to achieve some
amazingly positive outcomes providing effective safeguarding of people’s
rights and supporting decision-making to ensure genuine choice and
control. These functions are highly valuable as protective factors for
people living with psychosocial disability and limited natural safeguards.

Increased use of supported decision-making and ensured access to
independent advocacy would increase safeguards, reducing the current
over-use of Guardians.

Independent disability advocates have the skills and expertise to work
alongside people living with disability. They also have no financial gain or
conflict of interest that compromises their integrity or creates a bias
towards particular outcomes.
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An independent disability advocate, Gwen, described at length
her most recent challenge with supporting Millie who lives with
psychosocial disability in an SRS.

Millie wanted to change her support coordinator.

Millie wanted the ‘one that came to see her’ not the one that
‘only talked on the phone and by computer.’

The NDIS provider and the SRS proprietor tried to prevent the
changing of providers through several mechanisms and signing
of renewed agreements.

This was despite direction from a senior delegate from the NDIA
to ensure all parties understood the new arrangements moving
forward.

At least 4 different people involved in her supports attempted to
convince Millie that she should not change her support
coordinator to the person that she wanted.

Gwen continues to support Millie to be able to exercise her right
to choose.

Independent advocacy is often used as a crisis intervention rather than
an early intervention/prevention approach to safeguarding against
abuse.

Increased use of independent advocates would reduce the need for
formal guardianship arrangements.

It is imperative that independent advocates remain funded through
specialist agencies.

If we create a market for anyone to become an ‘independent advocate’
we would invite another way to accidently turn a system safeqguard into
another profit-driven role full of the risks of self-interest.

Certain NDIS protections and safeguards could be expanded and
improved through increased access to independent advocacy.

NDIS intake processes could identify people with limited natural
safeguards and adapt to face-to-face approaches and automatic referral
for independent advocacy with an option for the participant to opt out if
not required.
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10: Establish nationally consistent laws that
require use of Guardians at as a proven last
resort option only.

11: Establish mandatory training on
psychosocial disability and supported decision-
making for all Guardians.

Sometimes there are decisions that have to be made on behalf of
someone else, in their ‘best interest’ and a formal Guardian is needed.

The use of Guardianship should be nationally consistent, utilised only as
a last resort and require a clear understanding of how to adhere to the
fundamental rights of autonomy as expressed within the UNCRPD.

Substituted decision-making is also a skill and should be combined with
the skills of working within a supported decision-making framework.

In this way as many components and elements of a decision as possible
could be still in the hands of the person the decision is about.

Whilst they are an option of last resort, without improved local place-

based safeguards there will need to be an increase in the number and

gualitg of skilled guardians that understand and can provide supported
ecision-making.

Guardians must be capable of working with in partnership with people
living with disability to ensure, as far as possible, they maintain
opportunities for choice and control even under Guardianship Orders.

All Guardians should undergo specific training to understand and
commit to supported decision-making, as far as possible, within their
role as substitute decision-makers.

Guardianship Orders should not be granted to anyone that delivers fee-
paying services for people living with disability. There is a direct conflict
of interest and the risk making decisions of economically benefit to the
Guardian.
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Recommendation 12:

Explore ways to increase access to legal
advocacy for vulnerable adults.

A system-wide approach to ensuring access to both legal and
non-legal advocacy, as appropriate, would improve social
justice outcomes.

Opt-out access to legal advocacy for vulnerable adults available
at intake and assessment processes would increase safequards
without increasing restrictions.

Community lawyers with experience in psychosocial disability
could identify and address unmet legal problems, identify legal
issues and provide opportunities to implement legal protections
such as Intervention Orders and removing unlawful agreements.

We have seen the enormous benefits of Health-Justice
Partnerships.

Community Health Centres could provide simple legal needs
screening for vulnerable adults and refer to specialist legal
advocates.
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We assume that people in the caring profession are caring.

We assume that the people who choose to work with people with
psychosocial disability do so because they know that the correct
supports are transformative.

However, we all know there are:

bus drivers who hate traffic,

teachers who resent explaining things,
parents that don’t really like children,
lawyers who don’t understand justice,
policemen with no regard for the law;
people in exactly the wrong job.

There are people working with people living with psychosocial
disability that simply shouldn’t be.

Sometimes because of incompetence. Or thinking they know best.

Sometimes because they put the pursuit of profit above the needs of
people.

Sometimes because they don’t care.
Sometimes because they are abusers.

We are not quite at the stage where we can design a test to work out
if someone truly has empathy or compassion.

We should be able to work out how to stop abusers continuing to
work with vulnerable adults.

All the people that work with vulnerable adults should be safe to
work with vulnerable adults. Not a high bar.

This isn’t about having to have a blemish free record. Rehabilitation
of offenders is a key component of genuine social justice. Having
broken the law doesn’t mean you shouldn’t work with vulnerable
adults. Abusing vulnerable adults means you shouldn’t be working
with vulnerable adults.
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Recommendation 13:

Require every person employed to work with
vulnerable adults to undergo a screening
process.

We need to ensure that people that work with, around or
alongside vulnerable adults have undergone mandatory
screening.

We need to have policies and processes in place to ensure that
people are safe to work with, around or alongside vulnerable
adults.

SRS workers do not have to undergo disability worker screening,
they aren’t disability support workers.

At the moment, disability worker screening is only mandatory
for NDIS registered providers in specific ‘risk assessed’ roles.

Other NDIS disability support workers have voluntary options to
undergo screening.

Screening should be mandatory.

To reduce the risks of abuse, every person employed to work
with vulnerable adults should be required to undergo a
screening process.

If you are found to be guilty of the abuse, exploitation or of
deliberately causing of harm to vulnerable adults you should
face harsh penalties and disqualifications.

These can be screened for to prevent re-employment in the
sector.
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Recommendation 14:

Develop mandatory reporting requirements for
various professionals to report concerns related
to the abuse of people living with disabilities.

Something came up when we were listening to someone whose
story doesn’t appear. There were too many identifying details to
protect their identity and repeat it.

This person was telling us about one of the places they lived. They
talked about being frightened of the sparking plugs, for good reason.
The sparks caused a fire, not a big one.

They talked about ‘when the firemen came’ briefly and then moved
on to another topic regarding the cold and the rude staff.

It wasn’t the worst part of the story or the situation. Not by a long
shot. They are safe and happy and well cared for now.

“When the firemen came.” When the firemen came to attend. A
place that had a whole bunch of people being neglected and abused
inside.

Did they report that to anyone? Were they supposed to?
We tried to find out during the last few weeks.

We couldn’t find the mandatory duty to report the abuse of
vulnerable adults.

Across Australia, certain professions have a mandator%reporting
requirement to report concerns related to children, if they suspect
abuse or neglect.

There doesn’t appear to be a mandatory reporting requirement if
you are concerned that an adult is being abused or neglected.

Many people that do not have a mandatory reporting requirement

consider it their responsibility to report concerns related to the
safety and well-being of children.
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There is a community perspective that we should be collectively
responsible for making sure that children are kept safe from harm
and abuse. Most people know they can report any concerns to child
protection officers.

Safeguarding vulnerable adults should also be everyone’s collective
responsibility.

The people who work around and alongside vulnerable adults should
have to report any concerns they have to the relevant authority.

At the moment, it is confusing who that authority is and whether
there is a duty to report. Take it from us.

If a fire crew attend a property and the living conditions and the
condition of the residents are of serious concern, shouldn’t they be
obligated to alert someone?

We went down quite a few rabbit holes, and we got stuck in a bit of -
is there something about first responders in the solution?

We know that first responders attend properties that accommodate
vulnerable adults.

First responders attend SRSs for a range of reasons.

Fire, false alarms, medical emergencies, death, assaults, returning
residents who have ‘escaped’.

The conditions of both the building and the residents of some SRSs
should trigger a mandatory duty to report. Surely.

Protocols for mandatory reporting of concerns about a vulnerable
adult should be developed.

Mandatory reporters should include for example, first responders
that attend accommodations that appear unregistered or non-
compliant with acceptable standards and community health nurses
that are concerned about over-medication of people living with
psychosocial disability.
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Recommendation 15:

Establish mandatory training for anyone
working with vulnerable adults to recognise
and report signs of abuse, neglect, violence or
exploitation.

Maybe the firemen did report it, maybe they wanted to report but weren’t
sure who the right authority was. Or maybe they don’t know what the
abuse of vulnerable adults looks like.

Extensive training and workforce development is required to capacity-
build the system to understand and respond to the rights of vulnerable
adults and the nature of the specific risks of abuse.

Capacity-build the system to increase operational understanding of
vulnerable adults and their rights and their risks of abuse.

We thought absolutely anyone could walk into some SRSs and see ‘it’s
not great, | wouldn’t want to live there but it’s not that terrible’.

They might think ‘they probably should have higher standards and
maybe up their game a bit’.

Or maybe they’d think the way the residents presented was ‘because of
their disability’.

Maybe they wouldn’t notice the abuse.

They’d also have to know a bit about the people in there to know if they
were okay or not.

For the people specifically working with and for vulnerable adults,
training should be mandatory.

Increased awareness through increased education and training is critical
to providing safe service responses to people living with psychosocial
disability and to increase the system’s capacity to identify and reduce
abuse. Participants should also have access to training.

Guardians (and first responders?) in particular should be provided
appropriate training to recognise coercive and predatory practices and

how these forms of institutional domestic abuse are perpetrated.
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Training and suﬁports in this area should replicate best practice
approaches in the areas of family and domestic violence and seek to
provide effective supports for institutional domestic abuse survivors.

There also needs to be widespread education related to the specific risks
and vulnerabilities associated with different types of disability.

This understanding has to be embedded across the workforce and
influence the strategic and operational practices of any safeguarding
authority.

The report also found that the nature and extent of violence that
people with disability may experience varies by disability type.

For example, people with cognitive and psychological disability
reported higher rates of all types of violence compared to people
with other types of disability over a twelve-month period.

The report noted that the intersection of disability with other
social characteristics and circumstances, such as economic
status, gender, Indigeneity and culture can affect the nature and
extent of violence that people with disability may experience.

For example, women with psychological and cognitive
impairments have very high rates of all types of violence,
particularly physical violence, sexual violence, partner violence
and emotional abuse.

Moreover, people with disability who reported living in financial
hardship were three times as likely to experience violence than
people without disability who report no financial hardship.

The nature and extent of violence, abuse, neglect and exploitation
against people with disability in Australia, Centre of Research
Box 15 Excellence in Disability and Health 2021
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Coercive Control

The risks related to coercive control exist with inequality of
power.

Coercive control exists in relationships when the inequality
of the power dynamic allows for one person to determine the
other person’s experiences and circumstances.

We tend to think of this within the realm of intimate
partnerships where somebody is subjected to experiences
associated with domestic violence.

One of your people might have lived experience of a
controlling partner.

They might have not been able to see you as often as they
wanted to, they might have had to make sure dinner was
ready by a certain time, or that they had to change the way
they dressed or who they spoke to.

They also might have thought these behaviours were their
idea and it took them years to see how manipulated they
were.

Or they might have done them out of fear of the
repercussions if they didn’t.

Aspects of coercive control in domestic violence in intimate
relationships include dictating what someone can eat, who
they see, whether they can leave the premises or not, their
access to their finances and their choices of activity.

Sound familiar?
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Coercive control with people living with psychosocial
disability takes many forms. We heard and saw lots of
different versions of coercion.

It takes place within an institutional environment where the
power dynamic of ‘running the place’ and ‘running the lives
of people’ start to blur.

It includes manipulating people in your care.

It includes developing ‘friendships’ and a sense that workers
are ‘family’.

It includes encouraging dependency.

It often includes controlling access to visitors, support
workers and advocates.

Commonly it includes restricted access to the limited money
available for people.

Fear of being evicted or being sent to a ‘less desirable’ SRS is
a key feature of the lives of many residents.

Some people told us that they had been evicted for
complaining about poor treatment/conditions.

Many acts that involve coercive control over a person living
with disability can be reframed as ‘acting in a person’s best
interest’.

There has been very little research into the enduring impacts
and cumulative harm caused by the coercive control on
people living with psychosocial disability.
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Recommendation 16:

Increase training and support for regulatory
processes and staff to recognise the use of
coercive control in residential settings as forms

of domestic abuse.

There is very limited understanding about vulnerable adults, choice and
control, supported decision-making and independent advocacy.

System capacity building involves education. There needs to be an increase
in the understanding the nature of the abuse of vulnerable adults.

There should extensive training provided, particularly across the requlatory
workforce.

The best practice approach to providing training in these key areas involves
facilitating opportunities for people living with psychosocial disability and
lived experience experts.

The NDIS intends to support people living with disability to live in the
community with the same rights of other people to be healthy, safe and
connected.

To work with and on behalf of people with psychosocial disability is a
specialist skill set. Many people do not have the required skill set.

NDIA and NDIS Q&S are not staffed by people with specialist knowledge of
working with people with psychosocial disability.

The requlatory bodies responsible for people within SRSs do not have
specialist knowledge of working with people with psychosocial disability.

This lack of capacity in the system itself enables significant levels of harm.

Harnessing the specialist skills of community health nurses would support
the sector to identify and manage health and well-being needs. See more
under place-based.

There are a lot of people all over the system and all over Australia that need
a bit more insight. We are all learning machines and learning is a lifelong
thing. Maybe we all need a bit more supported decision-making.
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Recommendation 17:

Create a public education campaign about the
rights of vulnerable adults and identifying and
reporting risks of abuse.

We should all know more about the impacts that we as a community
have on people living with disability.

Not about their discrimination.

Not about their impairments.

About the unfair advantages of people living without disability.
About how we collectively make it harder.

About what abuse looks like.

Everyone should know how to be the people that people need.

The general community need an increased understanding of the
nature of the abuse of vulnerable adults and where to report
concerns of abuse.

There should be a public awareness campaign about the risks
associated for different people with different types of disabilities
and how to recognise signs of abuse, neglect, violence or
exploitation.

Clearer understanding and ‘if you see something, say something’
approaches could improve our collective responsibilities and reduce
the abuse of people living with disability.

They’ll need someone to report it to though.
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Recommendation 18:

Establish a whistleblower line for workers in
workplaces that deliver services for vulnerable
adults.

We had some thoughts about the fact that SRSs and SiLs are also
workplaces and maybe some of the bad players were also horrible
bosses.

If you can mistreat vulnerable adults, you probably don’t mind
exploiting workers.

As well as ensuring that vulnerable adults are supported to provide
witness accounts of their abuse and mistreatment, enabling staff to
report concerns related to vulnerable adults could be important.

Of course, some staff may have some of the challenges of residents
(fear, perceptions of being unreliable, manipulation etc).

Supported residential accommodations in all forms are also
workplaces and have responsibilities under WorkSafe about the
conditions that the staff are working in.

We understand that with the reported concerns around things like
faulty wiring, tampered smoke detectors, infestations and mould,
these not only impact on the well-being of residents, staff are
working in unsafe conditions.

Some SRSs of concern have very high staff turnover rates and
increased awareness and use of whistleblower protections for
workers in disability support environments could lead to improved
identification of high-risk environments and abuse.
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The system has people....

So, we were thinking about the need to be able to see for yourself that
someone is actually okay. And then the importance of knowing what you are
looking for, to even know if someone has any health or well-being issues.

Some people have people that are their people but are far away.
It means they can’t check in on you. Properly check.
You might not live in the same city as your mum.

You might not have contacted your mum for a little bit and keep meaning to
call. She’s probably fine. You won’t be worried that she hasn’t told that she’s
not feeling okay, if you call.

You give her a call, and she mentions she’s got a bit of a cold, but she’s fine.
You think she might be a bit worse than she’s letting on.

You ask her neighbour Margot to check in with her. She calls and says your
mum is fine.

But Margot’s judgement is a little different to yours.
She thinks everything is alright as long as you’re upright and breathing.
And she thinks a shot of whisky cures anything that ails you.

If you want to be 100% sure that she looks okay to you, you’ll need to go and
see your mum. Face-to-face. She was very happy to see you.

Actually, she had been feeling a bit lonely and bit under the weather but didn’t
want to worry you.

After a weekend in your company (you cooked some of that chicken soup
Granny taught you to make) you both felt much better by the time you left late
Sunday night. She went out shopping and for lunch with Margot on Tuesday.
You didn’t ask if whisky was involved.

If your mum was getting a bit vulnerable to feeling lonely and under the
weather, you might decide to move closer to where she lives.

Not in with her. Or she might feel like you are saying she can’t take care of
herself anymore and that will make her more likely to feel depressed.

Just down the road. So that ?ou can pop in from time to time just to check on
her without making her feel like too over protected. Close enough for her to
come to see you, if she wants or needs anything. Or, maybe, to ask for your
help with something she has decided she can’t do by herself.
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Some of our logic...

There are people with psychosocial disability all across
Australia and in every community. Some of these people
require supported accommodation for daily living.

The provision of supported accommodation services are
really a health and well-being response to the needs of a
person living with disability.

Supported accommodation, in all its forms and business
models should be considered part of a local place-based
response to people living with psychosocial disability.

Recommendation 19:

Establish a localised approach to national
safeguarding responsibilities for vulnerable
adults.

The new national body will need to have a localised
safeguarding presence.

A genuine place-based response should also provide holistic
person-centred response. This would ideally be irrespective of
the level of government or the specific regulator responsible for
any particular component of the responses needed by the
individual.

The social model of health and mental health recognises that all
aspects of life impact on our health and well-being including our
job, home, friends and habits not just our diet and exercise.

A local place-based social model of health response to people
living with psychosocial disability would provide cost
efficiencies, reduce risks and increase protective factors.
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Recommendation 20:

Establish local health and wellbeing multi-
disciplinary response teams at all Community
Health Centres to support the health outcomes
of local vulnerable adults.

Community Health Centres already provide holistic health
management and support to people living with psychosocial
disability. Creating local teams with targeted responsibilities for
providing outreach and in-reach health and well-being services
to supported accommodation services would harness existing
local capital.

Health and wellbeing multi-disciplinary response teams could
be established at all Community Health Centres. Each
Community Health Centre could be responsible for responding
to the residents of supported accommodation services in their
area with a team of nurses, mental health and primary health,
allied health and AOD supports. This would provide residents
with access to improved health and wellbeing outcomes.

Outreach workers are needed, with a clear community health
nursing practice framework, based on a clear understanding of
the social determinants of health and mental health and
experience of working with this particular client group. This
team could ensure each resident, that wants it, has access to
advocacy and peer supports.

This would be a cost-effective way to provide holistic health
mana?ement and support to people living with psychosocial
disability in supported accommodation environments to enable
quality of health outcomes for these most vulnerable Victorians.

This would also reduce the risk factors and increase the
protective factors associated with abuse, neglect and
exploitation of vulnerable people.
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Recommendation 21:

Establish local multi-agency regulatory teams
to ensure risk of abuse are identified and
reduced.

There are an increasing number of jobs and roles that can be
performed remotely, behind a screen and on the phone. COVID-19
proved that more and more activity can be provided in a contactless
way. There are also some activities that cannot be effectively done
without face-to-face engagement.

Some of the activities that require an in-person approach include
identifying and responding to the health and safety needs of
vulnerable people. Without face-to-face contact it is impossible to
provide an appropriate health and well-being risk assessment, to
verify safeguards are in place, and to confirm the physical
enulflronment that a person living with disability is accommodated
within.

A locally knowledgeable workforce would include those authorised
officers responsible for requlatory compliance. A place-based
response to monitoring the quality and safeguards that exist to
prevent abuse and promote safety would enable increased
compliance with appropriate regulations and legislation. If there
was a partnership/multi-agency approach to regulatory functions,
there could be significant benefits and cost-efficiencies.

Localised authorities could sit within LGA or PHN offices and
provide a local physical location that vulnerable people, advocates
and service providers could bring complaints and concerns to, that
are able to investigate issues and enforce the existing requlations.

Monthly visits by authorised officers would ensure familiarity with
residents and service providers, building positive relationships and
improved safeguarding.

These in-person interactions provide opportunity for real-time
information and provide a regular presence that acts as a deterrent
for predatory businesses to mushroom their services in the dark.
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Quarterly on the ground reviews could be conducted at SRSs,
SILs and emerging accommodation services for people living
with disability. These would involve a multi-requlatory lens and
include looking at practices and procedures, building safety,
food regulations, staffing conditions.

A locally based regulatory team would resolve the current
fragmentation and multiplicity of regulatory responsibilities
that enable unaccertable practices to persist. Optimally they
would meet monthly with the community health team to
exchange information, address concerns and promote
partnership approaches to minimising risks and increasing
protective factors and proactive approaches.

A localised, place-based, multi-regulatory face-to-face
approach could ensure that there was appropriate registration,
supervision, accreditation, regulation, safeguarded, monitoring
and evaluation of all accommodation services provided to
vulnerable people.

We worked out this approach could be delivered within current
resources, there are significant savings to the system when
primary, prevention and early intervention approaches are
implemented. Currently our systems are overloaded with
responding to the crisis, the most expensive way to tackle a
problem.

Maybe an economist can do the financial modelling to prove
us wrong?

Or maybe you are one of the people that can prove us right.

Even better.
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Recommendation 22:

Urgent action is required to ensure SiLs are the
legal responsibility of an appropriate regulatory
authority.

Recommendation 23:

Require all services providing accommodation
to vulnerable adults, including private
properties being used as SIL providers to register
all accommodation addresses and occupants.

Recommendation 24:

Ensure the locations of groups of vulnerable
adults are known to emergency planning
authorities.

We were shocked when we found out that the SILs that people were
being kidnapped and brought to were sitting outside the current
regulatory framework.

All those regulators. No regulator didn’t seem right.
No legislation that they fall under?

No-one had to register an address that they were taking a vulnerable
adult to?

So, yeah.
Fix that one.
Shouldn’t be that hard.
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Currently only some types of accommodation provided to people
living with disability are required to be registered.

Ordinary residential homes are being used to provide SILs services
and they are not required to register the property as a service.

‘Pop-up SILs’ can be used as secret locations where people with high
value packages can be taken without a requirement to have the
address documented.

Not only does that mean that they sit outside current regulatory
responsibilities, it has implications for disaster management. If we
needed to make sure vulnerable people were able to be safely
evacuated in the case of a natural disaster, we wouldn’t know where
to find them.

Some SILs are wonderful and fabulous and supporting fantastic
outcomes so they aren’t going to mind registering themselves.
These not-for-profit and businesses of integrity would probably also
welcome their residents rating them. More later.

Urgent need for legislative reviews and amendments to ensure
vulnerable adults in SILs have a clear responsible reqgulator. Details
of our thinking were explored in page 83-85.

All services providing accommodation to vulnerable adults should
have to register the addresses. This does not need to publicly
available but must be shared with regulator and disaster
management.

Ensure nationally consistent requirements for all services
providing accommodation to vulnerable adults to register all
addresses. It shouldn’t be possible to invoice government money
to support anyone at a hidden location.

SIL accommodation supports must be obligated to register
ownership and should be restricted from creating sublease
headlease style arrangements that reduce tenancy rights.
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Recommendation 25:

Establish nationally consistent laws to ensure
legal tenancy protections exist for vulnerable
adult tenants.

People living with psychosocial disability are subjected to illegal
evictions and breaches of the tenancy rights that other
Australians take for granted.

Nationally consistent tenancy protections need to ensure they
reduce the impact of ableism on tenants living with disability.

People living with disability should have the same security of
tenure of other people living independently of their families.

There is an emerging trend of headlease/sublease arrangements
in SIL-style accommodations that serious undermine the
tenancy rights of people living with disability that are paying the
rent.

In many cases people are paying over and above market rents
without any of the protections.

Tenancy rights for people living with psychosocial disability are
often limited by the nature of the tenancy and service
agreements that they sign.

With increased access to specialist legal assistance, these
agreements can be used as legal instruments to ensure certain
responsibilities are met or to recover the costs of services.

Community lawyers with experience in working for people with
psychosocial disability could provide individual supports to
reduce their risk of tenancy breaches, evictions and
homelessness.
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Recommendation 26:

Amend the ‘SRS Act’ to the proprietor has to
ensure assessments and plans for residents are
done by an independent community health
nurse.

The SRS Act needs to be adapted to ensure that support needs
assessments, plans and reviews are conducted by skilled
practitioners such as independent community health nurses.

It’s just a few words that need to change, but it will improve the
quality of life of residents significantly.

As discussed earlier, the SRS Act requires support needs
assessments, plans and reviews however these are the
responsibility of the proprietor.

To assess the needs of people living with psychosocial disability
requires skills and expertise.

SRSs should have access to skills and expertise to enable them to
provide safe, appropriate care for vulnerable adults.

If residents’ needs assessments were carried out by independent
community health nurses, health and well-being outcomes would
improvue and the risks of unattended support needs would reduce.

This would improve the health equity for these very vulnerable
Australians.

These would also support the management of medications and
ensure some protections from the currently unobserved use of
chemical restraint of people living with psychosocial disability living
within supported accommodation.

174




Recommendation 27:

Ensure a Community Care Plan is required for
discharge from mental health services into
private congregate care environments.

Since one of the key routes into SRSs creates systemic
challenges, it also the opportunity for systemic responses.

Discharging people from mental health services into SRSs
should requiring providing continuity of health and
wellbeing supports.

People living with psychosocial disability are discharged into
SRSs from Mental Health Units with limited handover and
unclear responsibilities to provide ongoing supports to
address health needs and personal care requirements.

A Community Care Plan should become mandatory,
including specific responsibilities for identifying and
responding to health care needs and personal care
requirements once living in the community.

Best practice would ensure that this plan is developed with
the person being discharged and would detail how a
person’s supported accommodation can support their
specific needs.

These plans could be done in coordination with community
health teams to improve continuity of care and enhanced
recovery.
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Recommendation 28:

Review how to enable vulnerable women to be
able to choose to live in a female resident only
supported residential services.

This recommendation is one that wasn’t anything we were
thinking about heading into the project.

When one of the vulnerable women we listened to talked
about preferring to be street homeless than stay in SRSs due
to the men. Street homeless as a preferred choice?

She asked ‘Why do | have to live with men? They scare me.’
For good reasons, given her experiences with them.
We couldn’t think of a single good answer to the question.

Vulnerable women shouldn’t be forced to live with men, if
they don’t want to.

Seems unfair to make them, just because they are living with
disability.

Women living with psychosocial disability are
disproportionately likely to have history of trauma, and be
survivors of sexual assault, violence and abuse, much of it in
institutional settings.

At the moment we are ‘housing’ vulnerable women into
mini-institutions with men that they are scared to live with.

So, we can all probably agree that women living with
disability should have a choice not to live in group
environments with men. Let’s put it on the to-do list.
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Recommendation 29:

Immediately adapt My Aged Care to fast-track
access for under 65-year-old residents of SRSs
with geriatric-related conditions, under the
recommendations of a health professional.

Another systemic issue we weren’t looking for but came and
found us.

As we heard from the sector, Sid and Sybil need immediate
supports and its already too late for Andrew.

See page 69 & 70 to review.

We know that people with psychosocial disability in PCC
settings are at risk of premature aging, advanced frailty, and
have a reduced life expectancy.

Given the early deaths we may not be providing access for
them for that long, but we will dramatically improve their
quality of life. Cost effective and humane solution, tick.

Vulnerable adults that prematurely age should have the
option for appropriate My Aged Care supports.

My Aged Care should have flexible fast-tracked entry point
for people with psychosocial disability that have been
assessed as experiencing geriatric related conditions
prematurely.
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Recommendation 30:

Ensure the transparent billing and separation of
accommodation services and personal care
services claimed through tax-payers money
(DSP, NDIS).

Businesses built to address vulnerable adults’ housing and support
needs should need to provide transparent separation of services.

Having SRS owners also able to own NDIS companies and run SIL
accommodation enables and encourages predatory business
practices.

We saw lots of vague invoices and services agreements that enable
double charging for the same services.

Or, for no service.
SRSs already charge people for personal care in their rent.

These businesses are using DSP and NDIS money which has been
paid in taxes to provide safety nets and insurance for people living
with disability to have opportunities to be part of the community.

Not so that vulnerable adults are abused.

Or so that perpetrators of abuse can financially exploit them and
invoice the government.

We don’t want to pay for that. Increased transparency is warranted.
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Recommendation 31:

Separate the Quality and Safeguarding
functions of NDIS Quality and Safeguards
Commission, and any other regulatory bodies
with combined functions.

Safeguarding and Quality are different issues.

Safeguarding will improve quality and improving quality will
keep people safer, but they are different.

The core functions of a safeguard is to make it easy to identify,
report, respond, resolue and prevent risks of harm and abuse.

Let’s call them People Watchers.

The core functions of a quality regulator is to ensure practice
standards are upheld, complaints about service quality are
responded to and outcomes are evaluated.

Let’s call them Clipboard Carriers.

The skills involved with People Watchers and Clipboard Carriers
are different. And there are a lot of skills involved in each.

You have to be really knowledgeable in each role and you have to
know every rule, everything than can go wrong, the difference
between a warn out washer and a faulty tap, and what tools you
have available to be able to fix it. It’s a lot to focus on.

People Watchers make sure vulnerable people aren’t being
abused, they triage reports, investigate them, ensure protections
are proportionate and aren’t restrictive (they increase rights
rather than take them away). Big, important job.

Clipboard Carriers make sure quality standards of services and
conditions are upheld, that people follow the law and employ
staff and practices that meet the relevant codes, they check
compliance and receive, triage and respond to complaints.
Essential and critical work.
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People Watchers should make sure to have very regular chats to
Clipboard Carriers, so that they know what each other are doing
and up to, but they have very different jobs to do.

We think the responsibility for ensuring quality and standards
should not be mingled in with the responsibilities for providing
effective safeguards and identifying, reducing and preventing
risks of harm and abuse.

The blending of both functions has led to experiences of low-
quality standards and ineffective safeguard responses.

The combined functions of the NDIS Quality and Safeguarding
Commission are particularly problematic, given the market
conditions.

Navigating issues that are the regulatory responsibility of the
NDIS Quality and Safeguarding Commission dual functions
appear to leave significant gaps and risks in both quality and
safeqguarding.

The dual focus of regulators on quality compliance and effective
safeqguards is not sufficiently responsive to enable to
identification and management of risk.

Whilst obuiously being inundated with reports related to both

quality issues and safeguard concerns, neither have been able to
command complete attention and focus.
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Recommendation 32:

Co-design the NDIS Quality and Safeguards
Commission complaints process to improve
access to vulnerable adults.

The complaints system needs to be accessible, clear and responsive.

Complaints processes need improvements to enable access and support
for vulnerable adults.

Accessible means simple to navigate by people living with disability,
including vulnerable adults. It needs to be accessible for carers,
supporters, workers and advocates.

Improved complaints processes need to be able to support people living
with disability to disclose abuse and risks of harm.

There needs to be specialist supports to enable vulnerable people to bear
witness to their experience.

Currently people with psychosocial disability are dismissed as poor
witnesses and are certainly not encouraged to report abuse.

The current complaints system is broken and ineffective. The NDIS
complaints system, specifically, needs to be overhauled.

The Code of Conduct is also not utilised proactively to ensure that risks
are identified and that protective factors are developed.

Complaints can take on many forms. Some people want to complain
about quality, or frustrations.

Others want to complain about significant risk of harm or incidents of
abuse.

Currently there doesn’t seem to be a triaged approach with clear
delineation between complaints and risk-based concerns.

This seems to be leaving urgent risk matters and concerns log-jammed in
together with important, not urgent quality issues.

There should be clear delineation/triaging between complaints and
concerns related to risk of harm, abuse, neglect or exploitation and those
related to dispute resolution and complaints about quality.
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Recommendation 33:

Improve NDIA and NDIS risk assessments to
ensure they appropriately identify vulnerable
adults.

There is a need for the system to improve how it identifies risk
and potential harm and the factors that increase the
vulnerability of people living with disability.

Reliance on participants signing consent forms and agreements
as evidence of exercising choice and control is problematic.

Signing a form doesn’t necessarily mean that you have
understood and agreed.

Further due diligence checks are required,

There is also a default presumption that people are literate,
verbal and sighted.

The system should be able to flag to double-check if they
received forms signed by a blind participant or receive emails
from a participant that can’t write to them.

Initial assessment and planning processes could incorporate risk
assessment.

For these risk assessments to be meaningful, there needs to be a
clear understanding of the criteria specific to vulnerability and
risk.

With vulnerable adults, the system should embed the flexibility
to conduct these assessments face-to-face and employ the skills
and experience to appropriately assess risk of harm and identify
protective factors.

A lot of information is gathered at intake and could be used from
a different perspective to identify the protective and risk factors
of participants.
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Systemic capacity and capability to identify and reduce risks
would increase safeguards including safeguarding the right to
exercise choice and control.

Risk assessment approaches should consider:
e whether a participant is living outside the family home

e identifying the t%(pe of accommodation, with awareness of
the increased risks associated specific types residential
services

e Guardianship and Administration Orders that are not held
by a family member

e plan nominees that are service providers/owners
¢ vulnerability to coercion

o the existence of legitimate supported-decision supports, if
they are required

e communication methods

For people living with psychosocial disability in a range of
supported accommodation environments, contact with the NDIA
and NDIS Quality & Safeguards Commission is usually online, via
email or via the phone.

These modalities are unable to effectively verify the presence of
safequards.

Reliance on these methods doesn’t work for some vulnerable
people living with disability.

Neither does hoping that one of their supports will bring them
along to an office to actively seek out advice or report concerns.

Outreach and proactive face-to-face approaches are a good
idea. For a range of reasons.
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Recommendation 34:

Establish NDIA and NDIS outreach teams to
enable communication contact with vulnerable
adults to be conducted face-to-face.

Both the NDIA and the NDIS Quality & Safeguards Commission have
important roles to play in ensuring the quality of NDIS services and the
safety of NDIS participants.

If the information gathered during NDIS assessment and intake
processes is risk assessed to indicate Feople at increased risk of harm,
abuse, neglect, exploitation, there will be an increased awareness of
where the vulnerable adults are.

The processes for assessment, planning, engagement and review should
then be adapted to face-to-face approaches for people living with
psychosocial disability and limited natural safeguards.

Increased face-to-face approaches in monitoring of both quality and
safeguards would significantly reduce the risk of abuse of people living
with a psychosocial disability and improve quality of services and
outcomes.

Both the NDIA and NDIS Quality & Safeguards Commission should
directly employ outreach team members with knowledge of the social
model of health, mental health and disability and experience of working
with people with psychosocial disability. This team could ensure every
vulnerable adult that wants it has access to advocacy and peer supports.

These outreach team members could ensure that there are effective
safeguards in place for people with limited natural safeguards.

They could work face-to-face, meeting with the participants and local
community health supports to ensure access to appropriate
safeqguarding, understand the specific individual risks of abuse, to
understand local needs and audit the local market.

Face-to-face approaches may initially involve higher resources than
behind the desk approaches however they would also lead to direct cost
efficiencies through reduced abuse of packages.
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Recommendation 35:

Establish NDIS participant-driven package use
safeguards to allow vulnerable adults to protect
themselves from financial exploitation.

NDIS processes and practices need to be improved to ensure vulnerable
adults can exercise their choice and control and are safeguarded from
predatory business.

Supporting choice and control also includes ensuring access to
equitable outcomes, individual and systemic knowledge, coordinated
and collaborative approaches, a learning system that identifies and
responds to systemic inequities and monitoring and evaluation that
continuously develops consumer-informed best practice.

The use of NDIS supports should be in the choice and control of
participants.

One of the ways to provide safeguards against financial exploitation
and abuse, that would still provide choice and control for the
participant, involves embedded processes to identify the risk to the
participant of financial abuse and exploitation.

Participants should be able to choose from a range of protections
within their plan that reduce their risk of financial exploitation. These
protections will need to be co-designed to ensure choice and control.

To prevent fraudulent package drainage by predatory businesses,
participants at risk of financial exploitation could be supported to
make decisions that increase the protections around their packages
and reduce their risk of financial exploitation.

Participants might choose to have to provide face-to-face approval for
invoices over a certain amount. A participant might opt to be allocated
their funding package through interval payment schedules. This may
include ceiling limits attached to monthly amounts within the plan.
Participants could receive meaningful and clear updates about the
amounts of supports left in their package.

Participants are able to express a preference not to be allocated higher
costs support through weekend and overtime charges, this could be
expanded.
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Recommendation 36:

Directly employ salaried NDIS plan
managers, support coordinators and
recovery coaches for vulnerable adults.

Support coordinators and plan managers should act as system
safeguards. In practice they have financial incentives through
invoicing for engagement with participants and therefore
potential conflicts of interest.

The unintended outcomes of this are that the system that should
provide a level of safeguard instead encourages profit making
opportunities. This rewards the volume of work over the quality
of outcomes. And these roles have then become roles that can
perpetuate financial abuse of vulnerable adults, rather than
offer protections.

These conflicts of interest could be removed through the
increased use of salaried positions.

The roles of local area coordinators, plan managers and support
coordinators could be reimagined and brought into an increase
in salaried staff that expand the activities provided through a
local place-based and face-to-face approach.

Harnessing the expertise of community health centres and
increasing their resources to house salaried NDIS staff to
coordinate and plan supports would be a cost-saving and
increase the integrity of the systemised safeguard.

This would provide cost efficiencies, improve safeguarding,
reduce abuse and increase the likelihood of tangible, positive
outcomes for participants.

Effective approaches will need be developed and continuously
improved through deep listening to vulnerable participants
themselves and through a participant-led process.
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Recommendation 38:

Review (and improve) current standards and
codes related to accommodation of vulnerable
adults.

In all the various settings for people living with psychosocial
disability there are inequities of power, and the decision-making
authority is not the individual, it is the ‘people in charge’.

We should expect that the people in charge are held to high
standards and held accountable for their practices. If not, we are
all enabling environments that foster abuse.

Although Supported Residential Services are registered and must
maintain compliance with the SRS Act, they do not have rigorous
enough audit standards to ensure current services are fit-for-
purpose and effectively mitigate against the risk of abuse.

The living conditions of many SRSs are simply unacceptable.

Either the standards are too low, or the quality assurance
processes aren’t robust enough.

Or both.

Irrespective of definition as ‘disability accommodation’, all
services that provide accommodation for vulnerable adults should
have to meet standards.

The kind of place you could handle living in.

All services providing accommodation to vulnerable adults should
be locally supervised, monitored, and audited to ensure

compliance with standards, accreditation and legislative
requirements.
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Recommendation 39:

Develop universal accreditation standards that
apply to all services that provide
accommodation for vulnerable adults.

Thinking about what we heard and expanding the
solutions...

All services providing accommodation to vulnerable adults
should include key mandatory standards and accreditation...

Accreditation of accommodation services should include key
mandatory standards including duties to report on a range
of risks (rather than just specific ‘critical incidents’)...

All types of supported accommodation business models
for people living with disability should include
accreditation, rigorous face-to-face auditing and
significant penalties for deliberate breaches should be
initiated and prosecuted.
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Recommendation 40:

Conduct evaluations of services to vulnerable
adults to continuously improve standards and
outcomes.

Ratings tell us a lot about quality.

You can score your food delivery person, the airport toilet
facilities and how you find your AirBnB host’s attention to
detail.

Some people get asked their opinion a lot.
Some, never.

There is a significant gap in the monitoring and evaluation of
accommodation services provided to people living with
disability.

We should be confidently able to rate the quality and safety
of accommodation services that are provided to vulnerable
people.

All services providing accommodation to vulnerable adults
should be regularly evaluated for quality assurance and risk
management.

During our consultation with people with psychosocial
disability and lived experiences of SRSs and NDIS services
we asked for ratings for each accommodation that they had
lived at. They were very happy to be asked their opinion.
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The vast majority of residents were able to provide overall
ratings/satisfaction scores.

We understood that their scores, when asked to rate their
services/accommodation, were based on a range of
variables that were important to the individual: food,
cleanliness, staff behaviours, rules, privacy, room condition,
behaviour of other residents, sense of community.

The total costs for supporting people to live in the variety of
accommodation settings is significant, however there seems
to be little analysis attached to whether these are producing
positive outcomes for the residents we listened to.

For example, nationally, just over 5% of NDIS participants
have SIL funding allocated however these account for more
than a quarter of NDIS allocated expenditure.

Value isn’t the same as cost. The current system does not
seem to ensure that the NDIS supports provided to vulnerable
adults are of high quality, create meaningful positive
outcomes. Or, in our experience, are actually being delivered.

Alongside increased quality and safety standards and
accreditation requirements, there needs to be adaptations to
the approach taken regarding the quality assurance of
services being received by vulnerable adults.

Quality assurance processes for both SRSs and NDIS

Erouiders should include meaningful evaluations informed
y the people experiencing the services.
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Recommendation 41:

The National Housing and Homelessness Plan
should immediately include people living with
disability as a priority cohort.

It is clear from what we saw, and the people we listened to, that
there needs to be better housing strategy and more investment.

As well as improving the standards of current SRSs and other
accommodations services that house vulnerable adults, social
capital and infrastructure investment are both required.

At a system-wide level, the absence of people living with disability in
the National Housing and Homelessness Plan means there hasn’t
been the infrastructure or services investments that are needed.

It can’t all fall onto the NDIS to pick up, that’s not it’s purpose.
Outcomes remember. It’s focus is the time, resources and effort to
enable people living with disability to have the right to enjoy the
unfair advantages that the people living without disability don’t
even realise they have.

People living with psychosocial disability in Australia are
particularly vulnerable to homelessness and insecure housing.

This not only has health and well-being impacts, significant
expenditure is wasted managing these issues through crisis service
responses and inappropriate housing models.

To address the specific housing needs of people living with
psychosocial disability will include infrastructure investment from
each State. And some strategy. Probably a bit of training.
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Recommendation 42:

Supported residential services need to be co-
designed with residents to enable the provision
of safe, secure and affordable accommodation.

People with psychosocial disability should be supported to
genuinely exercise choice and control about where they live and
who they live with.

Until this fundamental right to a home is realised for people
living with psychosocial disability, Australia will continue to fail
to adhere to the UNCRPD.

The health and well-being of a person is directly impacted on by
their living arrangements, who they share with, and the design
of the building itself.

We had all kinds of great ideas.

Not our job, but we definitely could think of a range of ways to
improvue peoEIe s quality of llfe through deSlgn This was by
listening to the people that we are ‘housing’ in current SRSs.

There are good practice design principles that should be applied
when considering the development of appropriate
accommodation options for people living with psychosocial
disability.

These principles include:
e Person-centred and co-designed spaces

e Maximising privacy, freedom. independence

e Encouraging access and inclusion in communal and
community activities

192



The seven principles found in the research were to:

Box 16

enable a person-centred co-design approach

create a homelike space that is not institutional in
design

maximise independence and freedom, minimising
restrictive practices

maximise safety and comfort of residents, staff,
visitors and neighbours

support resident choice and options for interactions
with others when desired, as well as privacy and
personal space

enable (but not replace) effective sugports
maximise the adaptability and flexibility of the
building design.

Victorian Government website
https://wwuw.vic.gov.au/designing-person-centred-robust-specialist-disability-

accommodation/part-b-good-practice-design
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Recommendation 43:

Conduct an urgent review of current domestic
violence responses to enable adaptation to
protect victims of institutional domestic
violence and their perpetrators.

While we were reflecting on our learnings and the larger system-
wide improvements needed, another two things jumped out. Weak
enforcement and a lack of awareness that this is domestic abuse.

Vulnerable adults are at high risk of being in an abusive relationship
with a person they are forced to live with.

There appears to be very little understanding of or attention to the
institutional domestic violence that we were listening to.

We need to be supporting victims and stopping and punishing
perpetrators with legal instruments that work.

Further codesign of services responses and legal protections that
are accessible and effective for people living with psychosocial
disability are critical.

The developments of domestic violence services, access routes,
supports and staffing structures have not been designed in
rebcognition of the existence and prevalence of institutional domestic
abuse.

The current systems in place to protect victim/survivors of domestic
violence have also not been designed or implemented in
consideration of the unique needs of people with disability. This
needs urgent review and adaptation.

Domestic violence responses will need significant adaptations to
ensure genuine access to vulnerable adults who are victims of
abuse. Listening to what vulnerable adults need, specialist staff and
peer supports will be needed.

Co-design safe and accessible ways for vulnerable adults that are
victims of institutional domestic violence to access and seek
protection from the domestic violence services. Also have the
tools available to protect them from their abusers.
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Markets are good at a lot of things, we’re told. Things like making
things, and making those things better and better, and making the
people that make those things richer and richer. Fair enough.

To get the outcomes you need from the market you usually have to
have the right amount of time, money and efforts to put in.

What markets aren’t great at, is taking care of people. Not some
people anyway. Its why we use our collective money (tax dollars) to
pay for things like health care services and education.

The market allows people in a rich country to be homeless, which is
why we use our collective money to invest in public and social
housing.

Of course, if you can afford it, the market works well; you can
purchase your own home, better education for your kids and better
health care services for your people. Lucky you. It’s a lottery. You
didn’t choose the financial circumstances you were born into, and
you probably feel lucky and grateful for the money you have.

If you were born into difficult financial circumstances and have the
made the market work for you, through your own time and effort,
without the money inputs, you probably feel grateful and lucky to
have the money you have now.

If one of your people required supports or care, you would purchase
great supports and proper care, from people who knew how to
provide your person with the best quality of life possible.

You’d definitely check their credentials, references and observe the
quality of the services being provided. You’d expect anyone being
paid to have done their job and done it well.

If they did anything to deliberately harm your person, in any way,

you’d want them prosecuted and punished and never able to work
with anyone else’s people ever again.
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Recommendation 44:

Each jurisdiction and regulator to urgently
review sanctions and legal instruments to
ensure they are fit-for-purpose to address
breaches, violations and deliberate abuse of
vulnerable adults.

Recommendation 45:

Ensure all services providing accommodation to
vulnerable adults face significant penalties for
institutional abuse and criminal sanctions for
indictable offences are initiated and prosecuted.

Recommendation 46:

Ensure all people prouviding services to
vulnerable adults face significant penalties for
abuse and criminal sanctions for indictable
offences are initiated and prosecuted.
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The current available legal protections, instruments and
appropriate sanctions do not appear to be up to the tasks
of holding predators and perpetrators accountable for the
abuse of vulnerable adults.

They need urgent review through the lens of
understanding the experiences of vulnerable adults and
the forms of abuse they experience.

Way back at the beginning of the report we mentioned
that a disproportionate number of vulnerable adults cycle
in and out of prison.

Let’s work out how to keep them free from abuse and
their predators behind bars.

Individuals and services that are found responsible for
practices that result in the abuse, neglect, coercion,
mistreatment or exploitation of people living with
disability should face significant penalties including
incarceration, banning orders and disqualification from
working with vulnerable people.

It seems that simple.

Couldn’t work out one negative domino impact.
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Recommendation 47:

Conduct desk-top reviews and cross-reference
all information given to all requlators (ASIC,
ATO, NDIA, DFFH) by businesses using tax-
payers money (DSP, NDIS) to provide services to
vulnerable adults.

Registration by itself doesn’t work unless there are ways to
verify the information provided is accurate and complete.

We were reviewing the mandatory information on the
business and requlatory registers manually. It was very time
intensive. Some of the registration details that we looked at
just didn’t look right.

Missing and incorrect information.
Connections that hadn’t been disclosed.

We should have a higher bar for any business making money
from providing services or accommodation to vulnerable
adults and invoicing the government for it.

All Australian businesses are required to register all their
details truthfully and run their business lawfully.

Some do and some don’t. Always going to be that way.

But for people in the business of profiting from working with
vulnerable adults, extra systemic safequards will reduce
abuse.
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People that run ethical businesses that work with vulnerable
people will be happy to have checks and balances that make
it harder for predatory businesses.

There needs to be increased due diligence with regards to
registration compliance and cross-referencing of
information. Systems should be able to pick things up and
when the system can’t, people should.

Ensuring that businesses that work with vulnerable adults
have all the required details correctly registered shouldn’t be
that hard to do.

Maybe you tick a box on your ABN registration, that has to be
ticked on your ASIC registration, on your ATO returns, on
your Director ID, on your SRS registration, on your NDIS
registration, on all NDIS invoices registered or unregistered.

Or you have to use a QR code.

Who knows? Maybe one of you people know.
We need systems to speak to each other.
Across and within agencies.

And due diligence from the people that help the systems run.

We need to make it easier to see who is doing what, and to
notice when something looks odd in the information
provided.

Desktop reviews do have their place after all.
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Silence is violence.
Silence about abuse allows it to continue.

If you see someone in a situation being treated in a way that you
wouldn’t want to be treated, it better be their choice.

Maybe it’s just not your business who your brother, Adam, chooses
to live with, or chooses to have relationships with, what they eat or
how they spend their money.

Or even how messy Adam chooses to keep his house.
You can choose not to visit.

Or choose to meet him somewhere you don’t have to look at the
mess.

See all those choices?

What about if Adam doesn’t have a choice?
That’s an entirely different matter.

If Adam is forced to live with someone.

Or forced to eat awful food.

Or forced to be in a relationship.

Or forced to buy certain things.

Or forced to hand over all of his resources.

Or forced to live in a suburb 45kms away from everything Adam
knows.

Or forced to live in conditions that the RSPCA would rescue a dog
from.

If this was what was happening to Adam, you’d probably think it
actually is your business to do something.

Maybe you reckon you will need some help and think someone else
might know what to do and who to involve.

You’d hope some people could do something.
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We finished this project knowing....

We have tried to direct attention to the issues of abuse, neglect
and exploitation of people living with psychosocial disability
within a range of supported accommodation environments.

These practices continue to go unaddressed.
We didn’t stop them. We listened to people.
We have tried to explain it.

And tell as many people as we could.

We are not sure if we have been heard.

Like the p eOﬁle we listened to, we need other people to do
something that is beyond the choices and control we have.

All of the people living with psychosocial disability that we
listened to could have been our brother, sister, child, mother,
father or favourite cousin.

Imagine if they were one of your people.

Maybe you are someone who can try to find a way to be one of
the people they need.

If your response is just yet another inquiry, review,
consultation, etc., to hear and explore the issues, and work out
some of the solutions, please start again at the front page, you
missed the assignment. We need action, people.
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CEO Reflections

This report is a direct result of the cumulation of individual and systemic
advocacy over many years of work.

In August 2015, The Royal District Nursing Service (now known as Bolton
Clarke), undertook an evaluation of two Supported Residential Services (SRS).
The resulting report titled; ‘The Evaluation: RDNS HPP Supported Residential
Service, North West Project’, revealed a significant absence of goal-orientated
care plans for residents within these SRS programs. The evaluation found that
out of 35 residents assessed, only 9 had developed care plans in place. The key
findings of the report highlighted the challenges and potential risks faced by
residents living in these SRS environments.

By September 2015, MHLC had embarked on a Health Justice Partnership
(HJP) with Bolton Clarke Homeless Persons Project. This partnership allowed
for an MHLC lawyer to be placed within the outreach nursing team, as an
embedded resource. (Our highly effective ‘Partners in Community HJP’ is still
going strong.)

During this period, the NDIS was still in its early stages. The responsibility for
addressing complaints related to SRS practices, behaviours, and risks to
residents rested with the SRS regulator. The nursing team diligently reported
ongoing risks to residents to the regulator and continued to make
representations to the newly established NDIA as it developed. Unfortunately,
despite their expertise and knowledge, the nurses’ input was not effectively
acknowledged or acted upon by these agencies.

In November 2018, the HJP partnership contacted the NDIS reform branch of
the Victorian Government and reported these concerns and risks again. We
were told they would get back to us.

In September 2020 MHLC submitted a report to the Royal Commission into the
Mental Health System in Victoria. Part of this report focused on our Health
Justice Partnership. As part of our submission, we asked our clients what they
wanted.

“HELP. When you are in a mental ward and don’t get any help. Get people to
help people. Find out what people need and then help them not just stick
you into an SRS. Just chucking me in an SRS doesn’t provide a solution.

Now in my NDIS package | get 2 hours a day every day of the year which
makes a big difference.”
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In 2020, MHLC had recognised the transformative potential of the NDIS to
improve the lives of our clients and bring about positive change. However, we
were also acutely aware of the numerous risks present within the existing
systems. We consistently communicated our concerns to the State
government, alerting them to emerging behaviours of concern and incidents
that were impacting residents and participants. Our aim was to advocate for
the protection of the most vulnerable individuals by bringing attention to
these emerging issues and sharing relevant stories.

In 2021, we proactively reached out to the State government and regulators,
expressing our concerns in writing. Additionally, in June 2021, we initiated
correspondence with the (then) Federal Shadow Minister Shorten, continuing
our efforts to raise awareness and seek necessary actions to address these
challenges.

In July 2021, we began meeting with the SRS regulator. | was also connecting
with the PCC Alliance at this time, facilitating our work around the closure of
various SRS facilities during the pandemic lockdowns.

In August 2022, we had a productive meeting with Minister Shorten, where
stakeholders, including organisations like Wintringham and Leadership Plus,
as well as experienced nurses in the field, shared their valuable insights. This
meeting marked the beginning of a process that has led us to the work we are
presenting today.

Through this undertaking, we have gained a deeper understanding of the
landscape in which participants navigate while striving to effectively utilise
their NDIS plans. Initially, our goal was to find improved ways to educate and
support individuals with disabilities in exercising their agency, seeking holistic
solutions within the community.

However, we quickly realised that the task at hand was far more intricate than
supporting the capacity of individuals to exercise their choice and control. The
challenges we encountered proved to be extensive, multifaceted and systemic,
demanding a wider perspective and a multilayered approach to address
barriers effectively.

Our reviews, research and explorations were conducted meticulously, delving
deep into the lived experiences of participants and the context these exist
within. This comprehensive examination revealed evidence of harmful and
exploitative practices perpetrated by individuals and companies for financial
gain.

We firmly assert that those entrusted with the responsibility of safequarding
individuals must fulfill their duties to the fullest extent of their powers.
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Furthermore, our findings unveiled the heightened vulnerability of individuals
without support networks, necessitating accessible and dependable
independent supports.

It is also essential to reevaluate the prevailing one-on-one support models, as
they often result in isolation from groups, impeding opportunities for learning,
hobbies, community engagement, and social life.

We need to open the residential setting to community life and cease the
intentional isolation of residents fostered in these environments.

Since its launch in September 2018, the NDIS has proven to be a life changing
scheme, delivering substantial and meaningful outcomes for individuals. We
remain optimistic that the scheme will seize this opportunity to embrace
necessary changes and effectively address the current challenges it faces.

Our hope is the report we have compiled and the recommendations we have
put forth tackle the myriad of complexities within the current environment.
Our aim is for these proposals to be acted upon, leading to impactful solutions
that can truly improve and transform lives. When we know better we do
better.

The Role of MHLC now and moving forward.

As we engaged in this systemic advocacy initiative, we encountered numerous
facets and divergent perspectives within the sector. This necessitated a
commitment to open and attentive listening, as well as an acceptance of the
challenges at hand. Our primary challenge was to effectively gather,
comprehend, and facilitate discussions around the information, while
adapting it to suit diverse environments and requlatory systems. Additionally,
we undertook the task of road-testing ideas and gaining insights into the
various components of the system.

We conducted a thorough examination of the functioning of current systems
to comprehend the execution of exploitation and coercive control within these
environments. It was alarming to discover the efficiency and effectiveness
with which these practices were being carried out, considering the relatively
short period since the establishment of the NDIS.

The audacity displayed by "entrepreneurs” in identifying and targeting
potential "clients" and subsequently exploiting their vulnerabilities was deeply
unsettling. Concurrently, we uncovered various tactics employed to conceal
participants from view, further exacerbating the issue.
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One of the tasks of this project was to map out a process as to how complaints
from participants would be handled within the current systems. However, the
complexity in strengthening those processes to support participants (who did
not always comprehend that they were subject to coercion and exploitation)
tested all our approaches.

We persistently pursued solutions, recognising that to mitigate the risks posed
by predatory and harmful practices, a substantial number of individuals
within the scheme would require regular, meaningful, and trustworthy
interactions with professionals within the sector. It became evident that
gathering and coordinating information from these interactions was crucial to
ensure comprehensive data flow to regulators, systems, and reporting
functions.

Additionally, the significance of establishing a central point for organising and
disseminating emerging information became apparent. This would involve
sharing details about companies, identifying changes in behaviours and
practices, tracking new accommodation providers, and monitoring business
owners who frequently rename their enterprises when deemed necessary.

The PCC Alliance served as a pivotal foundation for our work, acting as a
central hub for facilitating the flow, gathering, and collation of vital
information. Through Villamanta's coordinating efforts, we successfully
organised meetings with key stakeholders, including the Office of the Public
Advocate (OPA) and State Trustees. MHLC was able to exchange valuable
contributions towards our collective intentions.

Our engagement extended beyond these organisations, as we actively
connected with various services operating under the SRS Regulator, NDIA, and
NDIS Q&SC. By establishing and nurturing these relationships, we ensured a
comprehensive understanding of the regulatory landscape and fostered
collaboration for positive change.

Furthermore, we recognised the importance of maintaining connections with
community groups, homeless networks, and individuals across wider
communities who were involved in the disability sector. By providing guidance
and support, we aimed to amplify the voices of those affected and ensure their
perspectives were considered in our efforts.

Our well-established contact points and information channels proved to be
effective in these endeavours. As a result, we were able to delve into the
functioning of specific components of the system, such as the VCAT
Guardianship List, and collaborate with the courts to safeguard and support
individuals.
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Efficient communication was crucial as we sifted through the challenges of
highly compartmentalised information. Organisational communication
facilitated connections and information flow, going beyond agendas.
Effective internal communication verified and fact-checked, fostered and
grew our collective knowledge.

The multi-agency Steering Committee, utilising combined sector expertise,
enabled us to review, understand, and analyse information from diverse
perspectives. This collaborative approach allowed us to workshop solutions
and address challenges across multiple sectors. We recognised that solutions
implemented in one space often created problems in others, emphasising the
need for a comprehensive and holistic approach to problem-solving.

Through the Committee's efforts, we bridged gaps, aligned strategies, and
developed balanced solutions that considered the interconnected nature of
sector challenges. By harnessing the power of efficient communication and
collective expertise, we worked towards a more inclusive and supportive
system, driving positive change across the sector.

This report contains the combined knowledge and expertise of so many
workers, participants, and leaders in the sector. All of them engaged in the
process of trying to make the system work better for everyone - this also does
not begin to acknowledge the work of many within Victorian government
sector, including the requlators of the SRS system, the Parliamentary
Secretary for Mental Health and his team, and the Intensive Support Team at
DFFH.

The openness of many across the sector and systems including but not limited
to OPA, State Trustees and the Commissioner for Residential Tenancies helped
us understand the broader landscape and comprehend the system wide
problems and limitations.

Throughout this project, | actively participated in over 90 meetings, deeply
engaging with various stakeholders. This level of intense connection was
essential to ensure that these relationships become embedded and continue to
serue as a foundation for ongoing communication and learning. By fostering
strong connections, we strive for a system that consistently considers all its
parts.

Undertaking this endeavour was an immense privilege, as it provided an
opportunity to make a meaningful impact on the Victorian system. As a CEO, |
am aware of the doors that can be opened and the potential to create positive
change. It is my sincere hope that the privilege afforded to me was utilised to
foster greater transparency, open communication, and trust across the entire
system.
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| have personally grown and learned so much throughout this project, and |
extend my heartfelt gratitude to all who participated and continue to work
alongside me. It is through our collective efforts that we can drive progress
and create a more inclusive and supportive environment for all.
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appendix 2

3-month
interim report

...or the ‘105 things we want you to know’




Reducing the exploitation of people living with a disability
1. Every person has basic and fundamental rights, alongside key common
needs. Basic human rights include the right to be treated with dignity and
respect, and common human needs include the need for appropriate shelter,
safety, nutrition, clothing, sleep, positive health and well-being.

2. Although many people living with a disability across Australia experience
social inclusion and have appropriate access to relevant supports, far too
many don’t. There are key social determinants of disability; the impacts of
disability are determined by how we, as a society, include or exclude people
living with disability.

3. People living with a psychosocial disability, in particular, experience
significant barriers to social inclusion, including barriers to having their
basic human rights and needs recognised and addressed.

4. There seems to be a lack of a specific clear duty of care to ensure people
living with a disability have their fundamental human rights and basic
human needs met.

5. The marketplace for disability supports is designed to work for people living
with disabilities that have strong advocates and supportive families, with
the capacity to navigate a complex system to identify and utilise effective
supports. Itis also built on trust that Australian businesses are run ethically
and appropriately regulated.

6. There is significant evidence to show that many vulnerable people living
with a disability have fallen through the cracks of the system.

7. There is a lack of effective oversight and monitoring of NDIS and supported
accommodation services provided to people living with a psychosocial
disability.

8. People with complex, multiple needs and limited family/social supports
have become a target; they have become a highly valuable and disposable
commodity.

9. People living with psychosocial disability with other factors of social
disadvantage are particularly vulnerable to predatory, exploitative and
coercive practices.

10.‘Choice and control’ for people living with psychosocial disabilities in
congregate care environments is only theoretical. The current system
enables, and in many cases facilitates and financially rewards, exploitative
and coercive practices. These practices include limiting access to supports,
neglect, emotional manipulation, bribery, financial abuse and kidnapping.
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11. People living with disabilities, particularly psychosocial disability, are being
accommodated in environments that foster institutional domestic abuse.
Without increasing standards, expectations, safeguarding and sanctions we
are paying businesses to perpetrate acts that we have collectively agreed are
unacceptable.

12. Many people living with disability in SRSs do not have their basic personal
needs, let alone their preferences met, despite annual spending of more
than $200 million in NDIS funding and more than $110 million of DSP/Aged
Pension in Victorian SRSs alone. This does not include SIL funding, any
other subsidies, funding, the cost of regulation or the costs of emergency
responses required due to lack of effectively delivered health and wellbeing
care.

13. There has become a strong profit motive to work with people living with
disability without the necessary regulation to ensure protection from
predatory business practices.

14. 1t must be made more difficult to exploit and coerce people living with
disability and there must be greater repercussions for these predatory and
abusive behaviours.

Company practices

15.There is a lack of consistent regulation of companies, allowing limited and
incomplete information on the ASIC database. This is particularly prevalent
when exploring relationships between companies and hidden names of
Directors and Shareholders.

16.There are multiple examples of evidence of collusion between particular
companies, accommodation services and NDIS providers at various
locations.

17.There is significant conflict of interest that is currently being exploited.
Businesses can own both accommodation services and NDIS services. This
relationship is often hidden with only partially completed details with ASIC,
including parent companies and discretionary trusts registered with
multiple different businesses.

18.There are ‘acceptably’ vague and opaque financial records and services kept
by some providers allowing predatory businesses practices to flourish.

19.In addition to rorting NDIS with illegitimate invoices, evidence has been

provided of vaguely worded invoices that utilise Aged Care packages to
bump up income revenue for accommodation providers.
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20. State Trustees pay invoices on behalf of their clients without interrogating
whether the charge is appropriate. This allows businesses to access funds
as an income stream with very little oversight.

21. There are clear examples on ASIC of various family members owning
various companies and delivering services, appearing on relevant
registrations as though separate entities.

22. There is a growing trend of predatory companies utilising Supported
Independent Living (SIL) resources to increase their income revenue.
Currently companies can collect residents, take them to undisclosed
locations and syphon the funding from their packages. The average SIL
package in Victoria, as at Dec 2022 is $400,100 per person.

23.SILs are not regulated or registered, without immediate oversight, legislative
codes of practice and a strong regulatory framework, there is significant
risk of harm created for people living with disability.

Private Congregate Care

24. Private congregate care is privately run accommodation for people that
require supported accommodation. In Victoria these are Supported
Residential Services (SRSs).

25. Approximately 4000 people live in the 115 Victorian SRSs. The NDIA
estimates about 1600 NDIS participants live in Victorian SRSs. The majority
of these participants (60%) have a psychosocial disability.

26. The average NDIS plan budgets for these participants is between $103-$198k
and the total value of these participants plans is more than $200 million.

27. The majority of people living in SRSs have a psychosocial disability
including mental illness, ABIs, intellectual disability and are
disproportionately classified as ‘low or moderate functioning’.

28.The accommodation costs of a pension-level SRS are charged at between
85-95% of a person’s Disability Support Pension. Above-pension SRSs set
higher accommodation charges.

29. SRSs act as closed-door environments and proprietors decide who is and
isn’t allowed to enter. Entry by external support and health workers must
be approved by the management.

30.An SRS can utilise a preferred GP to attend the premises and bulkbill for
multiple residents without effective clinical governance to ensure quality of
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healthcare or appropriate use of Medicare funds. We have seen examples of
this rorting practice.

31. An SRS can have all of its residents sign up to the same NDIS provider. This
cannot be in the interest of every individual’s person-centred support
needs. We have seen many examples of this - reports into NDIS Q&S
Commission have been entirely ineffective.

32.SRSs that are also providing NDIS supports through their own company
provides opportunities for proprietors to ‘double-dip’ for accommodation
and services/supports.

33.Some SRSs require residents to approve weekly NDIS invoices as a condition
of their tenancy. Many people living with a disability inside SRSs are not
benefitting from their packages, however some companies are making a lot
of money.

34.The standards and safeguards expected and accepted for accommodating
people living with disability in SRSs is lower than the standards and
safeguards and conditions for accommodating prisoners.

35. There are a range of unqualified, low-skilled workers on insecure contracts
working in very low staff to person ratios working with some of our most
vulnerable and high needs community members.

36. First responders such as police, firefighters and ambulances attend
properties that house people, in what they can clearly observe are
substandard accommodation conditions, however it is unclear how and
whether they have a duty to report these conditions.

NDIS providers

37.The NDIS system assumes that everyone wants to do the right thing and
there is a resultant lack of clear regulation and oversight to protect people
from predatory business practices.

38. Appropriate high-quality person-centred planning is a cornerstone of NDIS
philosophy howeuver, in practice, this is hampered and prevented by
predatory businesspeople.

39. The NDIS provider register shows companies generating hundreds of
invoices at multiple bogus locations.

40.Profit motive, poor safeguards and lack of effective regulatory oversight
has created opportunities for unscrupulous business practices that steal
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money from the NDIS and leave the people most in need of supports without
their basic rights and needs met.

41. People living with psychosocial disability may have challenges regulating
their behaviour and making positive decisions, the impacts of which can
make it difficult for families to provide supports.

42.The system as it stands does not take care of people who are without
people.

43. Residents are being provided poor quality or non-existent supports and
invoices are approved and submitted. The system, and all of us, are paying
for people to be neglected and exploited.

44.There are concerns that there is no visible monitoring related to the rate of
use of high needs NDIS packages. This allows packages to be drained
quickly by predatory businesses.

45.There is a clear lack of quality assurance requirements for services provided.

46. Another common experience of NDIS participants in SRSs is being only
offered weekend supports so they are charged at a higher rate e.g., visiting
a shopping mall all day, every Sunday, sitting with a worker on Sundays
watching tu for 6 hours, charged as counselling, etc.

47.Support coordinators do not have to be qualified and registered. High
support needs participants therefore have a lack of safeguards over their
package use.

48. Capacity-building funding can utilised by providers without the skills or
expertise to provide capacity-building supports for people with
psychosocial disability.

49.NDIS allows support coordinators to be changed easily, which encourages
predatory business practices. Invoicing practices without in-built oversight
enable packages to be invoiced without appropriate safeguards.

50.There are both registered and unregistered NDIS providers that are draining
vulnerable NDIS participants packages. There are insufficient safequards,
we have evidence of blind people ‘signing forms’ and illiterate people
‘composing and sending emails’.

51. Complaints to the NDIS Quality & Safeguards Commission are not actioned,
at least not in a timely and responsive manner. Red flags have been
highlighted/reported by a multitude of practitioners across many different
services. Urgent concerns have been raised with NDIS Q&S and months and
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years later no response has been provided and predatory, exploitative and
fraudulent practices of concern continue unchecked.

52. The complaints system is broken and leaves high-risk concerns and
practices to continue impacting on the rights of people living with a
disability.

53. The enforcement actions are too soft; significant criminal charges for
deliberately exploiting people living with a disability could provide more of a
disincentive.

People living in Supported Residential Services

54. People living in SRSs have limited choice and control over a range of
everyday experiences including eating, drinking, washing and doing
laundry.

55. Lack of choice and control in simple things like whether you can have a
cup of tea outside of mealtimes or whether you can have eggs for breakfast
makes it challenging to expect choice and control over bigger things, like
what support worker suits your needs, or how your funding should be used.

56. Many people living in SRSs are living in poverty, with access to tiny
amounts of money, and despite having funding allocated to them through
both their DSP and NDIS package, are living socially excluded lives in
substandard conditions.

57. There appears to be a lack of responsibility to ensure that people living with
disability without active family supports are okay and safe from harm and
domestic violence.

58. There are at least 14 regulators in some way responsible for some level of
oversight or jurisdiction related to the needs and accommodation of people
living with a disability, yet people are housed in ways that not only breach
their rights and neglect their needs but would not be acceptable if they were
an animal.

59.With so many requlatory authorities there is no clear accountability for the
conditions that people living with psychosocial disability are subjected to.

60.The accommodation at SRSs is not monitored to ensure all rooms that have
physically disabled residents are accessible. We have reports of wheelchair
users being left in rooms that cannot accommodate their chair, restricting
all freedom of movement, including exiting their room.
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61. The standards and codes of practice applied to congregate care are simply
too low. We are allowing businesses to breach the human rights of people
living with a disability.

62. People living with disability have reported to us that they accepted staying
in places that are unfit for human dwelling, based on their feeling that they
have no choice. People living with psychosocial disability are commonly
seen as the problem and aren’t considered reliable complainants.

63.There is a very long history of community health workers, support
coordinators and advocates making complaints on behalf of people living
with a disability about the standards of the conditions of some supported
accommodation providers. There is a lack of enforcement and very little
remedial action or appropriate repercussions for housing people in poor
conditions.

64.Substandard conditions include physical conditions including lack of
heating, overcrowding, control of lights, windows, doors, lack of access to
privacy, lack of hygiene or maintenance of cleanliness, and conditions
which restrict access to visitors and workers, provide a lack of care, leave
support needs unaddressed and neglect physical and mental health needs.

65. People living with disability within SRSs are vulnerable to tactics considered
in other settings to be family violence. This is domestic violence. People are
subjected to financial and emotional manipulation and abuse by
unscrupulous business practices that are perpetrated by businesspeople.

66.People living with disability have a right to be safe from domestic violence
including exploitation, coercion, manipulative practices and financial abuse.

67.There are very few protective safeguards for people living in SRSs. Even
when their rights are breached and they are subjected to neglect, abuse,
exploitative and coercive practices there are very few repercussions.

68.The RSPCA has prosecuted 426 cases in the last year to ensure that people
who mistreat animals face repercussions - there seems to be far less
appetite to enforce minimum standards for the treatment of human beings.

69.When the existing requirements for care or quality for services for
vulnerable people living with disability are not met, there are no real
repercussions. There is a lack of sanctions for breaching people’s human
rights.

70.Residents with high value packages, due to poor safeguards, have become
highly vulnerable to being taken to an unregistered address, housed in a
four-bedroom house. Their SIL and support funding is drained and then
they are returned, often in a poor condition, back to the doorstep of an SRS.
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71.

72.

73.

74.

75.

76.

77.

78.

79.

It has been necessary to take out guardianship on behalf of some
particularly vulnerable residents to protect them from kidnap but this is
fraught with difficulties as a system-wide protection or response to risk.

People living with psychosocial disability are often placed into an SRS,
where the staff ratio is 1 to 30, without an appropriate mental health care
plan or access to the supports required to enable positive mental health.

People living with psychosocial and other disabilities in congregate care are
disproportionately unlikely to have either their physical and mental health
care needs met.

People living with psychosocial disability have the right to appropriate
mental health care and well-being supports, however in practice, within
SRSs have limited access to appropriate medications to manage their mental
health.

Residents of SRSs often need a range of supports to attend medical
appointments, these supports are funded however there are many examples
of residents health deteriorating, unaddressed until requiring emergency
hospital admission.

Some residents in SRS have complex needs alongside behavioural issues,
howeuver there is no requirement for staff to have the skills and
qualifications to manage their care and support needs.

People living with a disability in SRSs have limited opportunity to access
external supports. If someone is living within a predatory service, they are
under their supervision 24 hours a day. This provides plenty of time for
unsupervised harassment and exploitative practices. Participants are then
unable to exercise their choice or control.

There has been some limited use of Intervention Orders (IVOs) to restrict
access to some vulnerable clients from specific predatory businesses
however they are easily breached and compromised through use of
associates rather than named person of concern.

People living with psychosocial disability are often considered to lack
capacity to make decisions. Supported decision-making has been neglected
and replaced at best with ‘best interest’ decision-making on behalf of a
person or all too commonly manipulating people into make decisions
against their own interest.

80.People living with a psychosocial disability may have varying levels of

decision-making capacity and may be vulnerable to predatory business
practices howeuver this shouldn’t be confused with having no decision-
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making capacity. Independently accredited effective supported decision-
making should be provided for each participant to ensure and increase
capacity to make decisions.

81. Some residents arrive into SRSs directly from prisons and mental health
units, to prevent homelessness. This places a range of people living with a
disability into group living arrangements without appropriately qualified
and skilled practitioners to manage their effective transition back into living
in the community. This creates an enduring set of revolving institutional
doors for many residents.

Examples of daily life - Lived Experiences
82. Residents have reported being scared to sleep in their room at night.

83. Some rooms are divided by hanging a sheet. Residents do not have choices
over who is roomed or housed with them.

84.Residents are threatened with having their ‘privileges’ stopped to ensure
compliance.

85. Access to clean clothing is an issue for residents in some SRSs.

86.There are many residents in SRSs with nothing to do and nowhere to go all
day.

87.Some SRSs lock their residents in at night, ‘for safety’, without
consideration of the risks and hazards this creates.

88.Food in SRSs is often of very poor nutritional value; low quality and low-
cost food is encouraged due to the business model.

89.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.

90.Reported practices such as offering residents small amounts of money or a
packet of cigarettes, as a ‘rental discount’ are employed to trap people into
feeling like they have colluded with overcharging for services, in return
making it much harder to raise a complaint.

91. The costs of cigarettes has had a significant impact on residents, who are
disproportionately likely due to trauma, institutionalisation and poverty to
be smokers. Cigarettes are now too expensive for residents to purchase for
themselves and access to them and ‘chop-chop’ are commonly used
coercively as both a reward for positive behaviour and as a restriction for
noncompliance.
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92. Some residents have their ATM cards held by the accommodation service
which ‘protects’ them from financial exploitation, except by the service
itself. We have reports of funds being withdrawn, unauthorised, from
resident’s accounts.

93. People living with a psychosocial disability have reported being returned by
police to an SRS they were trying to leave.

94. People living with a disability have reported being coerced to approve hours
which allows services to charge without supports being provided.

95. People living with psychosocial disability are often threatened with eviction
as the only alternative to unsuitable accommodation.

96.Some practices are very challenging to gather evidence about. When people,
including regulators and community visitors, visit residents to check in with
them, managers insist on being present. Whilst this is presented as
safeguarding, it makes it impossible to safely discuss with residents any
issues of concern that involve the accommodation.

Key Solutions

97.There should be clear accountability for ensuring the rights of people living
with a disability are upheld and that their rights are appropriately protected
and safeguarded to enable equality of opportunity to positive health and
wellbeing, just like other Australians.

98.Independent community health workers should be allocated responsibilities
to ensure all residents of supported accommodation models have access to
external health and mental health supports.

99. 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 should be initiated and
prosecuted.

100. There needs to be an overriding safequarding authority responsible for
responding to urgent concerns related to the safety and wellbeing of people
living with disability.

101. The safeguarding authority must provide public accountability for
responding to and resolving concerns related to coercive practices of people
living with disability.

Public quarterly reporting of complaints and actions should form key KPIs.
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102. 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.

103.There needs to be an increase in the number and quality of skilled
guardians that understand supported decision-making and capacity-
building, capable of working with people living with disability to increase
their opportunities for choice and control.

104. There needs to be education, support and training for workers, guardians
and participants to recognise coercive and predatory practices as forms of
domestic abuse. 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.

105. For businesses to be eligible to provide SILs and claim SIL funding there
needs to be immediate review, oversight, legislative codes of practice and a
strong requlatory framework created to reduce the risk of harm to people
living with psychosocial disability.
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The entire team and key stakeholders read widely from laws, policies, reviews, Inquiries and Royal
Commissions throughout the project. Everyone actively engaged in exchanging information,
sharing insights, discussing perspectives and contributing to the collective wisdom in the report.

During the report writing period, whilst compiling the primary research, the author checked for
other relevant data, facts, statistics and definitions through a diverse range of resources, hopefully
all captured below. Any omissions will appear in future versions.

e United Nations Convention on the Rights of Persons with Disabilities (UNCRPD)
e World Health Organisation Mental Health Action Plan 2013-2020
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Institute for Health and Welfare Disability, Ageing and Carers in Australia: Summary of
Findings 2018

e Measuring what Matters Australian Commonuwealth Government July 2023
e Productivity Commission Inquiry Report Disability Care and Support 2011

e Models of Housing in the Quebec Setting for Individuals with Mental Iliness, Dorvil H and
Tousignant-Groulx J 2019

e Disability and psychosocial disability, Reimagine website July 2023.

e Guardianship Guide, A guide for guardians appointed under the Guardianship and
Administration Act 2019, Office of the Public Advocate March 2020

e Guide to NDIS Decision- making, When a decision can be made by, with, or for an adult with
significant cognitive disability, Office of the Public Advocate January 2018

e Supported Residential Services (Private Proprietors) Act 2010
e Supported Residential Services (Private Proprietors) Regulations 2012

e 2018 Supported Residential Services Census Comprehensive Report, by Insync for
Department of Health and Human Services, Sept 2019

e Register of currently registered and operating Supported Residential Services
e Australian NDIS provider register of registered NDIS providers
e NDIS Code of Conduct, NDIS Quality & Safeguards Commission June 2021

e An Easy Read letter about changes to the conditions for your NDIS registered provider, NDIS
Quality & Safeguards Commission

e An Easy Read Fact Sheet, How to choose a specialist behaviour support provider, NDIS
Quality & Safeguards Commission

e RSPCA Prosecutions (rspcavic.org)

e NDIS Quarterly Report to Disability Ministers June 2023

e NDIS National Quarterly Performance Dashboard June 2023
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¢ NDIS Provider Register - Part 2(B) - Other Compliance and Enforcement Actions June 2023
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Neglect and
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e The nature and extent of violence, abuse, neglect and exploitation against people with
disability in Australia, Centre of Research Excellence in Disability and Health 2021
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