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Our Perspective
About Us

This submission is prepared by Mark Sheldon-Stemm and Marcia Baron. We thank the
Commission for providing this opportunity to make our submission.

Research Analytics is headed by Principal Mark Sheldon-Stemm. Mark brings over 20 years
CEO/CFO experience in health aged care services in metro, rural and remote settings. Since
2015 he has worked in the development of new aged care systems with supporting business
& financial systems; including MyCDC for both community and residential Aged Care.

In 2018, Mark was commission by the Department of Health and the Minister for Aged Care
to undertake analysis and provide a report on how Consumer Directed Care will work in
Residential Aged Care. He currently conducts workshops for Leading Aged Care Services
Australia (LASA) on Consumer Directed Care (MyCDC), with over 2,500 staff trained in this
area; and in helping organisations meet the Aged Care Standards.

People & Culture Solutions was co-founded by Director Marcia Baron. P&CS is a boutique
HRM consultancy servicing the community services sector. An Affiliate of LASA, P&CS
provides expertise in multiple areas including service mode design; organisational culture;
HR, IR and ER services and workforce planning and development. The P&CS team works
with a wide range of aged care, disability, training and other organisations; with Directors
and Associates having considerable practical leadership experience in this sector.

Marcia also has extensive experience working with both service providers and individual
consumers in the National Disability Insurance Scheme (NDIS); and designed the first
independent HR service delivering people and culture support to NDIS participants who self-
manage their supports. This service, “MyTeam”; is a trademarked service package delivered
by P&CS to NDIS participants who self-manage their support teams.

About our model of Consumer Directed Care in Aged Services: MyCDC ™

We have provided more detail of MyCDC as an appendix, in case it is of interest to the
Commission. An overview of its key aspects follows below, to provide the context to our
inputs and comments on the Consultation Paper. MyCDC has been piloted and is now
operating in several organisations.

MyCDC is a researched model of care and service; that puts relationships & consumer choice
at the heart of services. It “puts people at the centre”, and is where:

» The focus shifts from a task-based culture & practice to a relationship-based culture.
This empowers consumers & families to be true partners in their care & service; &
enables staff to build deeper relationships with consumers & families, delivering better
outcomes for all parties.

» The locus of control shifts, with the consumer co-designing their care & service plan
with staff through discussions/negotiations about what they want, how and delivered
by whom — whilst maintaining the quality & level of personal care.



Staff learn to interact differently with consumers, to get to know what matters most to
them. Asking what they want, how they want to go about it; talking to not about them;
listening actively; and always thinking about acting in a way that will benefit the
consumer.

Continuity of care & service also has continuity of care/service staff members.

Core clinical care needs are in accordance with assessment and clinical governance
requirements; and lifestyle services provided around preferences & choices of the
consumer, within a respectful & safe environment.

Care and services are provided within a relationship focus not a task focus.

Plans, funding and costs are all transparent.

Organisations who have implemented MyCDC have found:

>

Staff, consumers & families involved, are very happy with the changes. Complaints are
reduced, with higher satisfaction with outcomes. People feel more consulted, and that
the staff are genuinely trying to meet their wishes. There is an increase in compliments.
Consumers say they have more involvement in both care & service plans. There is more
trust & respect; with staff forming closer bonds with consumers. Staff are noting the
benefits of these better relationships, with increased happiness of consumers and family.
No major changes with rosters, more about how, when & what people do. Minimal
additional hours for MyCDC coordinators but this is really needed especially at start.
Staff were very concerned about additional work but are more relaxed when they
realized it’s just a different way to work; not more work.

Consumers are not asking for anything elaborate, or for anything that would jeopardize
their health or wellbeing or regularly changing their minds. The key to meeting any
challenges is being open about why something can’t happen, what other options or
alternatives are available; and negotiating an agreeable outcome. Staff training & on the
ground leadership support is a key to this outcome.

One of the biggest challenges is changing culture & thinking. This needs ongoing
reinforcement so that cultural change & practice change become embedded. You cannot
underestimate the need to make consumers, families and staff comfortable with this
service model, and this takes planning, support, time and on the ground leadership.
MyCDC is a good model & culture that can be flexibly implemented to suit each
organization.

This service model is our core area of operation and expertise in Residential Aged Care;
however, we also have considerable experience in home-based care in aged and disability
services, so understand the need for service systems integration.

This model is operational in a number of aged care facilities throughout Australia with
reference sites available for consultation on how the model has changed their culture and
practices and the outcomes for the elderly.

Our inputs to the Consultation are therefore focused on these aspects of the proposal. We
make no comment or only minor comments in areas where we feel we have less expertise
to offer.



Inputs to the Design Questions

1. Principles for a new system

We designed MyCDC because of our experiences in seeing services provided to older people
in a way that did not provide for them to exercise their rights of choice, or to have their
preferences and goals respected and supported. Whilst this has improved considerably in
home / community based services we believe that residential aged care remains
institutionalised — its structures, leadership, staff, practices operate in a task completion
mode; with little if any real flexibility and choice; which cotton-wools and effectively
infantilises residents so that after a short time they lose their ability to express their wishes.

Take for example the standard tea-time at a residential care facility (RAC). The tea lady
automatically pours coffee for Jim and tea for Janet without asking, because she knows
“that’s’ what they like”. Whilst that may seem like a real personalised approach; is it
respecting the right of the older person to have and express a choice? Outside RAC people
sometimes have tea, sometimes have coffee, sometimes have something else? If that
person was still living in their own home, wouldn’t they have the choice to make the drink
they actually wanted? Haven’t they earned that right, wherever they live?

Residents/consumers have become so institutionalised and disempowered that they line up
for meals so that staff don’t come and tell them that they have to eat now — whether they
feel like dinner at 5pm or not. Perhaps this explains the high level of depression amongst
residents in aged care settings. Many people living in residential care facilities did not plan
to be there and don’t want to be there. System redesign needs to respond to this point.

We believe that services that truly put people at the centre; respects, rights, choices,
people’s own decisions about what gives them quality of life and dignity; is provided in an
environment of respectful and collaborative relationships — must be at the centre of the
service system re-design and must cross the boundaries of where the service is provided.

Model redesign must include a de-institutionalisation of service in residential settings and
become a model of communal living with individual choices, preferences and wishes being
met —i.e. move from “the person fitting the system” to “the system fitting the person” and
providing them with the opportunity to live the last years of their life, the way they want to.

These are the underpinning principles of both MyCDC (the model, design and the actual
service delivery implementation) and the Paper, and we wholly endorse them. (We do just
suggest that “good death” be reworded to say “die in a manner in accordance with their
wishes, without pain or anxiety and with dignity.)

Further, with any system redesign there must be no diminution of the accessibility, quality,
affordability and sustainability of the system. Enhancing service user empowerment must
not be allowed to reduce the accountability for duty of care by service providers; however,
regulators will need to understand that risk management must take account of reasonable
support of choices; and the rights of older people to make those reasonable choices.



2. System design and navigation; user control

The Paper notes on page 6 that “We want a system that would allow older people to enter
any stream and be supported to build their own bundle of supports and care”. It goes on to
say that once the person has established social supports and their needs increase; personal,
nursing, allied health and respite services can be added to their continuing social supports
even if they enter permanent residential care.

MyCDC within residential care allows for people to make and live out their independent
lifestyle choices within a communal setting and the security of 24 hour on call support if and
as needed. Given this, we support this statement but add that in our view ALL services
provided in the community should be able to continue —i.e. the same staff as well as the
same or increasing level of support — as well as the service.

That is, when a person moves from their community home (whatever that may be, e.g.
home alone, with family etc.) their care and services plan and providers should be able to be
retained if the person wants it and it is possible from the service provider. Community
providers build a great knowledge of and respectful, trusted relationship with their clients.
They know what their client likes, and how they like things done.

When most people currently move into residential care for short term or permanency; they
are suddenly surrounded by unfamiliar environments, timetables, routines, rules and
people. They may not be able to adequately explain their wishes and preferences to these
new people. Familiar faces that know them and that they trust would help them settle into
these unfamiliar surrounds and support them continuing to live the way they want and
receive care and services in the manner they wish.

This is discussed further in section 6, Care Stream; however .the notion of “my care and
service AND my care and service PROVIDERS come with me wherever | live” also links with
the underpinning principles of the system and how it is accessed. We have combined our
comments around access, navigation, information and informed choice into section 3,
Information, Assessment and System Navigation, to avoid duplication.

3. Information, assessment and system navigation

We believe that the central tenet of the system should be a single-entry point. There should
not be multiple and repetitive layers of process. MyGov and MyAgedCare have gone some
way towards this but there are potentially opportunities to further strengthen and
streamline approaches.

Getting information and planning ahead can be difficult, as assistance is often sought
without an understanding of the aged system. This can be because the older person is
unwilling to countenance support services or, as in around 70% of cases, there is an
emergency or crisis leading to an urgent need for services. The system must be
appropriately responsive to both planned and urgent information and intake.

Therefore, we see that there should be two pathways to access services.



Pathway 1: - non urgent need
e Services are referred for assessment based on the elderly person’s requirement for
assistance;
e An assessment is made on the requirements and services;
e Services are allocated based on the need and assessment.

This process should take no longer than 3 to 4 weeks; with services progressively allocated
to the elderly person within this period.

Pathway 2: - urgent need
e An assessment is made of the services required;
e Services are allocated based on the assessment;
e Inthe case residential care or the need for 24-hour care at home then a system is set
up (see below) to assist the elderly person and their families/representatives to
navigate and acquire the services.

This process should take no longer than 1 to 2 weeks; with services provided based on
availability and funding.

Service access and navigation processes primarily relate to two groups: the elderly person
themselves; and their family and/or other representative. Family and representatives could
access information via websites, personal visits and/or phone calls to potential service
providers, social media, or the GP clinic caring for their relative.

2016 census data noted that whilst 90% of people aged under 54 used the internet, this
dropped to 80% for people 55-64 and less than 60% for those over 65. So, some older
people (or the families of those aged in their mid - 80’s+) will not be connected or
comfortable accessing information primarily or at all, from the internet.

This means that whilst a lot of information can be made available via the internet, it also
needs to be presented in a variety of ways — especially for older people on their own.

Generally, the older person would be in contact with their GP clinic; and we believe this
could be a good place for centralising easily accessible information about service options.

We propose a system which we call The Service Broker Model.

GP clinics are independent of the aged care system and can provide both the elderly person
and their family/representatives with information and assistance in finding suitable services.

This would be an additional service offered by GP’s and should be resourced accordingly. It
need not be the GP themselves. In this model we recommend a Service Broker be part of
the GP clinic (practice) and that their role is to provide this assistance. The entry point
therefore becomes the person’s local GP with the support of their general practice.

The information required about service options may be provided by:

e Personal face to face discussion with the elderly and their GP/GP staff (Service Broker);
e Written information on the services available in their local area;

e Follow up meetings with possible service providers.



The Service Broker would provide the following services:

e A mentoring and information service to work with the elderly and their
families/representatives to source the right services that meet their needs

e This mentoring service will work with possible service providers, so the elderly persons
needs are met, and they have sufficient information to make informed choices

e Liaison with the GP to ensure information and options are suitable and independent.

Face to face services will allow for a greater understanding of services available to meet the
needs of the person; as it better facilitates questioning.

Once the elderly person choses a service provider then the Broker would make the
connection and ensure the start-up of the services commenced smoothly and in line with
the elderly person’s wishes. The person will continue to see their GP while receiving
services and this will allow for any changes in the service requirements to be addressed.

The Broker would then only be re-engaged if the GP advised of a change in condition and
there is a need for services to be varied; where the process of information, selection and
organisation would recur.

In the case where service changes are required, and service providers need to be considered
then the Broker would be re-engaged to assist the person and their families/representatives
access these services.

Graphic of The Service Broker Model
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This system would be like that which operates in the finance sector with mortgage brokers.
However, these need to be independent of any service provider, so their advice is not
biased to one service provider or another (nor should they be operated by a side company
of a service provider as is currently the case with some assessor organisations).



In terms of who bears the cost of the Broker this would be negotiated between the parties.
Currently there are several Brokers operating in aged care who find a placement for clients
and the elderly person and/or their families pay for this service. However, the current
practice is open to bias in favour of some service providers and independence is required for
this to work.

It would be possible to allocate the role(s) based on demographics and GP Clinics in an area
could share the use of a Broker. The resourcing could be easily calculated based on historical
data of the numbers of the elderly in a region who need to access services. This could range
from 10 people a week to a 100. These figures could be easily be obtained through current
demand statistics collected.

This model aligns to the health and wellbeing of the elderly person as their GP is the first to
be consulted on health and other services required for daily living. The GP clinics also have
a strong connection to allied health services and can coordinate these services for elderly
clients (which they currently do across all their patients).

The only drawback to the model is a greater reliance on GP Clinics; and whether some of the
rural and remote areas would have the resources would need to be investigated. This could
be said of any model, as many areas struggle to have sufficient available GP’s.

4. Entry Level Support Stream

Terminology. The Paper notes on page 1 that: “While the system may be seen as providing a
continuum of care as a person’s needs increase; older people do not necessarily move
through the system in a linear fashion. Some people may only ever receive one type of
service, whilst others may progress from one service directly to the highest form of care —
residential care”.

We agree — and our research has also found that around 70% of people entering residential
care do so directly as a result of crisis or emergency either from a health episode or
breakdown of supports. We therefore suggest that the term “entry level” conflicts with the
statement above; and can be seen by older people as quite negative and implying that they
are now on an inevitable path to residential care. We suggest consideration of a new
terminology, for example “community living support services”.

We feel that it is not possible to answer some questions; such as “what are the most
important early supports for people in their homes and communities? The answer, we
believe, is “whatever that person says it is”.

For some, having someone to take them to their beloved bowling or bridge club will stave
off depression and keep them mobile; for another it might be someone helping with their
veggie patch so that they don’t have a fall; and for others it might be helping them prepare
their meals because cooking is everything to them. For others it is more practical, personal
care than social and mental health support.

This is a critical point as it goes to one of the principles of the new model design —
supporting the person to make their own choices and living their life their way.



The interactions between the person, their GP and Service Broker should determine what a
person needs most and how it ought to be provided.

We support a stronger investment in preventive and restorative health for older people. In
2002 a Chronic Disease Self-management trial carried out by Tandara Lodge Community
showed a reduction by 50% in people accessing health services.

The participants became healthier and more able to manage their conditions themselves,
reducing demands on the acute and chronic health care systems — and improving mental
and physical wellbeing due to the sense of control.

Social isolation and depression are significant issues facing older people. Increasing
investment in upstream community-based programs that provide increased visiting of,
community access, mobility and social integration (including with cultural and personal
interest relevance) would undoubtedly have a positive impact on the need for higher cost
personal and health care downstream.

We are familiar with the range of funding mechanisms employed to date and in the past for
people needing aged care. Each of the bulk / aggregated program funding and fixed annual
budgets have pros and cons. Rather than assess these, we propose a bigger change.

The ability for services to match the needs of a person receiving them has been shown
through the operation of the Home Care Package program to suit the person directing the
service. Having been involved in services under bulk funding and individualised funding it is
clear the service and the cost of these services are best directed by the person rather than
the service provider.

The NDIS is reforming how people who have both service and accommodation support
needs have the ability to choose their service and accommodation providers and pay for
those services themselves.

Rather than being tied to the service provider who managed the accommodation, clients
can now take their accommodation funds to a range of options and purchase their services
from another provider. They can self-manage their funds and engage their own support
workers.

There is argument that this model should be translated to older people needing support.
This would see an assessment of the supports sought and required and a funding amount
allocated. The person can then choose where they live and what services they want. If
living at home they use accommodation support funds for the aids, modifications and
assistive technology that will keep them there; and then purchase in services from their
chosen provider.

They, with support from the Service Broker, work out how the money is spent. If able, they
manage their funds and workers themselves or with family.

If they want to live in a communal setting, they pay the accommodation fee for 24 hour
supports and other base costs to the residential provider. They then select what other
services they want and purchase them from the residential provider (if offered) or from an
external provider, perhaps the same people they have used when living at home. This
includes items such as meals, community access and other activities; and developing to
include nursing and allied health care.
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Residential providers will have to accept external people coming in and design protocols
that are not prohibitive for people to do this; but at the same time do not make residential
providers professionally accountable for those external workers.

This approach also increases the transparency of funding. We believe that this must be a
fundamental principal of any future funding arrangements.

For example, even though home support packages must now show a rolled up fee inclusive
of care coordination, there is still ample evidence of people with maximum packages around
$65,000 pa only being able to obtain around 12 hours of personal care a week (meaning
they pay around $100 per hour yet receive very little if any case management. Perhaps
another tack is decoupling care coordination/case management from care provision to
prevent clients being loaded with such high costs of indirect service.)

This is effectively forcing people into residential care as families and friends cannot match
the gaps needed to support someone with complex physical needs or dementia. Residential
care is much more expensive for the government than a system that works more actively to
keep people within their own home.

The Transport Accident Commission (TAC) in Victoria has undertaken some very positive
work in partnership with Deakin University in building in assistive technology into peoples’
homes. Many of their clients have families and want to stay living together, regardless of
required supports arising from their acquired disability. The TAC has found that overall this
investment reduces costs as in many cases the only alternative is full time care staff.

We encourage the Commission to draw from these and other examples of service system
reforms already undertaken, which arguably have strong parallels with aged care.

5. Investment Stream

Again, we would suggest a change in terminology of this component of the model before it
enters the public arena. The name does seem to infer that anyone not in this stream is not
worth investing in, which is clearly not the case with the proposed new model. Perhaps a
title that reflects the preventive, restorative and respite nature of the service stream would
be more fitting.

We have noted earlier our belief that increased investment in community-based
generic/mass services that increase social interaction, mental and physical activity for older
people will prove beneficial. In addition, we believe there is sufficient evidence to show
that early intervention (e.g. intensive gym/physio classes once someone has had a fall;
intensive memory and cognitive activities once someone is diagnosed with early stages of
dementia) will prevent or slow down the advancement of frailty and with that, reduce the
demands for care and service.

Hospital discharge planners generally only integrate with aged care service providers when
it is a new referral to the service — if someone is returning home but already has a care
package, or is returning to a residential service then it is left to the client, family and service
to get service plans altered as might be required.
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If there was a new stream introduced that allowed for older people living at home to have
short stays in a communal centre with a focus on restoration of health and function;
intensive social, physical and cognitive programs — then this would help people stay at home
longer. This would also provide an opportunity for assessment of ongoing capacity and
whether assistive technology would be applicable. As people progress their restoration,
they may return to their usual living place and come to the centre as “outpatients”.

These centres could also be used for respite — it could revitalise the older person whilst
giving the carers a break; benefiting all parties. Too often people enter residential aged care
when their family carers are away and have such a negative experience that it perjures any
thought of permanent residential care in the future.

People living in residential care could either have a spell in one of these restorative centres
if they have an episode that requires such rehab; attend there as an “outpatient”, or the
program could be brought to the residence and provided in concert with existing staff.

The health system in areas seems to facilitate the notion that reduced physical and mental
functioning is an inevitability and this notion needs to be removed from both the
professional services and the general public.

We recommend that this new, high energy, positive focussed restorative service be seen as
effectively rehabilitative health care and be operated and funded as part of the health care
system. However, oversight will be needed to ensure that older people are treated with the
same intensiveness as young people who require rehab following injury or illness and are
not discharged from the program too early.

6. Care Stream

We have described the key facets of MyCDC in our introduction and provide a more detailed
coverage in our appendix; and we would be happy to discuss this in more detail with the
Commission. We strongly believe that this model will go a long way to providing a
reoriented service that is based on meeting the needs, preferences and choices of the older
person.

When this is combined with the Service Broker model and the new “restorative/rehab”
service, we see this as a comprehensive model. Fundamentally we believe that a person
should have the same access and response to and from services regardless of where they
live. A move to a funding system more like the NDIS removes the “hold” that bricks and
mortar services have over people.

We understand that more non-permanent residency and/or service provision (arising from
clients shifting their services as their needs shift) provides difficulty for government and
service providers as costs and revenues can be inconsistent and mis-matched; and staffing
potentially an increasing challenge with people working across multiple services. However,
the Commission has a stated aim of a full redevelopment of the system not a tinkering; and
if the model is right then solutions can be found. The NDIS in Australia and Accident
Compensation Corporation (ACC) in New Zealand are just two examples where the funds
move with the person who uses the service and care.
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Services available and availability to older people (most whom in current times have made
lifelong contributions to general society through taxes, raising families without government
funded family benefit payments, and volunteering their time and expertise) should not
depend on whether they live in their own home, a private shared home arrangement or
residential aged care.

The MyCDC model also works in community settings. As noted earlier we feel the shift to a
funding and service management arrangement more like the NDIS will further improve
services.

All providers may also need support to ensure they are living a consumer directed care
principles in their services, regardless of location.

7. Specialist In-Reach Services

Our experience suggests that many residential aged care services are not active enough in
engaging partners who would be effective in providing the restorative / rehab services
discussed earlier, or in providing comprehensive and appropriate palliative care when their
residents are dying of any cause. Perhaps training in meeting these requirements (now
more clearly defined in the Aged Care Standards) would be a good support to improvements
in this area.

Also, if the client held the service funds rather than the residential provider, they and/or
their families could bring these services in as needed. We support the notion of “reasonable
and necessary” as applied in the NDIS.

Our proposed intensive restorative centres would fit very well into the desire for an
increased uptake of health services.

8. Designing for diversity

As noted, our experience is that assistive technology is used considerably less for older
people than for younger people needing similar supports. This is not equitable, and there
are many opportunities for expanding its application. Perhaps Cooperative Research
Centres (CRC) funding could be targeted in coming years to applications that provide more
automated supports (such as the use of robot technology) that enable people of any age
who would otherwise need 1-2 care staff for simple mobility, to remain in independent
living for longer or for ever.

Telehealth and assistive technology may be of particular benefit in regional and rural areas
where staff are in small numbers and distances of travel make providing regular service both
difficult and costly.

13



Diversity could also mean different types of accommodation. Uniting Connections has a
program of home sharing; where in exchange for being a companion and keeping an eye out
for an older person otherwise living alone; a younger person has free rent. They are not the
carer, but a reliable adult presence providing confidence.

With the significant growth in single person households amongst the elderly, this could be a
good alternative option. Another option is smaller shared houses where older people
needing some supports and socialisation could live in a shared house. As it is for NDIS
clients, funds could be used separately by each person for their personal care or leveraged
for common services needed such as shopping, cleaning and transport.

9. Financing Aged Care

As noted earlier our focus is on service and care systems. We do however note that there
are a range of options, each with pros and cons, that are no doubt being considered in
addition to the current funding models.

Whilst we understand the very real challenges associated with funding, we encourage the
Commission to focus first and foremost of designing the service for the future, and then
working out the funding options.

Previous system changes have got bogged down in “who pays and how much” questions
during this stage, and the end result has been very messy, inequitable and inefficient
systems designed by funding concerns rather what is appropriate and required; and what
will make the biggest positive differences to our citizens and communities.

We make these comments, so the focus is on the system driving funding rather than funding
driving the system.

As part of this focus, we have found a major requirement for any system to work is financial
transparency. No matter what funding system is employed the flow of funds must be
transparent to all parties. People should know what funds are available, the cost of services
and supplies so they can make the decisions about how these funds can be best used to suit
their needs.

A comment from the royal commission interim report reflects the need for funding transparency.
“The aged care system also lacks transparency. The aged care sector behaves like an industry, but
this masks the fact that 80 per cent of its funding comes directly from Government coffers”.

Without funding transparency any system will fail to provide choice and decision making.

The MyCDC model has achieved this in home and residential care with real benefits for the
elderly person, their families/representatives and service providers.

14



10. Quality Regulation

We believe quality in aged care should be driven through the empowerment of the elderly
person and their families/representatives. We have been able to achieve this through the
introduction of MyCDC. Results show the quality of services improve, as does the ability for
the elderly to direct services which suit them and allows them to live the life they choose.

The role of a regulatory system is therefore one of monitoring the services to ensure there
are systems and processes in place which affords the elderly person and their
families/representatives the ability to exercise this empowerment.

As mentioned previously this requires a cultural change amongst service providers and not
all are willing to make these changes. Any service that does not operate in this way should
not be providing services to the elderly.

In the previous aged care standards, there was a great emphasis on ensuring clinical care
was of a high quality and the person in care was being treated with best practice.
Unfortunately, there have been a number of cases where the clinical care and the
regulatory management were well short of community standards and expectations.

The new aged care standards have taken a different focus with the emphasis on choice,
control and dignity. However, clinical care is still required to be at best practice level.

Therefore, we would recommend there are three streams to the regulatory process going
forward:

e Consumer experience, satisfaction and control;

e (linical governance; and

e Corporate governance.
The approach to these three areas would be different.

Consumer experience, satisfaction and control:

The approach here would be one of interviews with the elderly person and their
families/representatives and a series of audits based on the systems and processes services
use to ensure choice, control and dignity is provided.

The checks performed by the regulators require a focus on human interaction and an ability
to establish if the daily lives of people accessing care (whether at home or in residential
care) is one where they are directing the services.

The checks in this area should be conducted by people who have the personal skills and the
ability to connect and engage with the elderly person in care and their
family/representative.

Clinical governance:

The approach for this stream is more technical with a focus on ensuring the clinical practices
meet the standards required for best practice.
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These checks should be conducted by people who have appropriate clinical skills and
measured against a set of standards accordingly.

Corporate governance:

This stream requires skills in areas of governance, finance and systems. Again, these are
more technical and are designed to ensure the service provider has a structure in place that
covers risk, compliance, financial operations and a governing body that is suitable for the
role.

These checks should be conducted by people with governance, business and financial
background and the demonstrated ability to establish if the organising is well run.

The current monitoring of regulation by the Aged Care Safety and Quality Commission
(ACSQC) is conducted across these streams. The staff of the commission are fundamentally
clinically based. They do not have the necessary skills across all three streams to establish
whether the service provider is meeting all the requirements. This comment is not a mark
of any disrespect to the current assessors but merely reflects their backgrounds and it could
not be expected any one person could conduct across all these streams.

We believe that the 3-stream approach matching specific skills and function will enhance
positive regulatory outcomes in aged care.

We believe that the Aged Care Standards (which amongst other things require providers to
demonstrate that their clients believe they are getting adequate choice) should be met
across all service providers and in terms of all three streams, regardless of the location of
the service or the complexity of need of the service and care recipient.
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Summary of Key Points

The key points of our submission can be summarised as follows:

>
>

Y

YV V VYV V Y

Y

The aged care system needs a total revamp; not a tweak at the edges.

The redesign must come before best endeavours are re-shaped by funding concerns and
the benefits of redesign lost.

There needs to be a seamless, single entry point.

Service providers must be allowed to go with the client, even if their accommodation
arrangements change.

Funds should go with the client, not accommodation and/or service providers. There is
much in the NDIS model that could answer the questions of the Commission.

Funding transparency should exist across all services.

New accommodation options should be considered.

A service brokerage model should also be considered.

Restorative / rehab centres should be created as a logical extension to the health
service, to optimise the independence and health of older people.

The system also needs a fundamental cultural change to put the care recipient at the
centre of planning and delivery; provide real choice and actively support the person to
live they life they choose.

This can be provided through programs such as MyCDC. Should the Commission wish to
know more about this program we would be happy to discuss.
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Appendix 1 —The MyCDC ™© Model
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The MyCDC Principles

» Regular, open, honest dialogue; active listening; respect for individual choice & preferences, and appropriate consideration of
risk acceptance/management is the basis of the relationship.

» Consumers & family develop the goals they wish to achieve whilst living at the facility. This starts pre-entry, with an assessment
being made by both consumer & facility as to the compatibility prior to intake. Once set, goals are regularly revisited in open
discussions with staff to ensure they are being met & are effective. Goals may change over time.

» Consumers can make choices within both the clinical care & lifestyle services, to meet thcl; goals. Plans are :'.o-dcslgnod, with
working openly to explain why & find agreeable alternatives where some or all choices may not be able to be accommodated.

» Goals & funding available are openly discussed, with clarity as to how/if the funding meets the goals. If choices exceed the
available funds, the choice may be negotiated to fit the funds or the consumer may agree an additional fee for that service.
There is financial clarity and accountability to the consumer/family; with monthly statements & open discussion.

» Risks are managed within a framework of appropriate levels of duty of care, clinical needs, OH&S & the understanding that the
~ consumer livesina shared space; but also supports consumers to exercise choice & independence. A problem-solving approach,
| including the consumer/reps, is taken to reduce risk & support consumers to live the way they choose, as far as possible.

> As the locus of control shifts; the relationship model shifts the culture from task/service provided to services selected.

Why consider MyCDC - Benefits & Outcomes

F 0 r c o n SU m e rs * Better able to live within their preferences & choices )
* Higher feeling of involvement, being informed & in control
B * Improved mood [ happiness, social engagement, participation
& fa m l I l eS * Improved relationships with staff 4
* Higher levels of empowerment & flexibility )
F O r W o rkf o r c e * Improved job satisfaction; work is more enriching with stronger teamwork
* Improved relationships with consumers, families & other staff
* Happier staff; leading to better outcomes and increased retention )
* Can become seen as Provider of Choice —for consumers & staff (competitive edge) )
F 0 r O r a n i S ati o n * Increased happiness, satisfaction, attraction & retention of consumers & staff
[ g * Meet Standards, compliance, requlator & financial accountability requirements
* The ability to charge for extra services based on the financial model S
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With consumers, family, workforce
& organisation / Board

Develops concepts of future vision vs
what we have now

Finds out what consumers want,
staff ideas; opens communication
Starts the culturalchange process
Drives ongoing monitoring of
outcomes; & goal reviews

» What services are required to meet
consumer needs, goals & choices
* Co-design with consumer both the
clinical & the consumer directed goal
care & service plans
* How the workforce is organised to
provide these services
* Includes work on:
* roles, rostering for continuity of care/care
team
* recording, reporting, reviews,
communication & feedback

Understanding the core / common
24 hour service, accommodation &
clinical costs

Aligning the budget with the MyCDC
service model

Understanding the funds available
for choices

Funds allocation negotiation
Financial recording & reporting
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