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1. Introduction

KingstonCouncil hasastrongcommitmentto its ageingresidentsasreflectedin its rolesas
socialplanner,systemicadvocateandserviceprovider.Councilwelcomesthe opportunityto
makethispresentationto theInquiry.

Our submissiondrawsfromwork donein developingtherecentlyreleasedKingstonAgedCare
Strategy.Thesubmissiondoesnot seekto duplicatethe submissionsmadeby theMunicipal
AssociationofVictoria orotherlocal governmentagenciesbut ratherto providefurther
illustration ofsomeofthethemespickedup in othersubmissionsby highlightinganumberof
keypointsandvia anumberofcasestudiesandexamples.

2. Background

Kingston is oneofthe largestmunicipalitiesin Victoriawith apopulationof 128,171(ABS
2001 Census)andis locatedapproximately15 kilometressoutheastoftheMelbourneCBD.

TheKingston communityis diverseandmulti-cultural with 28.7%of ourresidentsborn
overseas.Theproportionofpeoplebornoverseasvariesconsiderablyfrom locality to locality.
In thesuburbsofClarindaandClaytonSouthover50%ofthepopulationwerebornoverseas.

Thetablebelowdetailscurrentandexpectedpopulationchangesfor theolderagegroups
between2001 and2016for theKingstonLGA.

Age 2001 2006 2011 2016

70-79 9924 9623 9603 10705
80-84 2941 3545 3657 3443

85+ 2222 2662 3198 3515
Totals 15087 15830 16458 17663

Source:Departmentof Infrastructure,Victoria in Future 1996—2021
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Theover70 populationin Kingston is expectedto increaseby 17%in the15 yearperiod
between2001 and2016with theover 85 cohortexpectedto increaseby 58% in thesameperiod.
This increaseis well abovetheVictorianstateaverage,particularlyin theover 85 agecategory.

—.— Victoria 85 yrs+ —a— Kingston 85yrs+

3. Kingston’s Aged Care Strategy

KingstonCouncil adoptedits AgedCareStrategyin December2002 following over 12 months
ofresearch,consultationandplanning.

Thedevelopmentofthe strategyinvolved:

• Consultationswith abroadrangeofagedserviceproviders

• Consultationswith olderresidents,serviceusers,local areacommittees

• Facilitationofplanningandreviewforumsfor agedserviceproviders

• Extensiveprogrammaticandliteraturereview

• Consultationswith ACAS andreviewofACAS programdata

• Analysisofdemandandsupplydata,presentandprojected

• Developmentandadoptionofthe AgedCareStrategy

To assisttheCommittee’sanalysis,commentsin this submissionhavebeenkeptbrief andfocus
on the findingsoftheCity ofKingstonAgedCareStrategydevelopedin 2002.

A copyofthedetailedAgedCareStrategyis attachedin supportofthis submissionand for
furtherconsiderationofCommitteeMembers.It coversbothCommunityCareandResidential
AgedCare.It alsoprovidesanalysisofabroadrangeof systemicissuesimpactingon service
deliveryin Kingston.
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TheAgedCareStrategyhighlightedanumberofkeythemes,which inform andshapemanyof
thespecificmattersto be addressedby Council overthenextfewyears.Thesemaybe
summarisedas:

• OlderresidentsofKingstonhavedemonstratedastrongpreferencefor ageingin the
home,andareincreasinglyassertivein relationto theright andneedfor
community/homebasedcareprograms

• Olderresidentsandtheir familieshavedemonstratedastrongpreferencefor ageingin
placeopportunities,but thesearelimited by thesmall scaleofmanyoftheresidential
agedcarefacilities in Kingston

• Therelativefrailty oftheconsumerprofilesofbothCACPsandhigh andlow residential
agedcarehaveincreasedmarkedlyin recentyears

• Theexcessof demandrelativeto supplyat all levels(highcare,low careandCACPs is
resultingin serviceusersstayingin theirexistingprogramfor durationswhich involve
levelsof risk andthedisplacementofothervalid serviceuserswaiting lists. This
pressureworks its waysright downthroughLinkagesandto generalHACC programs.
Thispatterntendsto hideandcompensatefor thereallevelsof serviceneedsin theCity.

• Thepressurefor placesat all levelstendsto be reflectedin themarginalisationofclients
whoseneedsaremorechallenging,egpeoplewith dementiaorpsycho-geriatricissues,
peoplewith culturalandlinguisticallydiversebackgrounds,concessionalresidentsand
peoplewho for arangeofreasonsaresociallymarginalised.

• Serviceviability remainsamajorissuefor manyresidentialproviderswhoselonger-term

future is dependenton theallocationofadditionalplaces.
• The agedandtheircarersreportbeingconfusedby thearrayofprogramsandproviders

in thecommunitycaresectorandfind choosing,engagingandcoordinatingservices
frustratingandoverwhelming

• TheCouncil contributionto its ownHACC programis currentlybeingsubsidisedby the
scaleoftheVeteransHomeCareProgram.Thedemographicssuggestthatdemand(and
hencefunding)from this groupwill diminish in four to five yearsleavingCouncil with
significantpotentialfunding/contributionpressure

• Theagedcareworkforceis goingto be facedwith key shortagesin the absenceof some
plannedstrategicinitiatives thatreducethedependenceofanageingfemaleworkforce.

• Thereis astrongneedto engagevolunteersin the supportofolderresidentsandfor the
developmentofastrategyto recruit and supportvolunteers.

• Theemergingprogramsandfundingaroundcommunitycapacitybuildingpresenta
potentialopportunityfor Council to takealeadershiprole in promotingthesetypesof
strategies,whichhavea strongdependenceon voluntaryeffort.

I
4. Overview of Priority Action areas

Thepriorities for Kingstonasaplannerandproviderofagedcareservicesaresimilar to those
for Victorian local governmentgenerally,which arewell documentedin thesubmissionto the
Inquiryprovidedby theMunicipal AssociationofVictoria (MAV). Thesubmissionmadeby
MorelandCity Council also documentsissuesrelevantto Kingston.

InsummaryKingstonwould like to nominatethefollowing issuesasthemostcritical to resolve
to adequatelyprovidefor the long-termfuture ofourageingpopulation:
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4.1 Resolving funding issues for Home and Community Care

Therearemanydriverscontributingtowardsfundingdifficulties in Home andCommunityCare:

Theincreasinggapbetweenthesubsidiesprovidedandcostsofprovidingserviceaxe
well documentedin theMAV submission. Grantindexationsimply doesnotrecognise
costincreasesbeingexperiencedby Councilsin:

• Enterprisebargainingagreementlabourcosts(increasingat average4%per
annum)

• Increasedlabourcoststhroughreturnto Award conditions
• Additional costsof implementingaccreditationandquality systems

Demandfor in homecareis increasingat arapidrate. This is not just adirect function
ofpopulationchangeasotherfactorssuchastheincreasingpreferenceto remainin the
homeneedto betakeninto ~tccount.This impactsadverselynot only on thenumberof
potentialclientsbut alsoon thecomplexityofcareneeds.Failureofthecommunitycare
sectorto caterfor this increaseddemandwill resultin longwaiting lists andincreased
pressureon theresidentialcareandacutesectorsto takeclientsearlier.

Clientexpectationswith respectto rangeandquality ofserviceareeverincreasing.
Attemptshavebeenmadein Kingstonto engagewith thedifferentethniccommunitiesin
an equitableway. Thishasledto theneedfor a greaterrangeofservicesolutions,for
examplein mealson wheelsmenusandsocialsupportinitiatives.

Overthepastsevenoreight yearslocal governmenthasexploredeveryavenuefor
internalefficiencysavingsin agedcareserviceprovisionthroughcompetitivetendering,
detailedsystemanalysisandreform. This,alongwith newfundingsourcessuchas
Departmentof VeteransAffairs (DVA) funding,hasenabledsomeoftheservicegrowth
in recentyearsto be absorbed.Thelimits ofthis absorptionhavenow beenreachedin
mostCouncilsandopportunitiesfor furtherefficiencieswill bevery limited. Service
reductionandwaiting lists areinevitablein mostCouncils. (ReferCaseStudyon the
ImpactofIncreasingDemandfor HACC Servicesin Kingston.)

Local governmentcanno longerbe relied on to fill thegrowingfundinggapandit is
expectedthat Councilswill increasinglycaptheircontributionto amaximumdollar
amountoramaximumpercentagecontribution. Councils’only avenueto increasedaged
carefunding lies in increasingpropertyrates. Thiswill be locallyunpopularandoften
unpalatableto ratepayerswho will seeagedcareasa federalor stateresponsibility.
Propertyrateshavethe limitation thattheyarenot agrowth-basedtax anddo not have
anyconnectionto populationchangeorconsumption.Futuresolutionsto the longer-
termfundingofagedcarewill needto providesomemore direct connectionto a growth-
basedform oftaxation.

4.2 Service fragmentation and complexity

Thecurrentservicesystemis difficult to navigate,cumbersomeforprovidersand
wastefulin termsofoperationalefficiency. Two parallelHACC programs(HACC and
DVA) operatingwith differentassessmentrulesand levelsofserviceprovisionis one
exampleofthis. Thenumerousprovidersof CACPserviceis anotherexampleofwasted
administrationresources.Not only do theseexamplesprovidedifficulties for assessment
teamsandcasemanagersbutalsocreaterealcontinuityofcareissuesfor clientsascase
managersfind it necessaryto play thesystemto stretchlimited funding.
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Thereis anurgentneedfor afundamentalstructuralreviewoftheservicesystemto
mergeprogramssuchasHACC, DVA, CACPandotherprogramsintoanationally
consistentcommunitycareprogramthatintegratesplanning,assessment,care
managementandserviceprovisioninto oneequitablesystem.This will notbeaneasy
taskbutcouldcommencewith integratedplanningbetweenlevelsof governmentanda
commitmentto drawtogetherthe differentblocksof funding into onestream.

4.3 Workforce Retention Issues

Therecruitmentofsufficientwell-qualifiedstaff is becomingan increasingchallengefor
providers. Carersin theHACC programandin residentialcarehavebeenpredominantly
olderwomenworkingpart-timeandreceivingrelativelylowpayrates. This historically
madetheHACC programrelatively inexpensiveto provide. In recentyearsthehigher
demandfor carershasledto manystaffworking longerhours,creatingburnoutand
occupationalhealthandsafetyrisks. Councilshaverespondedby recruitinghigher
numbersofcarers(wheretheycan),increasingskill trainingandin somecaseslimiting
thenumberofhoursprovidedto carersto avoidinjury risk.

Inparallelto this thehigherquality standardsandaccreditationrequirementshavemade
thework requirementsofindividualsmoredifficult, leadingto somestaffchoosingto
leavetheservice.

As servicedemandincreasesfurtherin thefuturethecompetitionfor quality staffwill
increasebetweenemployersandnewapproacheswill needto be takento attractstaff.
Thiswill continueto putpressureoncompetitivepayratesandrequireotherinnovative
methodsofattraction. The attachedCaseStudyonResidentialAgedCareoutlinesone
suchapproachtakenby Kingstonto retainHostel staff.

4.4 Residential Aged Care Issues

Thelevel offrailty of clientsin bothhigh andlow residentialagedcarehasincreased
markedlyin recentyearsasplacesin thenexthigherlevel ofcarebecomemorescarce.
Clients arestayingin theirexistingprogramfor durationswhich involve levelsofrisk
andthedisplacementofotherpotentialserviceusersonwaiting lists. This in turnputs
pressureon CACP,Linkagesand ongeneralHACC programs.This alsoleadsto funding
problemsfor theprovisionof qualityservicesin hostelsasillustratedin theattached
ResidentialAgedCareCaseStudy.

Serviceviability remainsamajorissuefor manyresidentialproviders(including
KingstonCouncil astheoperatorofthreeagedcarehostels)whoselonger-termfuture is
dependenton the allocationof additionalplaces. TheKingstonAged CareStrategy
providessomedetail on thechallengesfacesby smallproviders. Themajorconcernfor
Kingstonin futureyearsin that localproviderswill becomenon-viableandwill either
closealtogetherorrelocateto outer-suburbanareaswhereland is cheaper.This will
resultin apotentialunder-supplyofresidentialbedsin Kingstonand adislocationof
residentsoutoftheirtraditionalhomearea. Kingstonwill beworkingwith the
Commonwealthandresidentialagedcareprovidersto addresstheseissuesonbotha
policy andlocal level.
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4.5 Commitment to Active Ageing

Kingston is committedto supportingolderpeopleto remainbothphysicallyandsocially
activefor aslongaspossible.This will involveprovidinginfrastructureandprogram
supportfor independence,personaldevelopmentandgoodhealthandrequireapproaches
to dealingwith socialisolation.

Suchan approachwill require:
• Increasein resourcesdedicatedto proactivesocialsupportandcommunity

capacitybuilding.
• Changesto urbandesignguidelinesto caterforthe aged.
• Theinclusionofdesignfeaturessupportingagedpeoplein buildingsandother

infrastructure.
• Expansionofleisureprogramsto includespecificprogramsfor older adults

Kingstonhasmadeastarton all oftheseareasandis committedto continuingto develop
therangeofactiveageinginitiativesasfundspermit. Examplesofexistingprojects
include:

• TheCommunityConnectionProgram
This programendeavoorsto addresstheneedsofthemostsociallyisolatedmembersof
thecommunityandconnectthemto mainstreamprogramswhereverpossible. The
attachedcasestudydescribesthe programandtypical clientprofiles.

• LeisureChoicesfor OlderAdultsStrategy
o The Strategyidentifiedbarriersthatpreventedolderadultsfrom adoptingactive

lifestyleswhich includedissuesof:
• Affordability
• Availability ofappropriateactivities
• Accessibilitydue to personalability and transportoptions
• Deterioratinghealth
• Accessto informationon activitiesandservicesavailable
• Lackofmotivation
• Deterioratingsocialnetworks
• Unsustainableclubs

o To addressthesebarriersa communitydevelopmentapproachhasbeenadopted.
Partnershipsarebeingestablishedwith olderadultsupportnetworks,leisure
providersandcommunityhealthnetworksandagencies,to developanddeliver
activeparticipationprogramsthatseekto ensurethatolderadultsare:

o Stayingactiveandhappy o Beinginformed
o Gettingoutandabout o Stayingconnected

• OtherLeisurePrograms
• Fabulous50sProgramatWavesLeisureCentre,whichoffersfitnessclasses

& outingsfor olderadults
• Council oftheAgeing (COTA) endorsedexerciseprogramis being

deliveredatDonTatnellLeisureCentre
• Activities forresidentsofCouncil’sAgedCareHostelsthatoffer F

opportunitiesfor socialisationandphysicalactivity. This includesthe
developmentof a COTA exerciseprogramatDonTatnell;developing
partnershipsbetweenlocal communitygroupsandbusinessesto deliver
programsin thehostels

• Exercisinga WiserChoice— Councilhasreceivedfunding to run aprogram
focusingon womenover 50 who aresocially isolatedandmaybe atrisk of
developinggamblingproblems. It seeksto introducethesewomento a
variety ofrecreationalopportunitiesto facilitatepathwaysfor social
connectedness
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• UrbanDesign
• TheChelsealBonbeachUrbanRenewalproject includesthedevelopmentof

urbandesignguidelinesaimedatmakingneighbourhoodsmore“liveable”
for olderadults.

• Councilbuilding redevelopmentsinclude acommitmentto disabled
access.

5. Case Studies

Thefollowing Casestudieshavebeenincludedto help illustratehow thecurrentservicesystem
deficienciesareaffectingclientsandhow KingstonCouncil is responding.

CaseStudy 1: Impact of increasingdemand for HACC servicesin Kingston

This CaseStudyhasbeenincludedto illustratethe impactofthe inadequatefunding for HACC
services.A numberofspecificclient impactexampleshavebeenincluded.

CaseStudy2: ResidentialAged Care

This exampleincludesanoutlineofthecareerdevelopmentstrategiesimplementedby Kingston
to addressthestaffretentionissuesatits threeagedcarehostelsalongwith a seriesofcase
scenariosillustratingfunding issuesforhostelsbeingrequiredto keephighcareclientslonger
dueto theunavailabilityofhigh carebeds.

CaseStudy 3: The Community ConnectionProgram

This CaseStudydescribestheCommunityConnectionprogramaimedataddressingtheneeds
ofsocially isolatedclientsandprovidesacaseexample.
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A CASE STUDY 1: IMPACT OF THE INCREASING DEMAND FOR HACC
SERVICES IN KINGSTON

Purpose

This casestudyhasbeendevelopedto illustratethedilemmasfacingKingstonCouncil in relationto
theincreasingnumbersofagedresidentsrequiringin-homeservices.Thecasestudywill provide
informationabout:

1. Theincreasingdemandfor HACC servicesbeingexperienced
2. ConcernsregardinglongertermdemographictrendsimpactingontheHACC service

deliveredby KingstonCouncil.
3. Strategyoptionsto managethegrowingdemandsfor Home Careservicesin 2003/2004and

futureyears.

(Note: Thiscasestudydoesnot includeall servicesandexpenditureincurredby KingstonCouncil
in thedelivery ofagedservices.Specifically, it excludesMealson Wheels,SocialSupport,Senior
CitizenCentresupportandcorporateoverheadcosts)

Background

Kingston’spopulationis ageingat aratethat is well abovetheStateaverage.This will continue
overthecomingdecadesandwill thereforerequireastrategythat managesthedemandfor HACC
Services.Researchhasdemonstratedthedesirefor peopleto remainin theirhomefor aslong as
theywishand areable. In accordancewith people’swishesto remainat homeStateand
CommonwealthGovernmentsfundarangeofcommunitycareservices.Thecurrentlevelsof
funding do not matchtheincreasingdemandfor servicesor thecomplexcareneedsofthose
choosingto remainathome.

Informationretrievedfrom theHomeCareService’sdatabaseindicatesthat thoseremainingat
homehaveincreasinglycomplexcareneedsandrequiremoreintenselevelsofcarethanprevious
recipientsofservices.Theservicehasmaintainedtheallocationofadditionalhoursto aminimum
throughtheuseofpriority ofaccesstools andtight criteria. Theaverageincreaseis only 1 —2 hours
perclientperyearalthoughwhenthis is combinedwith the increasein clientnumbersit is
beginningto causeafinancialstrainthatis notsustainable.

It is worthnotingthattherehasbeenno growthin the averagenumberofhoursprovidedperclient
throughthedomesticservice.All increasesrelateto personalcareandrespitecare. This
demonstratestheincreasedcomplexityand level offrailty ofthoseremainingat homecombined
with the lackofappropriateresidentialcare.

Thereis arangeof otherfundedprogramsin additionto thoseservicesprovidedthroughCouncil’s
HACC program. TheyincludetheVeterans’HomeCareProgram,CommunityAgedCare
PackagesandLinkagesPackages.CommunityAged CarePackagesarefundeddirectlyvia the
CommonwealthandLinkagesareajoint Commonwealth-Statefundedprogram. Theyareboth
aimedatpeoplewith complexcareneedsandrequiringservicesat levelsthat arehigherthanwould
ordinarilybe expectedto beprovidedthroughmainstreamHACC programs. Council’sHACC



programpursueseveryopportunityto link residentswhowould moreappropriatelybeservicedby
otherprogramsinto these,howeverall programsassistingolderpeopleareexperiencingalevel of
demandthat canno longerbe met. This is havinganimpactonCouncil’sHACC programas,in
reality, whenaclientrequiresmoreintenseservicelevelsandno programsarein apositionto take
theseclients,theycontinueto sit in theHomeCareprogramuntil aplacebecomesavailable. This
cannowbe for aperiodofup to six to twelvemonths.

Whilst Council’sHACC programhasbeenableto absorbgrowthover recentyearsandthe
additionalcostsassociatedwith deliveringtheseservices,suchasEnterpriseAgreementwagerises
andareturnto the full awardin relationto penaltypaymentsandincreasedtravelreimbursements,
theHomeCareprogramis nowapproachingsaturationpoint.

Population Changes

GeneralPopulation
Thetablebelowdetailscurrentandexpectedpopulationchangesuntil 2016for KingstonLGA.

Age 2001 2006 2011 2016

70-79 9924 9623 9603 10705
80-84 2941 3545 3657 3443

85+ 2222 2662 3198 3515

Totals 15087 15830 16458 17663

LGA 70-84
2001

70- 84
2006 est

85+
2001

85+
2006 est

Total 70+
2001

Total 70+
2006est

Kingston 12865 13168 2222 2662 15087 15830
Bayside 9902 8870 2413 2565 12315 11435
Glen Eira 13272 12162 2795 2512 16067 14674
Stonnington 7618 6984 1899 1519 9517 8503
Port Phillip 5585 5553 1283 1328 6868 6881
Source:2001 ABS Census,2006DOl Projections

OtherthanPortPhillip, whichhasaslight increasein the 70+populationbetween2001 and2006,
Kingstonis theonly LGA whowill encounteramarkedincreasein this group.

Source:Departmentof Infrastructure,Victoria in Future 1996—2021

In 2001,15087residentswereagedover70. Of thisnumber3,443utilised theHomeCareService
or23%oftheover 70 population. In 2006,it is estimatedthat 15,830residentswill be in the70+
agegroup. If theexistingratiodid not alter 3641peopleor 23%couldbeexpectedto beutilising
HomeCareServices.It is morethanprobabletheratiowill alterasthe growthbetween2001 and
2006occurswith thoseagedover 80 andthis groupis morelikely to requireassistanceto remainat
homethanthoseaged70— 79. Shouldtheratio increaseto 30%ofthoseover 70 utilising HACC
services,then4749residentsor 1100 additionalclientsto thosecurrentlyreceivingaservicecould
be expected.

Thefollowing tabledetailspopulationchangesfor KingstonandneighbouringCouncils.



Veteran Population

At thesametimethatourcommunityis ageingtheveteranpopulationwill be declining. Thetable
below indicatesthenumberofveteranseligible to accesstheVeterans’HomeCareProgram.It can
be gaugedby thedatathat Kingstonis likely peaking,orcloseto peakingwith residentseligible to
accesstheVeterans’HomeCareProgram. Whilst manyarelikely to be in needof servicesfor some
yearstheincomebeinggeneratedthroughtheVeterans’HomeCareProgramis not sustainablefor
morethananother3 - 4 years. This will placeaconsiderableaddedstrainon Council’sHACC
Servicesafterthisperiod.

Current Veteran Age Number of Veterans

55-59 80
60-64 91
65-69 114
70-74 - 452
75-79 1321
80-84 986
85-89 370

90+ 94
Source:Departmentof VeteransAffairs

The Veterans’ HomeCare Program is currently also enduring budgetary restrictions. This resulted
• in theDepartmentofVeterans’Affairs writing to agenciesin January2003stating asclientsare

reviewed,which occurseverysix months,theyarelikely to havetheirservicelevelsreduced.The
Departmenthasacknowledgedthattheyunderestimatedthedemandfortheirserviceandwere
perhapsoverlygenerousin theirallocationofhoursin thefirst 18 months.

ThisclientreviewprocesshascommencedandtheHomeCareserviceis finding residentsare
contactingtheoffice requestingtheyreturnto Council’sHACC program.This concernhasbeen
raisedwith theDepartmentofVeterans’Affairs andtheyhavebeenmadeawarethatthereis in fact
no placesavailablefor theveteransto returnto asall availableHACC placesthatwerefreedup by
veteranstransferringarebeingutilised. In additiontheDepartmentwasmadeawarethatbasedon
theDepartmentsadvice,theCity ofKingstontransferredveteransin goodfaith andadvisedveterans
theywould notbedisadvantagedasa result. TheDepartmenthavesincegivenan undertakingthat
veteranswill retainthehourstheytransferredon, howeverno guaranteeswill begivenfor
increasedservicesasaveterans’healthdeteriorates.

Program Income andExpenditure

Funding

Theprimarysourceoffunding is throughtheStateDepartmentofHumanServices(DHS) HACC
Program.KingstonCouncil hasvigorouslypursuedfundingopportunitiesthroughourown
individual fundingsubmissionsandthedevelopmentofpartnershipswith otheragencieswho
serviceKingstonresidents.Thepercentagesofincomesourcesthat contributeto theHACC
programatKingstonCouncil aredetailedin AppendixA andB.



DHS alteredtheirformulatwelvemonthsagowith theaim ofdistributingfundsmoreequitably
acrosstheState. SeniorCouncil staffalongwith otheragenciesin theSouthernregionadvocated

strongly againsttheproposedDHSformula,asit excludedtheveteranpopulation. DHS reasoning
for this wasthatveteranshavetheability to accessanotherHomeCareprogram.At the sametime
thatthisoccurredtheDepartmentofVeterans’Affairs advisedveteransthat asAustraliancitizens

• veteranscouldnotbeexcludedfrom makingapersonalchoicebetweentheVeterans’HomeCare
ProgramandHACC fundedservices.

DHShaveveryrecentlyadvised(24March2003),thatasaresultoftheoutcomeoftheirFunds
• AllocationReview,theywill nowinclude50%oftheveteranpopulationbackinto theirHACC

fundingformula. Additionally, fundingwill focusfor thenextthreeyearsonprioritisingto HACC
basicServices,that is, domesticandpersonalcareandpropertymaintenance.Dependingon the
total sizeofthegrowth fundsforHACC this financialyear,thesechangescouldrepresentsome
goodnewsfor KingstonCouncil in relationto servicingtheincreasingneedsofthefrail aged
population. DHS in the Southernregionreceiveanallocationoftheavailablestate-widefunds.
Theythenhaveresponsibilityto sharetheavailablefunds asequitablyaspossibleacrossthe
SouthernRegion. However,it shouldbenotedthatMorningtonPeninsulaandGreaterDandenong
aresignificantlyunderresourcedcomparedto otherLGA’s and arelikely to receivea greater
proportionof thefunding.

The2002/2003DHSgrowthfundsprovideddollarsfor innovativeservices,butdidnot support
HACC basicservicesto theextentthatwasrequiredto meetdemandthis year. Hopefully,the
outcomesoftheDHS fundsallocationreviewwill reversethis trend.

Council’scontributionto theHomeCareprogramhasremainedalmostconstantfor threeyears.
Thishasmainlyresultedfrom efficienciesmadeandtheincomethathasbeengeneratedthroughthe

Veterans’ HomeCareprogram. TheHome Careserviceencouragedandtransferredalmost95%of
eligible veteransto theVeterans’HomeCareprogram. Overthe last two yearstheHomeCare

program hasincreasedservicelevelsto residents,employedadditionaloffice staffto meetthose
increasedservicelevels,absorbedall EBA increases,metthe increasedpublic sectorratesfor work
relatedtravel andreturnedto awardpenaltyratesforHomeCarestaffwithno additionalfunding
from Council.

Theserviceis now atsaturationpoint andcannotabsorbanyincreasesin eitherstaffremuneration
orservicelevels.
Rationale for Strategies

A strategyneedsto beimplementeddueto servicedemandasaresultofthefollowing:
• Theageingpopulation
• Thedecreasingveteranpopulationandbudgetaryrestrictionsassociatedwith thisprogram
• Thedesirefor peopleto remainat homefor aslong aspossibleandanincreasing

expectationserviceswill bedeliveredin thehome
• Theincreasedstaffremunerationcostsfor aworkforcethat is very labourintensive
• Theassociatedincreasedtravel costswhich increaseasservicelevelsincrease
• Theincreasingfrailty ofclientsnecessitatingmoreintenseandcomplexlevelsofcare
• Thewaiting lists for clientsrequiringCommunityAgedCareorLinkagesPackages
• Thelimited opportunitiesfor Council to increasefeesandcharges.
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Currently,Council is budgetedto contributeapproximately15% offunding for theHomeCare
program,includingHomeMaintenanceservices.However,dueto theincreasedclient demand,it is

likely that Council will contributecloseto 17%of fundingthis financialyear. Theprojectionfor
next financialyearis thatCouncilmayneedto contributebetween24and28%offundingdueto
increasesin Salarycostslinked to EnterpriseBargainingAgreementpayrises,continuationof
servicingcurrentclientsofthis serviceandcateringfor somenewclientsto entertheservice.

The implicationsofremainingatathe current15%contributionfor Council wouldbe that:
• Someexistingclientswould needto be takenoff theserviceindefinitely. Only thoseclients

who haveahigh levelofneedwould remainon theservice,andtheywould receiveonly
basiclevelsofdomesticandpersonalcare. Clientswith low-level careneedswouldnotbe
ableto accessservices,unlesstheirlevel ofneedincreased.

• Waiting lists for all HomeCareservices,includingpersonalcarewould needto be
implementedimmediately.

• Prospectiveclientswould belikely to haveavery longwait for service,asonly veryhigh
priority clientswould getaccessto services.Prospectiveclientswith low levelneedswould
beunlikely to gain accessto servicesat all.

• The ‘prevention’benefitsofHomeCarewouldbeminimised,aspotentialclientswith
• lowerneedswill beunlikelyto accessthe service. Researchclearlyshowsthateven

minimal assistanceenablesfrail agedpeopleto stayhomelongerandavoid ‘crises’ which’
cantriggereitherhospitalorresidentialadmission.

Options that will need to be considered by Council

Thefollowing short-termandlonger-termoptionswill beamongstthoseto beconsideredby
Councilover thecomingmonthsasweseekto balancethecurrentyear’sbudgetand seta
sustainablebudgetfor futureyears:

Short-Term Options

• CancellingdomesticassistancebetweenEasterMondayandAnzacDay.

Whilst thiswill not savepaymentto carérsastheywill takeannualleaveit will savetravel
costsforthisweekandbackfill staffingcosts.

• Introducingafeefor client relatedtravel.

The servicehasalargeallocationfor thepaymentof kilometres,which is approachinga
quarterofamillion dollars. A considerableamountofthis expenditurecannotbe avoided,
asit is paymentfor homecarestafftravellingbetweenjobs. Theremainderis paymentto
homecarerswhentheyaccompanyclientsshoppingorshopon behalfofclients;takeclients
on outingsor to medicalappointments.Clientsarecurrentlynot chargedfor these
k.ilometres. TheSocial SupportProgramhasavolunteertransportserviceand clientsare
charged$0.60perkilometre. TheCommunityBustakesclientson scheduledshoppingtrips
oroutingsand a paymentis made. TheHomeCareserviceis theonly Council Agedand
Disability servicenot chargingclientsfor relatedtravel costs. If clientswerenot accessing
theserviceandeithercatchingpublic transportordriving to theshopstheybearacost
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relatedto this. It is anoptionto introducea feeofanaverage$0.65perkm for all client
relatedtravel.

• Introduceatriggerpointto referclientsto higherneedprograms.

All newclientsto receiveamaximumof 6 hoursserviceaweekonly, in line with MAV
recommendations.MAV recommendthat Council HACC providersclearlyarticulatethatin
theagedcareindustry,theyonly providefor low-level clientneeds. Onceclient’sneedsrise
to receiving4 hoursoftotal serviceaweek,thiswill form atriggerto refer theseclientsto
servicesthat caterforhigherneeds,suchasCommonwealthCarepackagesand agedcare
residentialfacilities.

• Reducehoursfor higherneedsclients.

Consistentwith an approachofprovidingalow-level programonly throughHACC, Council
mayneedto look at decreasingall existingHomeCareclients,includinghighneedsclients
(who currentlyreceiveup to 15 hoursperweek)to 6 hoursofserviceaweek,exceptwhere
therewouldbeextremehardshipexperienced,asassessedon anindividualbasis. These
highneeds•clientswould bereferredto agedcareservicesthatprovidefor highneedsclients.

Longer-Term Options

Councilhasconducteddetailedanalysisofthefinancialimplicationsofincreasingdemandand
increasingcostsaspartof its ludgetpreparationprocess.Thefollowing strategiesareto be
consideredby Council aspartoftheannualbudgetprocess.

• Increasefeesto clients

CouncilhastheoptiQnofincreasingfeesbeyondtheset limits imposedby theDepartment
ofHumanServices.Manylocal governmentshavetakenthispath,sincetheMAV
highlightedtheneedto increasefeesto theDepartmentofHumanServices.DHS have
previouslystatedthe feestructureis arecommendedguidelineonly.

• FurtherIncreaseCouncil ratebudgetcontribution

If Council doesnot adoptanydemandreductionstrategiesforthenextfinancialyearthe
total netcostto Councilwill increasefrom $628,029in 2002/03to $1,672,561in 2003/04,
anincreaseof166%. With theadoptionofall thedemandreductionoptionslisted in this
casestudytheincreasewouldbeto $1,380,006,a 120%increase.This increaseis dueto the
needto maintainservicesfor clientsalreadyreceivingserviceandtheincreasingcostof
labourthroughenterpriseagreementwageincreasesandprogressionto awardconditionsfor
all staff. Evenwith asignificantincreasein theCouncil contributionthenumberofnew
clientsthatcanbeaccommodatedon theprogramwill beseverelylimited. Evenatthe
higherofthesetwo funding levelsonly688 additionalhoursof carewill beableto be
provided. Waiting listswill beinevitable.



• Waiting lists 4

• • -• Waitinglists wouldbe implementedonly asalastresortfor domesticandrespiteservices.
Thetriggerpoint to activateawaiting list would bewhenthetargethours,asbudgetedin
any onequarterareexceeded.It is consideredinappropriateto haveawaiting list for
personalcare,asthis would greatlycompromisethe clients’ health.

Waitinglists will needto continuefor HomeMaintenancewhentargethoursareexceededin
anyonequarterexceptfor urgentjobs thatarerequiredto keepclientssafein theirhome.

• Limits on FundingContribution

Councilsetsatriggerthat its contributionto theHomeCareprogramwill beamaximumof
25%in anyonefinancialyear. This includestheprogramofDomesticCare,Home
MaintenanceandRespiteCare. Council contributioncouldpotentiallybehigherfor
PersonalCareto ensurethatclienthaveimmediateaccessto this program. MAy
benchmarkingactivities indicatethatCouncil contributionsto theHACC programrange
from 15 to 33%,with themajoritybetween25 and30%. Manyofthesecouncilsarenow
consideringcappingthelevel ofoverallratefundingcontribution.

Conclusions

This casestudyillustratesgraphicallythatevenwith theintroductionoftheVeteran’sHomeCare
programin 2001/2002,thereis nowno sparecapacityleft to supportany highneedsclientson the
HACC serviceatthe level thattheyrequireto safelystayin theirhomesin 2002/2003.This is
becauseeventhroughtheVeteran’sHomeCareprograminitially createdsomesparecapacityin

- - subsidisedHACC placesdueto thetranslationofveteransfrom theHACC program,thegrowthin
newclientshasutilised all this capacityoverthe lasttwo years.

KingstonCouncil’sdesireis to ensurethatprospectiveHACC clientsdo notwait for services.To
achievethis aim, theremustbea significantincreasefrom theratescontributionandgrowthin grant
income. Theservicedemandstrategiesshouldassistmeetthisaim, in part,aswell asthehigher
levelsof incomefor 2003/2004financialyear. Waitinglists, however,seeminevitable from
2003/04.

Thedisadvantageofthe implementationoftheservicedemandstrategiesarethat all clientswill
receiveminimal levelsofservice. Theclientswith themostcomplexneedswill receiveinadequate
amountsofservice;at themost, 1.5 hoursper fortnight domesticassistance,3 showersperweekand
2-3 hoursofrespitecareperweek. TheHACC servicewill beunableto provideservicesfor clients
with complexcareneeds,for instance,assistanceto riseandretire frombed. If agedcareservices

such asCACP’sor Linkagesareunableto beaccessedfor thesehighneedsclients,Council will be
placedin amostinvidiouspositionin thattheseclientswill beunableto besupportedin theirown
home.

PleaseseeAppendixC for casescenariosbasedon clientswho arecurrentlyreceivinghigh levelsof
service,andtheimpacton theseindividualswhenservicesarereduced.
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Appendix A

Comparison of income sources
1999/2000 to 2003/2004
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Appendix B: Income comparison per financial year
99/2000 % income source
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Appendix C: Client profiles and projected impact of demand management
strategies.

Client ScenarioOne
“Frank” is a gentlemanin his 80’s,who hasParkinson’sdisease.Herequiresawheelchairfor
mobility, is frail andhis obesitymakescareverydifficult. Hehasalive in companionwho
hasinjuredhershoulderdueto yearslooking afterFrank. Thecarerrequiresan operation,but
is putting off treatment,assheis concernedabouthis welfareat homeduringherhospital stay.
Thereis very little residentialrespiteavailablein Kingston,sothis is not anoptionfor Frank’s
carewhile thecompanionis in hospital.

Council currentlyprovides: • •

• 1.5 hoursof domesticassistanceperfortnight
• 4.5 hoursperweekoneon onerespiteto takeFrankfishingto a localpier. This trip

incorporatesvisits to his GP,hairdresserorothernecessaryappointments.
• 3 x 45 minutesperweekpersonalcarevisits to provideashowerto Frank.
• 3 hoursofrespiteperweekto accompanyFrankto adaycentre. A careris requiredto

accompanyFrankto the centredueto his very limited mobility.

Impact of Servicereduction:Frankwill beunableto attendthe daycentreonaweeklybasis
andtheweeklyoneon onerespitewill needto bereduced.Theimpactwill be to reduce
Frank’ssocialisationopportunitiesgreatlyandhiscarerwill havemuchlesschanceofhaving
abreakforherself. If thecarer’s shoulderworsens,Frank’sonly optionwill beplacementin
residentialcare,asevenLinkageswouldbeunableto supporthis careneeds,if thecarerloses
hercapacityto carefor Frank.

Client ScenarioTwo
“Lucie” is anItalianlady in her80’s, who wasreferredto HACC by ahospitalaftertreatment
for Lymphoma. Lucie lives with her family andhasmentalhealthissues,predominantly
anxietyanddepression.Hersonworksfrom homeandrecentlyhadaheartattack. Lucie is
veryemotionallydependanton herfamily which impacts to adegreeon thefamily dynamics.

Councilcurrentlyprovides:
• 7 hoursofrespiteperweekwith anItalian speakingcarer.
• 3 x 30 minutesofpersonalcareperweekto provideashowerforLucie.
• “Top up” respitefor eveningswhenthesonanddaughterin law wishto go out.

Impact of servicereduction: Therewill needto beareductionin weeklyrespiteoffered
whichwill diminishLucie’s ability to haveacompanionoutsideofthe family thatspeaks
Italian. Thesonwill nothaveasmuchof abreakandhe andhiswife will beunableto
socialisein theevening.

Client Scenario Three
“Tom” is aveteranin his80’swho is totallybedriddenanddependanton arespirator,dueto
abrokenneck. Hiscareneedsareconstantandhe mustbeturnedeverycoupleofhours,
which is undertakenby his elderlywife. His wife’s sleepis consequentlyroutinelyinterrupted
andsheis now sufferingpoorhealth. Council currentlyprovideservicesto Tom underthe



VeteransHomeCareprogramandproviderespitecareundertheHACC programto hiswife
to giveherabreak. TheHACC programis puttingin over 12 hoursperweekofrespitecare,
oftenovernight. NeitherCACP’s norLinkagesarewilling to provideserviceto this client
becausetheyhavesuchhighcareneeds.It is probablyagainst‘guidelines’ to put inboththe
VeteransHomeCareprogramandtheHACC programin onehousehold.

Impact of servicereduction: The couplewill needto reviewtheirdecisionrenotplacing
Tom in anursinghome. ThehighlevelsofrespiteprovidedundertheHACC programis
enablingthewife to haveenoughofasufficientbreakto çortinueto carefor Tom to keep
themtogetherin theirhome.

Client ScenarioFour
Jeanis a ladyin herlate80’swith dementiaandhasschizophrenia,which is controlled
throughmedication.Hercareris herlive in son,who hasa disabilitythat involvesa
psychiatricconditionwhich is managed.Jeanis achronicsmoker,who will often leavethe
gasburneron aftershehaslit her cigarettedueto memoryloss. Hersonis oftenabsentfrom
thehouseandis not alwayshappyfor her to receiveHACC servicesdueto feesincurred,even
thoughthereareadequatefinancesto covercosts. •

Council currentlyprovides:
• Clinical nursing5 daysaweekto administermedication.
• 3 x 45 minutespersonalcareperweekfor showers.
• 1.5 hoursofdomesticcareafortnight.
• 7 hoursofrespiteaweek-i houradayto ensurethatjeanhaseatenandthat sheis safe.

Impact of servicereduction: •

Respitecarewill needto bereducedwhichmayimpacton Jean’ssafetyasthedaily ‘checks’
for nutrition andsafetywill notbeperformed.Given theissuessurroundingthequalityof
careprovidedby theson,Jeanmayneedto be admittedinto residentialcare. • •



CASE STUDY 2: RESIDENTIAL AGED CARE

KingstonCity Council ownsandoperatesthreeagedcarefacilities in thesouth-
easterncorridorofMelbourne. This casestudyexplorestwo issues:

1. A positivecasehistoryrelatingto careerdevelopmentstrategiesutilised in
Council’s threelow careagedfacilities to increaseits workforcecapacity.

2. Individual casehistoriesofresidentsin relationto thecurrentfunding
arrangementschallengingtheability to providequality carearrangements
within aresidentialcareagedcontext.

1. Career DevelopmentStrategies

Councilhasmadesignificantinvestmentin theupskilling andcareerdevelopmentof
thehostelstaffto developandsustainhighlevelsofqualitycareto theresidents.

In 1999, Council madeaconsciousdecisionto embarkon arangeofstrategiesto
improvecareerdevelopmentwithin its hostelstaffingstructure.Workforceissuesof
untrainedstaffwereaddressedthroughprovisionof traineeshipsthatgavestaffskills,
knowledge,experience,andaqualification. Thesetraineeshipscoveredthefull range
ofoccupationsin anagedcarefacility, withnursingtraineeshipsbeingintroducedfor
thefirst time. Councilalso developedanin housetrainingprogramthatfocusedon
theprovisionofcareandintroducedaperformancemanagementsystemthatwas
linked to thehostel’squality system..Benefits,apartfrom increasedretentionlevels,
job satisfaction,andtheattainmentofformalqualificationswastheempowermentof
staffandanenormousincreasein selfesteemresultingin ahungerto continue
personaldevelopment.

• Therewerefinancialbenefitsto theorganisationof approximately$100,000in
trainingsubsidiesandthis incomewasusedto createopportunitiesforthis further
developmentto takeplace. Additional financialbenefitsweregainedthroughstaff
knowledgethat enabledthemto maximisecarerelatingfunding. Workcoverclaims
wentfrom extremelyhigh to nil; premiumsreducedsignificantly. This teamwas
recognisedby WorkcoverVictoria, winning therisk minimisationawardin 2002.

To consolidatestaffsatisfactionandretention,andto ensurethefutureviability of
Kingston’sstaffingstructureanddeliveryofquality care,successionplanningand
careerpathwaysweredeveloped.Key staffwere identifiedandatailoredinternal
educationprogramdevelopedandimplemented.Staffhaveprogressedfrom no
qualificationto CertificateIII, CertificateIV Nursing,DiplomasandAdvanced
Diplomasin Business.

Threemanagershavebeenrecognisedat nationallevel, winning awardsfor leadership
excellence.Otherareasofsuccessincludeawardsfor innovativeprogrammingin
recreationandleisureat nationallevel.

Throughthe successionplanningprogramleadershipskills havebeendevelopedin
staffat all levelsto thepointwherestaffnowpresentatnationalconferences.
ParticipantsattheconferenceshaveapproachedKingstonlooking for assistancein
theirown development.A mentorprogramwasestablishedto assistarural sector
workerwho wasisolated. This programcontinuestoday;thefacility andtheworker
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recognisedfor thepartnershipin nationalawards- for theworker,improved
confidenceandsignificantcontributionto quality of life programsin aremotenursing
homein north-easternVictoria.

Successionplanninghasachievedexcellentresultsclearlydemonstratedthrough
residentandemployeesatisfactionsurveys.Soundsystemshavebeendevelopedthat
will ensurethebusinesscontinuesregardlessofthechangesthatmayoccurin
staffing,orthroughlegislation. Goodresultsin employeeandresidentsatisfaction
surveysdemonstratethatinvestmentin staffin termsoftheirprofessional
developmentandcareersuccessionplanningassistin makingaquality agedcare
residentialfacility. • • • •

2. Fundingarrangementsandquality of care

Whilst KingstonCouncil hasbeenableto greatlyimprovethequality ofcarein all
threeagedcareresidentialfacilities,therehasbeensomedifficulty experiencedin the
provisionof qualitycarein relationto fundingarrangements.

Casescenarios:

CaseScenario 1
A gentlemanliving in aone-roombedsitterwasdischargedfrom acutesectorto his
home.Hewasnot ableto cookmealsdueto gangrenein both feetandassociated
pain;complicatedfurtherby beingan insulindependentdiabetic. Staffassessedthis
gentlemanin his home,andfoundhim in adepressedstate,in painandrequiring
intensivewoundmanagement.

Admissionwasarrangedimmediatelyandwithin threeweeks,themanwasreturned
to theacutesectorforpainmanagement,andfurther investigationforwound
management.It wasestablishedthatafterseveralattemptsto saveleg, amputation
wasnecessary.

The facility kepttheclient’splaceopen,but theramificationsofthis decisionresulted
in lossof carefundingafter30 dayshospitalisation.From theacutesector,theman
wastransferredto rehabilitationfor a further60 daysresultingin a lossof$5142.60
for the90 dayperiod.

The facility wasinformedby theacutesectorthat thegentlemanrequiredanon-tip
wheelchairat a costof$2000,andacushionto preventpressureareaon his buttocks
at acostof$325. Acutesectorcasemanagerinformedthefacility thatbecausehe
lived in an agedcarefacility, it wasexpectedthatwewould fundthepurchaseofthe
wheelchairandcushion. An explanationwasgivento thecasemanagerby the
facility, thatcarefunding did not coverthecostoftheseitems. Thecasemanager
explainedthat if living in his ownhometheStateGovernmentwouldhavefundedthis
support. Thishasresultedin anadditional $2325costsfor thefacility addedto the
existingcarefundingloss,totalling $7467.60.

Fundingprovidedfor this manis $38.11perday— to coverprovisionofpersonalcare
suchaswashinganddressing,meals,woundtreatments,diabeticandpain
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management,lifestyleprogramming,assistingwithpersonalfinances,and
physiotherapy.

Casescenario2 is thatof a ladywho is blind andaninsulin dependentdiabetic,
requiringtheservicesofthe RoyalDistrict NursingServiceto administertwice daily
insulin. Again, funding for thispersonwas$38.11perday;the costofthisserviceis
$47.00perdayfor 20 minutesofservice.We still needto provideall oftheservices
asmentionedin the first casescenario— how is this possible?

As peoplelive longerbecauseofimprovedmedicalpractice,theirhealthissues
becomecomplexrequiringhospitalisationfor periodsoftime.

Casescenario3 is that ofa ladywith fracturedherhip, whowas to bereturnedfrom
hospitalthreedaysaftersurgery.Thefacility wouldhavebeenrequiredto purchase
additionalnursingcareservicesat acostof $1,680perdayuntil anappropriatehigh
carefacility couldbe found. Thecaresubsidyreceivedfor thispersonis $91.96per
day—alossof$11,116.28perweek.
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CASESTUDY3: The Community Connection Program

Addressin•g the needsof Socially isolatedand most disadvantagedwho are

HACC eligible.

Background and Purpose
Theprogram,which beganin July2000,is fundedby theDepartmentof

HumanServicesandis operatedin conjunctionwith SouthernHealthandtheCity of
Kingston. Theprogramaimsto improvethehealthandquality oflife ofthetarget
populationby increasingaccessto mainstreamandspecialistservicesthroughreferral
andadvocacy.

Theunderlyingphilosophyofthe CommunityConnectionProgramis that
supportis providedin anon-judgmentalandculturally/age/gendersensitivemanner
with an on-goingrespectfortheclient’s decisions.The client is consultedand
engagedin all decisionsrelatedto theirhealthandwell being. An integralcomponent
oftheProgramis thedevelopmentoftrust. To achieveclienttrust, theprivacyand
dignityof theclientmustbemaintainedand supportedasmuchaspossible.

An “assertiveoutreach”approachis usedto identify theclient population
throughanalysisofservicegapsaswell asreferralsfrom avarietyof sources.Case
managementis providedto clientswith complexneedsthatmaybe relatedto age,
frailty, disabilities,addictionormentalhealthissues.This also includesan effective
withdrawalofserviceswhenon-goingsupportis no longerrequired. Theprogram
allows for thepurchasingofgoodsandservicesto assistwith short-termimmediate
needsandbrokeragefundsareavailableto assistwith immediateandshort term
housingneedswhicharisedueto inappropriateorunstablehousingorclosureof
accommodation.

A keyelementoftheprogramis thefacilitationofthe developmentof
partnershipsbetweenmainstreamandspecialistserviceprovidersin orderto enhance
theiraccessibilityandresponsivenessto theneedsoftheabovetargetgroup. This
processwill assistin the identificationofthebarriersthatpreventequitableaccessto
healthandwell beingservices.Thiswill contributeto thedevelopmentofstrategies
to reducetherisk factorsthatmayleadto homelessness,incarceration,preventable
hospitalisationandprematureadmissionto residentialcarethroughenhancedsocial
contactandsupportnetworksaswell asincreasedaccessto mainstreamandspecialist
healthservices.

Client Profile
Thetargetpopulationfor theCommunityConnectionProgramis peoplewho live in
low costhousing,homelesspeopleor atrisk ofbecominghomelessandpeoplewith
unmetcomplexand/ormultipleneedsandthosewho areeligible for thehomeand
CommunityCareprogram. This includesfrail, agedpeople;peoplewith an
intellectual,physicalor sensorydisability; peoplewith amentalorpsychiatricillness
(disability); peoplewith acquiredbraininjuryandpeoplewith drugor alcohol
substanceabuseproblems.

CommunityConnectionsProgram
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OneofthemostcommoncharacteristicsoftheCommunityConnection
Programis thatthe clientsoftenfeel theyhavenowhereleft to turn. This is a fairly
commonperceptionwhichmaybedueto anumberofdifferentreasons:

> It maybethatthe clienthashadpreviousexperienceswith aservice
systemthathas“failed” them(ie. theirneedswerenot appropriatelymet—

oftenthis occurswhenthe serviceprovideridentifiesaclient’sneedwhich
is not in line with theclient’sperceptionofhis/herneed);

> Theclient mayhavebeenidentifiedby anumberofservicesasbelonging
to the“too hardbasket”(ie. theymaybeperceivedasdifficult and/or
uncooperativeclientsorabusersofthe servicesystem);

> Anotherpossibilityis that complexneedshavegeneratedasocialisolation
suchthattheyareunawareofthesupportsthat maybeavailableto them.

CaseExample (As reported by theCommunity ConnectionsCoordinator)
“Bill” is a sixty-year-oldgentwhohasalcoholrelatedbrain injury andis being
evictedfrom therentalproperty,whichhasbeenhis homefor thepasteightyears.
Living with “Bill” arehis beloveddog anda maleco-tenantwhohassharedthe
housefor oversixyears.

Not~flcationto Vacatewasissuedin December2000whichgavethehousehold
sixtydaystofmdalternativeaccommodation.I wascontactedin earlyMarchby
“Bill’s” worriedsisterwho believedthatphysicalevictionwasimminentandthat
“Bill” hadnowhereelseto go.

I immediatelyarrangedto visit “Bill” at his rentalpropertyandofferedsupport
andassistancewith regardto his immediatehousingneeds.Oneofthemost
sign~ficantaspectsofthiscaseis “Bill’s “fear andgriefat the lossofhishomeand
his 4feasheknewit. Thisfearandgriefcoupledwith “Bill’s” limitedcognitive
capacitymeantthat hewasincapableofacknowledging,let alonerespondingto,
his impendinghomelessness.Indeed,his Landlord,RealEstateAgentandpossibly
evenhissiblingsperceivedhis inactivityasdefianceor lazinesswherein facthe
wasimmobilisedbyhisfearandgrief

Sincemyfirst meetingwith “Bill” a numberofcriseshaveensuedwhichhave

caused furtherdistress.A summonsto attendtheResidentialTenanciesTribunal, asubsequentOrder to Vacate,re-locationin Emergencyaccommodationandfinally
afire andattemptedsuicideby “Bill ‘s” co-tenant.

Actionandservicesprovidedthrough theCCPhavebeenasfollows:
> Crisis intervention— counsellingandpracticalsupport;
> Liaison andadvocacywith theRealEstateAgents;
> Liaison withfamily;
> Liaison with andreferral to TenantSupportService;
> Transportto andsupportat FrankstonMagistrates’Court (Residential

TenanciesTribunal);
> LocationofsuitableEmergencyAccommodationwhere “Bill” couldalso

takehis dog;
> Visits to possibletemporaryaccommodationfacilities;
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> Assistancewith collectingmail andpersonalitemsfromthehouse;
> Liaison and advocacywithDandenongHousingOffice;
> Advocacywith Centrelink;
> Advocacywith CheltenhamHousingOffice;

Todate, “Bill” is still in temporaryaccommodationawaitinga decisionfrom the
HousingOfficere hisApplicationfor EarlyHousing.Whilsthe is currentlyin
temporaryaccommodationoutsidetheKingstonboundariesI will maintainmy
involvementwith “Bill” until he is establishedin moresecureaccommodation
wherehewill bereferredto otherappropriatesupportservices.
Note:All nameshavebeenchangedto ensureconfidentiality.

Further Client CaseExamples::
> An eighty-fiveyearoldwomanwith aphysicaldisabilityliving in sub-

standardhousing;
> A dyingmanandhis seventyyearold w~fewhosehousingwasin

jeopardydueto his illness;
> Afortyyearold womanandhersonwithmentalhealthproblemswho

desireapriority housingtransfer;
> Afortyyearold manwith alcoholproblems;
> Afiftyyearold man,addictedtopain killers;
> A sixtyyearoldwomanbeingevictedfroma caravanpark;
> An eighteenyearold homelessyoungmanwith mentalhealth

problems;
> A sixty-twoyearold manin insecurehousing;
> Afamily experiencingseverefinancial hardshipdueto ill health and

addictionproblems;
> A singlemotherandherfamily in insecurehousing;
> A numberof peoplefacingevictiondueto rent arrears;
> A numberofpeoplerequiringfinancial assistanceto obtaindental

urgenttreatment;
> An elderlygentsufferingdementiaandrequiringan SOSIdentity

bracelet;
> Thepurchaseofa NebuliserPump;

Program Utilisation
Themostcommontypeofassistanceis relatedto housing,caseconference,

health,financialsupportandsocialsupport. Otherneedshaveincludedmentalhealth,
family support,drugandalcohol issuesandHACC. All typesofneedshaveshown
increasesthroughouttheprogressoftheProgram.Themostcommontypeofclient
areolderpeopleandpeoplewith someform ofdisability.
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