With Respect to Age

A Guide for
Health Services
and Community Agencies

Dealing with Elder Abuse

AN AGED CARE SERVICES PUBLICATION
HEALTH AND COMMUNITY SERVICES
1995



[Disclamer: This document is intended to be only a genera guide to the issue of abuse or neglect of
older people. If legd adviceisrequired, alegd practitioner should be consulted.]



10:

11:

Contents

Foreword: The Purpose of this Guide

Part |
—An Introduction to Elder Abuse

The Context: Why Elder Abuse has Become an Issue
A Working Definition of Elder Abuse and Neglect
Asking the Right Questions: A Checkligt for Action

Who Does What—A Quick Guide to the Agencies

Part 11
—Framework for Agency Policies & Procedures

Protocols as the Basis for Co-operative Action
Recognising a Problem
Assessing the Stuation

Panning the Intervention

Part 111
—Resource Papers

Case Studies—Situations of Abuse and Neglect
Functions of Specidist Agencies

References

Page

11
14

23

26
30
33

41

49
58

81



FOREWORD
The Purpose of this Guide

At some stage, most hedth and community service workers involved with older people will find
themselves confronted with Stuations which can be described as ‘elder abuse’. Sometimes these
gtuations are disurbing and complex, and may raise difficult legal, ethical or practice problems.
Many of these problems stem from the lack of agreement among services on how Situations of abuse
should be defined and on how responsibility for intervention should be alocated.

This guide reflects the dlear advice from service providers that, while eder abuse is a disturbing
event, dealing with these situations is part of the day-to-day work of providing health and
community services to older people. The problems for services arise not from inadequate
legidation, or from reluctance to act, but from lack of clarity about the gppropriate policies and
procedures required at agency level, and uncertainty about the working relationships between
agencies likely to be involved.

The guide has been written by the Aged Care Services Divison of the Department of Hedlth and
Community Services (H&CS). It has been prepared after discusson with workers and hedth
sarvices that have confronted and dedlt with problems of elder abuse. It draws on the views of
various municipal councils and other agencies which have developed policies and procedures within
their own jurisdictions. It affirms the view that Victoria s existing services are appropriately placed to
address problems of abuse or neglect of older people, and many are aready doing so.

The guide is presented in three parts. Part 1 is a working introduction to elder abuse, describing its
context and offering a checklist for action. It is written principdly for workers in hedth and
community Service agencies.

Part 2 outlines the key policies and procedures, and gives aframework for procedures which can be
adapted by agencies developing their own response to incidents of elder abuse or neglect.

Part 3 consigts of a collection of case studies of the varied Situations of abuse and neglect, and an
outline of the roles of the more specidised services.

Elder abuse isnot anew socid problem, and there is no evidence that, overdl, abusive Stuations are
becoming more prevaent. Rather, our society is now beginning to recognise and describe as ‘ elder
abuse arange of Stuations involving the victimisation, maltrestment or neglect of older people. The
increase in socid concern is patly a reflection of the changing demographics of our society—a
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society in which an unprecedented proportion of the populaion survives to old age. Ours is
therefore a society in which larger numbers of people are potentidly vulnerable to the risks of
maltrestment or neglect.

Elder abuse is not exclusvely a ‘welfare problem. Definitions of abuse aso include Stuations such
as theft and assault that are properly dedt with by the crimina justice system; in such cases, hedth
and community service agencies must work with the police in dedling with them. Other Stuations are
best regarded as forms of domestic violence, with interventions shaped accordingly.

The guide responds to that complexity, and builds on smilar gpproaches from other States. Asin
those jurisdictions, the approach taken here focuses on the policies and procedures of loca hedth
and community services, and proposes drategies to optimise their ability to ded effectively with
problems of elder abuse and neglect.

The Aged Care Divison of H&CS is seeking responses to this guide in order to improve this
materid. A pro-formafor that purpose is enclosed.



PART |

1. The Context: Why Elder Abuse has Become an Issue

This chapter describes some of the reasons why elder abuse and neglect have become prominent as
public issues.

Ageing of the Population

The proportion of older people in Audtrdia s population isrisng. In 1991, the tota population was
17.3 million. There were 2.0 million people aged 65 and over, and they comprised 11.4 per cent of
the total. The proportion is expected to rise to 12.3 per cent in the year 2001 and to exceed 20 per
cent in the thirty years after that.

Within this steady but comparaively modest rise in the 65-plus population, there will be a Stegper
rise in the proportion of the oldest groups—those aged 75-plus and those aged 85-plus. The
underlying cause isthe increasing longevity of the Austraian population. Those aged 85 and over are
now the fastest growing group in the Audiralian population, their numbers having grown from 55,000
in 1966 to 152,000 in 1990.

The growing number of older people is not in itsdf a socid problem, and is not the cause of a
problem of abuse of older people, any more than the size of the female population is a cause of
domedtic violence. Rather, the point is that the relative importance of the exising problem islikdly to
grow in prominence with the growth of the older population.

Growing Old at Home

The literature on matreatment and neglect of older people has identified two groups of concern:
ederly people who are living with family caregivers, and ederly people who are living done.

Of al people aged 65 and over, 91 per cent live in private dwellings in the community; only about 9
per cent live in what the 1991 Census defined as ‘ non-private dwellings , a category which includes
hostels, supported residentid services and nursng homes. However, the proportion living in non-
private dwellings rises considerably with age, such that while only 3.8 per cent of people aged 65-
74 live in non-private dwelings, the proportion rises to 26 per cent a age 80 and over. Thus the
qudity of lifein resdentid careisamatter that affects the oldest and frailest groups in the population,
but even in these age groups the mgority of people are living in the community.

Older People Living with their Families
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It is difficult to estimate how many older people are living in private households with a family
caregiver (for example, an adult daughter or son). The 1991 census recorded only atiny number of
people aged over 60 who were described as a‘grandparent’ of the reference person in a private
household (0.1 per cent of older people in private dwellings). The true figure will be larger than this.
The reference person can be any member of the household, and some families filling in the Census
would have assigned the grandparent to be the reference person. In these cases the grandparent
would not be distinguishable from the category in which 65 per cent of older people are found—that
IS, as ‘reference person or spouse’.

Whatever the number, it cannot be assumed that every older person living with their family isin need
of care; many would be reasonably independent and contributing to the generd wefare of the family,
as caregivers for grandchildren and so on.

Older PeagpleLiving Alone

There is a definite trend towards older people living done. This is a result of two factors in
Audrdian society: the high rate of home ownership, and the increasing longevity of the population,
especialy among women.

Increasing longevity has meant that large numbers of older people end up living done. This is
particularly noticeable among married women who outlive their hushands.

The 1991 census showed that 39 per cent of dl Victorians aged 75-plus in private dwdlings lived
adone (about 61,000 people, predominantly women). If persons in non-privae dwdlings are
included in the count, the proportion living done a age 75-plus fdls dightly to 32 per cent.
According to the National Housing Strategy, a age 65-69, one in four women are dreedy living
alone, compared to one in ten men (Anna Howe, 1992 p.25). At age 80, some 32 per cent of all
Victorians are living done.

It should not be assumed that people who live done are necessarily lonely or isolated; most are
actudly in regular contact with family and friends. Nevertheless, it is among this group that there is
the risk of dderly people suffering from sdf-neglect. Very often this is associated with the middle
stages of dementia.

Dementia and Self-Neglect

The risng proportion of older people living done may lead directly to the problem of sef-neglect.
The group paticulaly a risk comprises those who are living done, with few or no family
connections (often because they have outlived most of ther relatives), and who are in the early or
middle stages of dementia It iswdl recognised that dementia can be manifested by alack of inaght,
and by suspiciousness about the motives of other people; the result may be afailure to seek help and
a refusa to accept services such as home help or ddivered meds. Given that some degree of

dementia may affect a quarter of the population aged 80 and over, and that a third of peoplein this
age group live adone, the at-risk group is not inggnificant. Dementia is, however, not the only cause



of salf neglect (see Cole 1992).
Dementia and Caregiver Stress

Some dementia sufferers are living with their spouse or other family. Among this group there arises
the potentia problem of caregiver stress. The very condderable burden of looking after an ageing
spouse or parent with dementia is well recognised in the literature. If the caregiver receives no help
in coping (including help in recognising the cause of the person’s demanding behaviour, and respite
from it) then mistrestment of the sufferer may result. A recent Swedish survey found that caregivers
(mostly spouses and children) reported a sgnificantly higher rate of abusive behaviour on their own
part against dementia sufferers than a control group of caregivers looking after norma elderly people
of the same age (Grafstrom 1993).

Conversdly, it must be recognised that many caregiversin this Stuation are themsaves derly and at
risk of abuse a the hands of the dementia sufferer.

Some dudies estimate that more than half of demertia sufferers manifest some form of aggressve
behaviour—that is, verba outbursts, physicd threats or violence (Paveza 1992). On the other hand,
a recent British sudy of dementia sufferers living in the community found that disturbed behaviour
was rdatively infrequent. Only 10 per cent of markedly demented, community-resident persons
were described by their caregivers as noisy, 5 per cent as aggressive and 6 per cent as prone to
wandering. When these problems arose, however, they were strongly associated with caregiver
stress (O’ Connor et al. 1990).

More than 100,000 Augtrdians suffer from dementia. There will be a 20 per cent rise in the number
of aged people with dementia between 1991 and 1996, mainly because of the rapid growth in the
number of people aged 80 and over. The condition affects as many as a quarter of peoplein thisage

group.

To understand the needs of dementia sufferers, it is necessary to condder therr living arangements.
The Audrdian Bureau of Statistics estimated that about half were living a home in the community;
the other hdf were in resdentid care. Of those living in the community, nearly three-quarters were
living with other people. This subgtantia group represents those living with afamily caregiver.

In terms of neglect, the most at-risk group is those sufferers who are living aone. They comprise
about a quarter of dl those with dementialiving in the community.

Financial Exploitation

The high rate of home ownership among older people means that a mgority of the older generation
have sgnificant financid assets This can cregte the potentid for financid exploitation if the older
person becomes vulnerable because of menta decline. About 74 per cent of older Victorians living
in private dwdlings are home owners, and another 9 per cent are purchasers.



The Changing Map of Aged Care Services

For dmost a decade, both the Commonwedlth and the State governments have been committed to a
shift in the balance of aged care sarvices. At the nationd level, the bulk of resources were previoudy
devoted to resdentid services (nursing homes and hostels). There has been a conscious attempt to
limit the growth of expenditure on nursng homes, and to expand the services funded under the
Home and Community Care (HACC) program.

The expanson of home and community care services is seen as the most effective way of meeting
the express dedre of most ddely people to reman living independently in the community.
Undoubtedly this is a valuable am. However, two kinds of less desirable consequence have aso
been recognised:

. Community care can sometimes put an unreasonable burden on the older person’s family as
caregivers, and

. The fragmentary nature of service ddivery in community care, compared to the unified
management of a regdentid faclity, can lead to a fragmentaion of responshility for
monitoring the overdl wefare of avulnerable person.

Resdentid care, rather than community care, has hitherto been the focus of government concern
about abuse d older people. There are some good reasons for this. people living in resdentia
sarvices are by definition likely to be frail and vulnerable.

As the balance shifts towards community care, there must be a sharper focus on finding appropriate
mechaniams for protecting ederly people living in the community who may be at risk of matreatment
or neglect. The appropriate mechanisms will not be the same as those developed for residential
services.

Older Parentswith a Dependent Adult Child

A conggtent finding in the research literature on eder abuse is that one of the types of perpetrator is
the dependent adult child of an ederly person. This may include a son or daughter with a menta
illness, an intdlectud disability, dcoholism or acquired brain damege. Naturdly thisis not true of al

such people.

As the baance of care shifts towards an emphasis on community care, the use of indtitutiona
sarvices is primarily focussed on people with marked dependency, whether trangent or enduring.
Many parents of disabled people will therefore remain the primary caregivers late into their middle
age and beyond. The reasons are often complex, including parentd commitment, a lack of other
housing options, inadequate income or concern about unsatisfactory aternatives. The nature of the
paticular disability may be the key factor, inhibiting the person from setting up a stable household
independent of their parents.
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The reault is that the parents, as they grow older, are faced with the prospect of providing
permanent board or irregular refuge for an adult child. Thisin turn can expose the ageing parents to
the emotiona and physica dress of continuing caregiving, and the problem of coping with behaviour
that may be disruptive and abusive.

Addressing these issuesisnow amgor priority of services for people with disabilitiesin Victoriaand
the rest of Audrdia
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2. A Working Definition Of Elder Abuse and Neglect

At the most general level, abuse and neglect of older people can be regarded as an infringement of
human rights. The United Nations has drawn up an Internationa Plan of Action on Ageing, to which
Audraia became a sgnatory in 1981. This statement includes a set of Eighteen Principles for Older
People, covering independence, participation, care, self-fulfilment and dignity. Principle 17 states:

Older persons should be adle to live in dignity and security and be free of exploitation and
physical or menta abuse.

Beyond their important symboalic vaue as an affirmation of human vaues, such principles provide
little guidance for the practitioner until they are grounded in a society’ s particular complex of law and
socid policy. The firgt gep is to attempt to define what is meant by ‘abuse’ . The second step isto
specify the kinds of emedies that are available, or that should be made available, to ded with
particular forms of abuse.

As many observers have noted, it is difficult to formulate a sstisfactory definition of elder abuse and
neglect that coversthe severd different types of misfortune that may befdl an older person.

The solution adopted here is designed to help agencies define the key problemsin a particular case
in away that focuses on possble interventions.

The Standard Definition

The most common approach is to define elder abuse as neglect or harm to an older person resulting
in physica, psychologica, sexua or materid (financid) injury, caused by the behaviour of a person
with whom the older person has arelationship implying trust.

An Alternative Approach—Defining Abuse by its Context

People generdly recognise the fact of abuse or maltreatment, whatever they choose to cdl it, and
whether or not they think the circumstances excuse it. The problem is that although people observe
and are concerned about abusive behaviour, they are frequently unsure about the appropriate way
to handleit or the appropriate agenciesto cadl in.

We therefore need to pay attention to the different contextsin which incidents of abuse occur. This
will be more useful than just dfining the nature of the harm done in terms of physcd abuse,
psychologica abuse or economic abuse, as other studies have done.

Critical to this gpproach is an appreciation that ‘elder abuse does not conditute a unique or
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exclusve category of behaviour. Rather, it is a convenient way of talking about matters or Situations
that are usudly categorised under other headings. The use of the term eder abuse should not be
dlowed to obscure the vaidity of these other categories, such as domestic violence, professiond
malpractice, fraud, or caregiver stress.

For example, the term ‘domestic violence' is used to describe a range of socidly unacceptable
behaviour between the members of a family. The unacceptable behaviour may range from physica
assault to psychologica abuse. In most definitions, the term is not restricted to abusive behaviour by
a husband againg awife (although thisisits most common form), but extends to cover abuse by any
member of afamily againgt any other member, whether spouse, child, parent or grandparent.

This has two implications for a strategy on elder abuse. Firdly, we need to recognise that the
popular (and narrow) understanding of domestic violence as being abuse between spouses can also
apply when the spouses are elderly. Indeed, it is likdy that an abudve maritd reationship will
remain abusve as the parties age. In these cases, it will not be helpful to redefine the problem as
‘elder abuse’ if by thiswe mean that it is no longer to be regarded as domestic violence.

It ismore logica to regard such cases as an illudtration of the way the terms * domestic violence and
‘elder abuse’ overlap. Some cases of elder abuse are domestic violence.

The second implication is that domestic violence should not be redtricted to ‘wife abuse’ but should
encompass other abugve family reations such as a young adult harassing a grandparent. As noted in
chapter 10, Victorian law provides an important remedy in such cases under the Crimes (Family
Violence) Act. Already, figures show that 3 per cent of complaints under this Act are laid by people
aged 61-plus. The defendant in these cases is more likely to be a child or grandchild (56 percent)
than a spouse (38 percent).

In other cases, the aged-care professond may decide that domestic violence is not the most
appropriate interpretation of the abusive Stuation, even if it is a valid interpretation. Perhaps the
abusve paty is suffering from dementia and is prone to irrationd outbursts of aggresson.
Conversdly, perhaps the caregiver is prone to unacceptably rough treatment of a dependent elderly
person, but the professond believes that the caregiver is acting under stress and could be given
effective help to cope without recourse to intervention by alaw-enforcement agency.

As can be seen from this discussion, everything depends on the context in which the abuse is
occurring. It is therefore important to condruct a list of typica dtuations in which cases of abuse,
maltrestment or neglect are known to occur.

Eight Typical Situations of Maltreatment or Neglect

Type 1—Maltreatment or neglect by a family caregiver (or other type of unpaid caregiver
such asafriend or neighbour).

Type 2—Domestic violence, or a destructive family relationship (usually between spouses,
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but also between parent or grandparent and adult child).

Type 3—Maltreatment or neglect by a dependent adult (such as an adult child with a
behavioural disorder associated with mental illness, alcoholism or acquired brain damage,
or a spouse with dementia).

Type 4—Conflict in a shared household (for example, where an older person has moved
into their adult child’s household, or vice versa, causing a conflict over autonomy).

Type 5—Financial exploitation in ‘non-commercia’ relationships (for example, where an
adult child triesto gain control of an elderly parent’s assets).

Type 6—Maltreatment or neglect by staff in residential care.
Type 7—Professional malpractice, or maltreatment of an older person by a paid caregiver.

Type 8—Self-neglect - typically an elderly person living alone in squalor and failing to
maintain basic self care.

These eight Stuations do not exhaust the posshbilities. Nor are these Stuations intended to be
mutudly exclusve. Each stuation can be thought of as a one-line summary of the cast and setting for
a paticular type of domestic drama. Observers may differ in their interpretation of the most
appropriate way to categorise a given Stuation, and a particular case of maltrestment may be judged
to fit into more than one Stuetion.

The stuations areillustrated more fully in Chapter 9.
Common Characterigtics of the Typical Stuations
Except in the case of sdf-neglect, these Situations have two things in common:

. The victim and the perpetrator are in some sort of reationship involving proximity,
dependence, or trust. The perpetrator of the matreatment or neglect is areative, friend or
neighbour, or a worker in one of the human services. Thus we exclude cases where the
perpetrator isa‘stranger’ (aburglar or con man).

. The older person is vulnerable to continuing matrestment or neglect. (Not all elderly
people are vulnerable, but it is the vulnerability that creaetes grounds for intervention by
outsde agencies.)

Sometimes the older person’s vulnerahility is due to menta incompetence (for example, in cases of
dementia). In other cases it is due to physica frailty or economic circumstances which may, for
example, force an older person to depend on another for housing. These two circumstances are
usualy quite different from each other and require quite different sorts of intervention.
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Sdf-neglect isa gpecid case where the public concern is due to the vulnerability of the older person
but there is no ‘ perpetrator’ in any meaningful sense.

Sometimes the older person is dependent on the perpetrator—for example, where the victim isfrall
or incompetent and the perpetrator is the principa caregiver. However, this dependence is not a
defining characterigic of matrestment and neglect, because in many other cases the victim is not
particularly dependent, and may in fact be supporting the perpetrator.

This guide is not concerned with Stuations in which the perpetrator is a‘ stranger’ —that is, someone
with no persond relaionship with the victim, such as a Stuation of dreet crime. Stuations in which
the perpetrator is a worker in the aged care fidd are covered in this guide. Stuations in which the
abuse occurs in resdentia care settings rather than at home are also covered.

To summarise this approach to definition:—Elder abuse or maltreatment of an older
person is a term that can cover a variety of situations involving the victimization of an
older person. The situations include domestic violence, professional malpractice, fraud,
and abusive behaviour caused by caregiver stress. Elder abuse is best considered as a
particular manifestation of these situations, and not as a separate category of behaviour.
Situations of neglect and self-neglect involving elderly people are likely to raise similar
practice issues for health and welfare agencies, though not necessarily involving abuse
and victimization.
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3. Asking the Right Questions: A Checklist for Action

The checklist below is intended as a guide to the key ssues and questions which hedth and
community service workers will face when confronted with elder abuse. More detail will be found in
Part 2 (chapters 5-8).

Question 1. What isreally going on here?

The first mgor problem confronting services is working out whet is happening. This checklist will
help workers to categorise a given sStuation in a way which guides gppropriate action, and which
acknowledges complexity.

Type 1—Maltreatment or Neglect by a Caregiver (family, friend or neighbour)

Common dements—

. Older person is substantially dependent on perpetrator.

. The demands of caregiving may be unremitting.
. Caregiver cannot cope with the demands of caregiving.

. Impact can be physica or psychologica harm or neglect.

. Caregiver is often remorseful and shocked by hisher behaviour.
. Perpetrator often has no previous history of maltreatment.

. Harm may be intentiona or nortintentiond.

Type 2—Family Violence
Common dements—

. Victim and perpetrator are usudly spouses or parent/child.
. Dysfunctiond family relationship is often longstanding.

. Domedtic violence has been afesture of the family’slife.
. Impact is usudly physicd or psychologica harm.
. Victim is not necessarily dependent.

Type 3—Abuse by a Dependent Adult
Common dements—

. Perpetrator may be older person’s child, spouse or other dependent relative.
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. Perpetrator has disability or behavioura problem which explains continuing dependence on

older person.
. Impact of abuse may be physica, psychologica or financia harm or neglect.
. Older person feds responsible for perpetrator’ swelfare.
. Older person is not necessarily frail.

Type 4—Conflict in a Shared Household
Common eements—

. Older person has been sharing the household with adult relative (e.g. married children).
. Situation has become intolerable for one or both parties.

. Impact is psychologica or financia harm.
. Older person is not necessarily dependent.
. Older person or other party requires help to find aternative accommodation.

Type 5—Financial Exploitation

Common eements—

. The misuse of an older person’s possessons or money.

. Thresats or undue pressure on the older person to sdll the house, hand over assets, etc.
. Perpetrator may be ardative, friend, service provider, or paid carer.

. Victim may or may not be mentally competent.

. Victim may or may not be aware of the exploitation.

Type 6—Maltreatment by Staff in Residential Care

Common eements—

. Fallure to meet residentid care standards set by Commonwedlth or State legidation, lega
duty of care, or contractud conditions.

. Lack of clear guiddines and service standards available to staff.

. Lack of adequate and/or skilled gtaffing for the care demands of the service.

Type 7—Professional Malpractice

Common eements—

. Failure of a paid support service worker or professona to meet standards of care required
by legidation, funding agreements, professond codes or the legd duty of care.

. Breach of contractua agreement.

. Exploitation of the trust rdationship.
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Type 8—Self-neglect

Common eements—

. Older person is found to be living in conditions of squalor and/or ignoring persona hedth
and hygiene.

. Older person may refuse to acknowledge the neglect.

. Older person may be mentaly incompetent.

See Chapter 9 for more details.

Question 2.1s Thisan Emergency?

Mog stuations of elder abuse are not emergencies. A Stuation which involves imminent danger or
harm to the older person or someone else will need an immediate response in terms of':

. protection for the victim by police, gppropriate agency or family;
. medica trestment by appropriate hedth service;
. accommodation through appropriate agency.

If the victim is incompetent, an gpplication can be made to the Guardianship Board to appoint the
Public Advocate as temporary guardian (see Chapter 10).

Question 3.1s Access Being Refused?

If abuse is sugpected, but the worker cannot easily gain access to the older person, consider the
dternatives.

What are the best options for assessing the person?

. at home or dsawhere?
. done or with atrusted other?
. with an accredited interpreter?

Is police protection required for the victim or the worker?

. Section 459(A) Crimes Act gives police the right to enter private property for the purposes
of arresting someone who is believed on reasonable grounds to have committed a serious
indictable offence, or who is found committing such an offence. A ‘serious indictable
offence’ means an offence punishable on firg conviction with life or at leest five yearsjail.

. Section 27 Guardianship and Administration Board Act 1986 empowers the
Guardianship Board to make an order alowing a specified person (such as an aged-care
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worker) to vigt the person with a disgbility in the company of the police for the purposes of
preparing areport for the Board.

Section 10 Mental Health Act 1986 gives police powers of agpprehension of a person
requiring psychiatric trestment, in limited circumstances. The person must have recently
attempted suicide, or attempted to cause serious bodily harm to himsdf or to some other
person, or be likely to do so.

Question 4. Who Should be Consulted to Assess the Situation More
Thoroughly?

Others may need to be consulted to help build up an accurate picture of the older person’s needs,
the dimensions of the mdtreatment, the dleged perpetrator’s perspective and the degree of risk
involved. For example:

. Informal supports—family, friends, neighbours
. Other involved hedth and welfare agencies
. The alleged perpetrator.

Question 5. Doesthe Older Person Appear Mentally Incompetent?

Assessment of competence is important because the autonomy of a competent adult and his or her
right to refuse support must be respected.

Dementiais the most common form of incompetence in older people. Dementia can aso be a cause
of physica or verba abuse on the part of either the caregiver or the demented person or both. If the
older person’s competence is questionable, areferral could be made to the Aged Care Assessment
Team for aformal assessment.

If the older person refuses to be assessed, it may be appropriate to gpply to the Guardianship Board
for the gppointment of a guardian to consent to the assessment. Before taking such a step, it may be
aopropriate to ask the person’s family or friends to discuss the refusa with the person.

Question 6.1sthe Older Person Refusing Help?

If an older person is competent but refuses help, a worker can only support and advise about
options. The worker may need to develop strategies to try to break through the victim’s reluctance
or denia, which may be due to fedlings of fear, isolation or sdf blame,

If a competent older person ingsts on living in unhygienic squaor, the Situation could be tackled as a
public hedth risk under the Health Act 1958.

If an incompetent older person is at risk and refusing help (despite cregtive efforts at persuasion), it
may be necessary to gpply to the Guardianship Board for the gppointment of a guardian or an
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adminidtrator to consent to support services or some other intervention (for example, in a case of
f neglect).

Question 7.1s Case Management Necessary?

If acaseis complex and involves various services, it may be gppropriate to convene a case meseting
of workersin relevant agencies (with the permission of the older person). The meeting would:

develop a service plan
appoint a case manager.

The choice of a case manager will usudly depend on who has a mgor involvement and a trusted
relationship with the older person.

Question 8. What are the Appropriate I ntervention Options?
Option 1—Counselling and treatment programs

. to help the older person recognise the problem and accept support;

. to help the perpetrator change violent patterns of behaviour;

. to provide drug and alcohal treatment programs for the perpetrator.

Option 2—Education and support for caregivers

. advice on techniques of care giving
. use of community services
. immediate respite and support

Option 3—Increased support services

. home care

. nursng

. day care

. incontinence programs

Option 4—Alter native accommodation, either short termor long term
Option 5—Legal interventions

. Guardianship proceedings (re incompetence—refer to GAB);

. Enduring power of attorney (refer to alawyer);

. Intervention Order under the Crimes (Family Violence) Act (refer to police or magisirates
court);

. Police prosecution for a crimina wrong (for example, assault or theft);
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Complaint regarding professond malpractice (refer to the Medica Board, the Nurses
Board, the Hedth Services Commissioner, etc.);

Referrd to a specidist complaint agency (for example, Hedth Services Commissioner,
H& CS Resdentid Care Regulation and Compliance Unit, Commonwedth Department of
Human Services & Hedlth, Resdentia Care Rights Service;

Civil ection (for example, negligence—consult alegd service).



21

4.  Who Does What—A Quick Guide to the Agencies

This section gives aquick guide to the specidist or state-wide agencies which have digtinct roles and
powers relevant to elder abuse.

Police

When to refer: A matter involving the maltreatment or neglect of an older person should be referred
to the Police in these circumstances—

—If it gppears that a crime has been committed and the Police should investigate and
prosecute. Offences may include assaullt, theft, extortion, fraud and sexud offences.

—If protection is required for the victim, the worker investigating the case or any other
party.

—If the Police are being requested to apply to the Magidrates Court for an intervention
order under Section 7 of the Crimes (Family Violence) Act 1987. Section 7 authorises the
victim, the Police or any other person with the written permisson of the aggrieved family
member to apply for an intervention order.

—If Police assigtance is required to enable a worker to assess an older person for areport
to the Guardianship and Adminigtration Board. See section 27(1) Guardianship and
Administration Board Act 1986. Section 27(3) of the Act authorises Police to use
reasonable force to enter premises.

—If a person requiring psychiatric trestment needs to be detained under Section 10 of the
Mental Health Act 1986. For example, this might gpply if the perpetrator was suffering
from a chronic psychosis. (For further explanation, see question 3in Ch 3 above)

The Health Services Commissioner

When to refer: A matter involving the matrestment and neglect of an older person can be referred
to the Hedth Services Commissioner if it is a complaint about a ‘hedth service. A hedth sarvice
provider is defined in Victorian Health Services (Conciliation and Review) Act 1987 asincluding
a nursng home, hostel, supported resdentid service, hospital, doctor, nurse, etc. The complaint
must come from the aggrieved consumer or someone acting on their behalf.

Outcome: Once a complaint has been lodged, the Hedlth Services Commissioner will conciliate
between the complainant and the hedlth service or otherwise refer the matter to another agency. For
indance, matters involving resdentid care sarvices are routindy discussed with the relevant
departments of H& CS or DHS& H who have the power to impaose sanctions.
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Contact: Leve 30, 570 Bourke Street, Me bourne, 3000 Phone: 8601 5200 or 1800 136 066

Office of the Public Advocate

When to refer: A matter involving the matreatment and neglect of an older person can be referred
to the Office of the Public Advocate for investigation or advocacy if it involves a person who
appears to be incapable of making reasonable decisions (perhaps because of senility); the person
may or may not need a guardian or administrator.

Outcome: The Public Advocate will invedtigate the dtuaion and if necessary apply to the
Guardianship and Adminigtration Board to gppoint a member of the family or a friend or the Public
Advocate as the person’s guardian, or to gppoint a member of the family, a friend, solicitor,
accountant or trust company (such as the State Trustee) as the person’s administrator. The guardian
then becomes the person’s subgtitute decison maker for ‘lifestyle’ decisons and the administrator
becomes their financid representative.

Contact: Level 4, 436 Lonsdale Street, Melbourne, 3000 Phone: 9603 9500 or 1300 309 337
Guardianship and Administration Board

When to refer: A matter should be referred to the Guardianship and Adminisiration Board (GAB) if
it is necessary to protect the interests of an older person who is incapable of making reasonable
decisons and needs a guardian or administrator. A guardian makes decisons about ‘lifestyl€e
meatters, and an administrator makes decisions about money matters. Much of the work of the
Board is concerned with the financid affairs of clients. The Board can be seen as a mechanism for
protecting people, particularly older people, from financid exploitation.

Outcome: Any person concerned about the wellbeing of an incompetent older person can lodge a
GAB application. Interested parties will be notified about the hearing. The Board may make orders
for guardianship (Whether plenary or limited) or financia adminigtration.

Contact: 55 King Street, Melbourne, 3000 Phone: 9628 9911 or 1800 133 055
H& CS Residential Services Registration and Compliance Service

When to refer: A matter involving the matrestment or neglect of an older person should be referred
to the H&CS Reddentid Services Regidration and Compliance Service if it involves questions
about the standards of care in a ‘supported residentid service or SRS (formerly known as a
‘gpecid accommodation house').

Outcome: Once a complaint has been lodged, you can expect H& CSto carry out whatever kind of
investigation is necessary to detect and act upon abuses againg the rights of residents. If there are
breaches of the regulations or concerns relating to the standards of care, the available sanctions
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range from fines to deregigration.
Contact: The nearest Regiona Office of H& CS (listed in the White Pages)
The Commonwealth Department of Human Services and Health

When to refer: A matter involving the matreatment or neglect of an older person can be referred to
the DHS&H Complaints Unit if it involves a question about the stlandards of care in anursing home,
hostel or SRS which is subsidised by the Commonwedth (most SRSs are not subsidised).

Outcome Once acomplaint has been lodged, DHS& H can be expected to carry out whatever kind
of invedtigation is necessary to detect and act upon abuses againg the rights of resdents. The
complaints and their outcomes are registered againgt the outcome standards. Measures that can be
taken agang the home where there is ggnificant noncompliance include financid sanctions,
revocation of gpprova or imposition of extra conditions.

Contact: Standards and User Rights section, Human Services & Hedlth, ph 285 8838

The Residential Care Rights Service

When to refer: An abuse of a resdent’s rights in a nursing home or hostel can be referred to the
Reddentid Care Rights Service. The service is a non-government agency funded by the
Commonwedth. Its purpose is to provide people with support and advice on the rights of residents
in nursng homes and hogtds.

Outcome: The service will assess the complaint, and if necessary support the complainant in taking
up the matter with management and/or the Department. The service dso helps set up resdents
committees in nurdng homes and hostels.

Contact: Suite 4B/C, 4th floor, 343 Little Callins St, Melbourne. Tel 602 3066.
Agencies Relevant to Domestic Violence

When to refer: If the matreatment of an older person seems to be best understood as a case of
domestic violence, you can contact the loca Community Policing Squad, the Registrar (Clerk of
Courts) at a Magistrates Court or the Domestic Violence and Incest Resource Centre (DVIRC).
Advice can dso be obtained from Community Lega Centres, the Women's Health Services and the
Women's Information and Referral Exchange (WIRE).

Outcome: The regisrar a a Magistrates Court will advise on the procedure for obtaining an
intervention order under the Crimes (Family Violence) Act. The Domestic Violence Resource
Centre can provide advice about available procedures and support services, the police and legal
interventions.
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Contact: Magistrates Courts (listed in White Pages under Justice Department)
. DVIRC, 139 Sydney Rd Brunswick Tel 387 9155
. Community Legd Centres Td 419 2752

. WIRE Tel 654 6844
Aged Care Assessment Teams (ACATYS)

When to refer: The role of ACATs is to assess the physica, medicd, socid and psychologica
needs of the frail aged, and to help them gain access to gppropriate services. Referrd would be
goppropriate when maltreatment or neglect of a frail aged person a home is suspected, particularly
when the Situation appears to be due to caregiver stress, or to salf-neglect by an ederly person living
aone.

Outcome: ACATSs have good connections with community care and resdentia care providers. The
multidisciplinary teams are often well placed to identify Stuations of abuse or neglect, and to take
gopropriate action, such as making referrals to home- care services or to the Guardianship Board, or
convening a case conference.

Contact: ACATs operate regiondly and are listed in the ‘Age Page a the front of the White
Pages.

Psychogeriatric Assessment and Treatment Services (PGATYS)

When to refer: PGATswill do aninitial assessment of any ederly person who may need psychiatric
sarvices, induding services for the management of dementia. Hence referrd to a PGAT may be
appropriate when a Situation of abuse or neglect appears to be caused by the mentd illness or
dementia of an elderly person, whether that personisthe ‘victim’ or the ‘ perpetrator’ of the abuse.

Outcome: PGATs will assess the person and will provide treatment and case management if
necessty. The multi-disciplinary teams should also be able to provide education for family
caregivers and consultation and advice to other agencies.

Contact: Contact viathe Psychiatric Services Manager in each H& CS regiona office.

L ocal Home-car e Services (HACC)

When to refer: Referra is appropriate when it is believed that a frail aged person or a family
caregiver would benefit from support by loca home-care services (eg. when lack of support is
believed to be a cause of neglect or mistrestment).

Outcome: Mogt municipalities can carry out a professiona assessment of an ederly person’s home
gtuation to determine whether the person would benefit from available support services. If the
person is aready receiving services, home-care staff can be expected to monitor and report to their
supervisor on the person’s genera well-being.
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Contact: Councils are listed aphabeticdly in the White Pages.
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PART Il

Framework for Agency Procedures

Professond gaff in hedth and community services will naturdly build on their exising generic
practice guiddines to develop specific procedures for responding to Stuations involving maltrestment
and neglect of older people. As an ad, the next four chapters offer the following operationd
framework:

Chapter 5-Establishing Protocols as the Basis for Co-operative Action.
Chapter 6—Recognising a Problem

Chapter 7—Assessing the Stuation

Chapter 8—Planning the Intervention

5. Esablisning Protocols as the Basis for Co-operative
Action

All agencies delivering services to older people should develop protocols, policies and procedures
on the issue of matreatment and neglect. This introduction can be used as a guide to the main issues
involved in drawing up inter-agency protocols.

The Purpose of Protocols

Workers equipped with practical, action-based protocols will find it Smpler to ded with complex
inter-agency relaionships.

Because various agencies may be involved with an older person who is the victim of maltrestment or
neglect, inter-agency protocols can clarify the key points of contact between agencies. A protocol

helps workers in different fields to know what is expected of them, when it is gppropriate to refer a
matter to another agency, and what sort of help they can expect to receive. It is designed to avoid
conflict and confuson when the responshilities of two agencies overlap. A protocol can aso

minimise stuations in which no agency isindined to accept respongbility.

Protocols redly should be drawn up by the key staff in the agencies concerned; this will ensure
‘ownership’ of the protocols and hence commitment to the process they spell out. Thus a protocol

cannot successfully be drawn up by athird party with no direct involvement.

The following materid is offered as a suggestion of the topics that should be covered.

1 Role Definition by Key Agencies
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Each key agency should define its role in rdation to mdtreatment and neglect of older people,
including digibility criteria such as geographica boundaries and client group.

2. Agreed Working Principles
Agenciesin the network should develop a set of agreed working principles. These might include:
. use of acommon definition of maltrestment and neglect of older people (see Ch. 2);

. agreement that member agencies will develop their own internd policies, usng an agreed
framework for assessment, intervention and case management;

. recognition of the right of a competent older person to refuse intervention

3. Emergencies

The protocol should clarify the process for responding to emergency cases. The generd principle
might be that the first notified agency assesses the need for an emergency response, using agreed
criteria. An emergency could be defined as a case that seems to involve the immediate threat of

physical harm. (Most cases of abuse will not be emergencies.)

In dedling with emergencies, three areas of action will warrant consderation:

. protection for the victim, for example, referrd to police;
. medical treatment, for example, referrd to local doctor or hospital casudty;
. emergency accommodetion, for example, referra to supported housing services in the

region, or overnight admisson to a hospitd.
4, I nformation Exchange and Confidentiality
There should be an agreement onthe matter of disclosing information to other agencies.

Agencies often fear that disclosng information will leave them open to an action for defamation or
breach of confidentidity. Each agency should darify how the laws of defamation and confidentiaity
actudly affect the agency and fit in with good work practices in the agency’s dedlings with others.
For example, it is unlikely that an action for defamation would succeed if a Satement of opinion is
made in good faith by a worker in the course of duty and is not disclosed to anyone not involved in
the case.

Matters to be consdered include:

. What are the legidative, legd and ethical redrictions on disclosure of information? (for
example, s.141 Health Services Act 1988 and s.135A National Health Act appear to
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prohibit hedth workers from sharing dient information without permisson unless an
exception applies)

. Under what circumstances will an agency alow another agency access to its records? (for
example, only certain people may be given acopy of a police record)

. On what conditions will an agency provide a written report to another network agency?
What will beinduded init?

. Will an agency rdease information needed in alegd tribund of some sort or will disclosure
only be made in response to a subpoena?

5. Reporting and Case M anagement
A grong case management framework is often essential to ensure that services work effectively for

older people who have been mdtreated or neglected. The protocol will need to establish an effective
case management mechanism which addresses the following issues.

. criteriafor case management

. choice and gppointment of a case manager
. older people ‘at risk’

. agreed role of the case manager

. responsibilities of other service providers.
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6. Proceduresfor Recognising a Problem

Workers need to be pro-active in confirming or disconfirming suspected Stuations of matrestment
and neglect, given the tendency of some victimsto deny or minimise the problem as a result of
embarrassment, an exaggerated sense of responghility, fear of retaiation or isolation.

| dentifying Risk Factors

Further research on maltreatment and neglect of older people is needed to uncover actual causes.
Nevertheless, some mgor risk factors have been identified; these can inform workers which older
people are potentidly at a high risk of mistreatment. Assessment of the following mgor risk factors
can be a useful screening process.

. Dependency: Research does not support the belief that the dependence of afrall ederly
person on family caregiversisitsaf a cause of abuse. On the other hand, research has
shown that an abusing relative is more likely to be materidly dependent on the ederly victim
than non-abusing rdativesin a control group (Pillemer and Finkelhor, 1989).

. Stressin the Caregiving Relationship: Caring for afrail and dependent older person can
be extremdy stressful. The carer may have adopted the role through a sense of duty or
pressure from other relatives. Whatever their motives, most carers are likely to experience
moods of resentment, frustration or anger. These negative moods are likely to be
reciprocated by the dependent person; very few people enjoy being dependent on others
for daily living. Research suggests that caring for a dementia sufferer ismogt likely to
lead to the kind of stressthat resultsin abuse, if adequate support is lacking (Grafstrom,
1993).

. Family Violence: Some families have ahigtory of family violence and conflict. Spouse
abuse or domestic violence may be ongoing as the couple grows older. Smilarly, a child
who was abused physicaly, sexudly or psychologicaly may now be the primary carer and
repeat the cycle of abuse to a dependent parent.

. Psychopathology in the Abuser: There are two typica stuations here. In one, the abuser
is dependent on the elderly person for materia support, and has a background of menta
hedlth problems, including alcoholism. In the other Situation, the abuser not only has these
persond problems but has caregiving responsibilities.

. | solation: If the older person and the carer are socialy isolated, lacking supportive contacts
and socia networks, there may be an increased risk of abuse and neglect.

. Difficulties Accepting Care: In some Stuations the elderly dependent person may abuse
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the caregiver. This may occur due to difficulty in accepting their reliance on another person;
psychiaric illness or dementiamay result in aggression or aloss of ingght.

Any combination of these factors may indicate aneed for extra support and services to reduce the
risk.

Shared Definitions of Abuse

Acceptance of acommon definition of what congtitutes matrestment and neglect of an older person
will assst agencies to recognise such Stuations, develop consstent responses and gather consistent
data

The following definition is proposed:

Elder abuse or maltreatment of an older person is a term that can cover a variety of
situations involving the victimization of an older person. The situations include domestic
violence, professional malpractice, fraud, and abusive behaviour caused by caregiver stress.
Elder abuse is best considered as a particular manifestation of these situations, and not asa
separ ate category of behaviour. Stuations of neglect and self-neglect involving elderly people
arelikely to raise similar practice issues for health and welfare agencies, though not
necessarily involving abuse and victimization.

Requirementsfor Notification

By whom?—Agencies need to develop clear guidelines regarding the obligation on direct care
workers to report matreatment and neglect.

. Contractual obligations on workers need to be clearly stated. Such procedures may
be based on legd issues relating to duty of care and confidentidity.

. Guiddinesfor responding to anonymous referras may aso be provided in agency
procedures.

To whom?—Agency procedures need to clearly identify whose respongibility it iswithin an agency
to receive reports, assess and intervene. Procedures for recording the notification of the complaint
also need to be developed.
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7. Assessing the Situation

Once the dleged matreatment or neglect is notified, the appropriate agency worker needsto
respond by carrying out an assessment within specified timelines. The worker will need to assessthe
following factors. access barriers, whether an emergency responseis required, the older victim's
needs and response, the dimensions of the maltreatment or neglect, the aleged perpetrator’s
perspective, and the degree of risk involved. These factors are trested in turn below.

Managing Barriersto Assessment

The degree to which a thorough assessment can be made depends on the worker’ s access to the
parties. The victim may deny the existence of abuse completely, or be intimidated by a perpetrator
who screens dl phone cdls, visitors and mail. Hence the worker must assess the barriers to access
and congder the best entry optionsto the older person. For example:

. a home or e sewhere?

. aone or with atrusted other?
. interpreter needed?

. police protection required?

The police have certain rights of entry, for example:

. Police can gain entry uninvited if they form an honest and reasonable belief that a serious
crime has occurred or is occurring. Section 459(A) of the Crimes Act gives police aright to
enter private property when a serious crimeis believed to have been committed. However,
it is doubtful whether police have power to remain on premises againgt the wishes of an
elderly person merely to assess the Stuation, if it gppears that the matreatment fals short of
an indictable offence or a breach of the peace.

. Section 27 of the Guardianship & Administration Board Act alows policeto give
assitance to enable aworker to assess a person for a GAB report. Police can use
reasonable force to enter premises.

. Section 10 of the Mental Health Act gives the police power to apprehend a person
requiring psychiatric trestment, under certain defined circumstances.

Workers should refer to the Victoria Police to clarify questions of right of entry.
If an dderly personisin residential care (including a private Supported Residentid Service) the

Community Visitors have certain rights of entry. So adso do the Hedlth Services Commissioner and
State and Commonweslth officers monitoring residential standards. See Chapter 10.
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Proceduresfor Emergency Responses

If on recaipt of notification the worker assesses that the victim isin imminent danger of harm or
degth, it may be necessary to arrange emergency police protection, medical treatment and/or
aternative accommodeation. Police involvement may be required for the safety of the worker aswdll
asthevictim.

The worker should consider whether an emergency application to the Guardianship and
Adminigration Board is necessary for the gppointment of the Public Advocate as temporary
guardian or the State Trustee as temporary administrator to protect an incompetent older person or
their property and assets.

Defining Factor sto be Assessed

The assessment of the ederly person should cover the following factors: hedth, socid supports,
mental competence, and the victim'’ s attitude to the abuse.

. Health—The hedth and functiona status of the victim should be carefully assessed because
the degree of independent functioning and care needs will influence case planning. For example,
what sdif-care tasks can be performed? What role and relationship activities can the older person
mantan?

. Supports—Attitudes and avallability of supportive relatives, friends and neighbours are
important because they often determine the extent to which outside support is needed. Co-
ordination of informa and formal service networks is important. Outsde community support services
include counselling, home care, supported accommodation, etc. Needs and digibility for these
sarvices should be assessed. (Seethe list of agenciesin Chapter 10.)

It isimportant to assess an older person’s srengths (including skills, will, attitudes) which can be
built on to offsat problems.

. Competence—The competence of the older person to understand the consequences of
remaning in an abudve Stuation and his or her capacity for sdf- protection must also be assessed.
Referrals to the Aged Care Assessment Team for aforma assessment of competence can be made

if necessary.

‘Incompetence here means that, due to some kind of mentd impairment, the person is unable to
make reasonable decisons. Dementiais the most common cause of incompetence among ederly

people.

It isimportant to assess the older person’ s adaptive behaviour and perception of risksinvolved. Itis
best not to ask leading questions, but to ask the person to relate in their own words how they would
respond to a particular Stuation involving risk.
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. Victim' s response to maltreatment and to proposed intervention—Assessment of a
competent older person’s response to matreatment isimportant as it influences possible
interventions.

If an older person is competent but has low sdlf-esteem, is salf-blaming, isolated and denies
matreatment, intervention may be refused. Intervention options are then limited to trying to keep in
touch to support the victim to provide information about options.

Once an older victim recognises the problem and is prepared to accept intervention, aworker can
help the person rebuild alife without matrestmen.

If an older person is incompetent, an application to the Guardianship and Administration Board for
gppointment of a guardian and/or administrator to make lifestyle or financiad decisons on their behaf
may be necessary. The Board needs to be satisfied that the older person is unable to make
reasonable decisons due to a disability, and that a problem exists which can only be solved by the
appointment of an dternative legd decison maker.

Assessing the Dimensions of Abuse and Neglect

As part of the assessment, aworker should determine the different manifestations of maltrestment or
neglect (physcd, psychologicd, financid and neglect), and the frequency and severity. Thismay
involve sengtively questioning the older person, family and friends (with the victim's permission) to
ascertain what Sgns or symptoms of matreatment have been observed, how often and how severe
they have been.

Under standing the M anifestations of Abuse

Physical harm can be due to hitting, punching, shaking, dapping, sexua assault, use of a wegpon,
not feeding properly, not attending to persona hygiene or not providing necessary medication or
shelter.

Possible indicators—Unexplained bruises, fractures, burns, lacerations. Unattended injuries,
sunken eyes, pdlor, manutrition, poor hygiene, hypothermia, gppearance of being over-medicated,
absence of aids, ulcers.

Emotional harm can be due to threatening remarks or insults, harsh commands, isolation from socid
contact or having one' s concerns and demands ignored.

Possible indicators—Insomnia, change in gppetite, unexplained weight change, unexplained
paranoia, tearfulness, excessve fears, agitation, low sdf esteem.

Financial harm can be due to threatening an older person into handing over assets, abusing or
neglecting alegd responghility to manage finances, Seding possessons and cash.
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Possible indicators—Unexplained inability to pay bills, unexplained withdrawas from bank
accounts, disparity between poor living conditions and known assets, transfer of assets when
competency is questionable.

Neglect isafailure to provide an adequate degree of care and can be sdif inflicted (sdf neglect).

Possible indicator s—Inadequate nutrition, accommodation, clothing, medica care, dentd care.
Poor persond hygiene, exposure to unsafe, unhedthy, unsanitary conditions, acohol/drug abuse.

Defining and under standing the Context

Categorisation of a particular Stuation into one or other of the contextud ‘typica Stuations
described in Chapter 3 will provide a useful guide to intervention options. The categories are not
mutualy exdusve.

Reviewing any I ntervention history

A worker should assess what interventions have been made in the past, and if they were
unsuccessful, why? This may involve contacting agencies which have been involved in the past (with
the victin's permisson).

Assessing the Per petrator’s Per spective

Assessing the needs and perspectives of the aleged perpetrator isimportant because addressing his
or her problems will usudly dleviae the older victim's suffering as well. The following factors may
be relevant to guide intervention plans:

. Motivation—e.g. caregiving siress, greed, sense of powerlessness, inability to tolerate
frustration, drug or acohol dependence, psychiatric illness.

. Behaviour—Indicators of a possible perpetrator can include refusa of accessto the elderly
person, aggression, blaming others, acohol/drug abuse, stress or fatigue.

. Record of past intervention—What has hel ped and what has not helped? Isthere acrimina
record, or current support for problems?

. Perpetrator’ s response—Does the dleged perpetrator acknowledge or deny the behaviour?
Isthe aleged perpetrator willing to accept help or not? What does the aleged perpetrator
blame for the problem (eg. adcohal, loss of job, family stress)?

. Physicd and mental status of the aleged perpetrator—observations of family and friends
may be useful.
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. Risk of helping the dleged perpetrator—is there a safety issue for workers?

. Avallability of resources (money, friends, services) to assist the aleged perpetrator.
Involving Other Agencies

Comprehensve assessment involves gaining the perspective of other support workers involved with
the Stuation (with the permission of the older victim). Issues of confidentidity may ariseif permisson
is refused.

Degree of Risk

Assessment of risk often requires workersto carefully balance the autonomy of the older person and
their perception of risk with the anxiety of relatives and professonds regarding risksin the
environment and risks to others.

Assessment of risk is particularly complex in cases involving saf neglect or neglect by acarer.
Intervention may result in the loss of an (imperfect) support system, and result in an unwanted move
into residentia care. Workers will benefit from guiddines which provide a clear conceptudisation of
the concept of risk and aframework for assessment.

Factorsto be conddered may include the following (adapted from Gliddon & Finch, 1991):

Risks to physical health of the older person dueto possible:

. fdlsor injury
. unstable hedlth problems, e.g hypertension

. poor adherence to treatment program

. poor memory (due to dementia) which causes wandering, risks related to using heeting and
electrica gppliances or domestic chaos (e.g. piles of rubbish, newspapers, etc.)

. migtakes in administering medication

. Sexud assault

. inadequate nutrition

. unsafe physica environment (unsafe housing, domestic chaos, €tc.)

Risks to psychological and social well being due to possible;

. socid isolation

. verba abuse

. lack of stimulation or motivation
. lack of vaued role

. loss of independence

. financid exploitation.
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Care-giving risk factors

Risks to the older person’swell-being caused by the care-giver’ s Stuation, such as:

. excessive physical burden of care

. demanding mental state of older person
. incontinence which causes carer stress
. 24-hour care without respite

. poor hedlth of carer

. low emotiond tolerance of carer

. carer’s other respongbilities.

Probability and Seriousness of the Outcome

Assessment of the acceptability of any risk involves assessing both the probability of the risk and the
consequence of the feared outcome in terms of the person’s qudity of life or suffering. For instance,
arisk of high probability but low consequence may be regarded as tolerable. In other words, some
outcomes may be conddered worth the attendant risks. On the other hand, risks of high probability
and high negative consequence and suffering may be considered unacceptable. (See Brearley,
1982.)

Older Person’s Perception of Risk

Anindividud’sworld view will affect hisor her perception of risk and acceptable suffering. This
view reflects vaues which the person has developed over alifetime and it can be useful for aworker
to gan ingght into a person’s past lifestyle and values. For example, in a case of sdf-neglect, it may
be possible to identify a criss which has dramaticaly affected the person’s lifestyle and precipitated
sdf neglect, or which has caused aloss of role that has never been resolved.

Difficult safety judgements often involve baancing competing options and interests.

It isimportant to acknowledge that an older person may not consider the ‘ safest option’ to dways
be the best option. If *being safe’ means giving up salf determination and the right to choose, then it
may not be acceptable. On the other hand, an older person’s decision to take risks should be made
with some consderation of the wishes of significant others. A support worker may need to engage
the older person and interested partiesin difficult decisions about risk by encouraging interaction
focused on developing and maintaining the skills and abilities of the older person. (See Neugeboren,
1991 for adiscusson of the saf-neglectful client.)

Solution of the problem of sdf neglect can rdy on co-ordination of an older person’s forma and
informal support networks.
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8. Planning the Intervention

Intervention strategies should aim to minimise matrestment or neglect and help the victim rebuild a
life without maltreatment.

Intervention can include counsdlling and trestment programs to change problem behaviours,
education on care giving and rights, increased daily living support services, respite or dterndive
accommodation and legal action.

Counselling and treatment programs

. To help older person develop safety and coping Strategies

. To provide saf help support group for older person

. To help older person recognise problem and seek lifestyle without maltrestment
. To help perpetrator change violent patterns of behaviour

. Drug and alcohol trestment program for perpetrator

. Caregiver support—individua or group therapy

Education

. Educetion on caregiving

. Education on effects of maltrestment and neglect

. Education to teach dterndive to violent behaviour

. Information about community resources for older person and alleged perpetrator
Increased support services

. Respite care—occasiond or regular

. Home care, nursing

. Meds on wheds

. I ncontinence programs

. Day Centre

Respite or alternative accommodation

. Alternative living arrangements to separate older person and perpetrator. EQ. supported
accommodation, flat, etc.

. Respite care for older person

Legal intervention
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. Power of Attorney
. GAB proceedings

. Intervention Order—Crimes Family Violence Act 1987 to limit physical or verba
maltreatment

. Police prosecution for criminal wrong

. Court mandated trestment program

. Complaint re professona mapractice

. Civil action—negligence, breach of contract, etc.

Victim’sreluctance to accept intervention

If an older person is competent but refuses help, aworker can only support and advise about
options. The worker can advise the person how to deal with emergencies. Strategies can then be
developed to help bresk through the victim's denid of matreatment and fedings such asfear,
isolation, guilt and sef-blame. Individua counsdling or joint support groups can help victims redise
they are not to blame and do not have to tolerate matreatment. (See Breckman & Ademan, 1988.)

In acase of self-neglect in which acompetent older person ingsts on living in unhygienic squaor, the
gtuation could be tackled as a public hedlth risk under the Health Act 1958.

If an incompetent older person isa risk and refusing help (despite creative efforts a persuasion), it
may be necessary to gpply to the Guardianship Board for the appointment of aguardian or an
adminigtrator to consent to support services or some other intervention (eg. in acase of salf neglect).

When the older person is prepared to accept intervention, Strategies need to be planned to try to
address the underlying causes.

Criteriafor Case Management

Not every case of abuse will require case management; a competent older victim could be quite
capable of being their own case manager.

The policy could be to provide case management if the Stuation involves:

. crigsintervention

. ahighly dependent older person who requires two or more support services

. an older person whose hedlth (physical or psychologicdl) or socid skills are unstable
. an older person with multiple problems which require additiona support services.

Choice of a Case Manager

The agreed process might be that the agency worker who receives areferral and assesses a Stuation
of concernwill cal acase conference to plan and co-ordinate possible interventions and appoint a

case manager if necessary.
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Severd agencies which are prepared to manage complex situation may be identified. The choice
would then depend on which agency worker has atrusted relationship with the partiesinvolved. For
instance, in some areas case management is offered by the locd government home-care sexvice, the
Aged Care Assessment Team, a Linkages Project, the community hedlth centre or the digtrict
nurang service. In other localities, case management may adways be provided by the one agency.

Key agencies may decide to establish aweekly or monthly case conference. The meeting would
provide aregular forum for service providers to gppoint a case manager to sdected dlients. The
meeting may be attended by representatives from the identified case management agencies within the
network; other service providers would be invited to raise concerns and contribute to case
discusson when relevant.

Agreed role of the Case M anager
A possiblerole for the case manager would be:

. to be respongble for informing and gaining agreement from the older person, the family or
carer asto therole of the case manager;

. to be responsible for contacting the older person’s doctor, etc. with permisson;

. to ensure that the needs of the older person, family and caregivers are monitored and that
appropriate services are provided;

. to ensure that the Stuation and its outcomes are monitored,

. to liaise with any appointed case monitor and act on any concerns raised;

. to negotiate with agencies regarding needed services or any other problems;

. to act on grievances,

. to report to a case conference meeting, where gppropriate, and recommend discontinuing
case managemen.

Responsibilities of Other Agencies

Agencies providing services may need to clarify ther role in relation to case management and
monitoring. This may involve sarvice providers.

. informing the case manager of changesin their service provison role;

. informing the case manager of concerns re the older person’s Stuation, and requesting a
case management mesting if needed; or

. participating in meetings convened by the case manager

Case Management Procedures

Rdevant inter-agency protocols need to be followed. The case meeting might dso involve people
who form the older person’sinforma support network (such as family, friend or neighbour) asit is
important to co-ordinate both forma and informa service networks.
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A sarvice plan is a useful way to document the needs of the older person, planned intervention
drategies, timelines and worker/agency responsbility. Documented service plans can increase
accountability in terms of what is to be done and who is responsible. Case records need to be kept
carefully in case they are required in subsequent legd actions.

The case manager has overdl responghility for ensuring the service plan isimplemented and
reviewed.

Support for Secondary Victims

Sometimes helping the victim of ause will require responding to the calls made by neighbours,
friends or relatives (secondary victims) who are affected by the maltreatment and aso need support.
Guiddinesfor helping secondary victims could be:

. informing secondary victims of emergency procedures

. providing information about investigations and encouraging continued non-judgmentd
support of the older person, especidly if intervention is refused

. providing information about supports for the secondary victim aswell as the older person,
€g. counsdling.
Monitoring

Monitoring through ongoing contact with the older person and service providers helps ensure that
the intervention and support services arranged are in fact minimising the maltreatment or neglect.
Review of the service plan at regular intervals (through case mesetings if necessary) can be an
important monitoring device.

Some agencies may wish to develop aregister of older people considered to be ‘et risk’ of
maltrestment and neglect so concerns about their well being can be monitored a regular intra-
agency or inter-agency mestings (see Sadler, 1993 for a discussion about the limited success of one
such attempt). If necessary, a case conference of relevant workers can be convened to discuss
specific concerns about an older person. Confidentiaity issues need to be addressed through well
developed guiddines.

Closure or finalisation of acase will of course be planned with the older person when the problem of
maltreatment or neglect appears resolved. The older person needs to be made aware of hisor her
right to recontact a case manager at alater date if necessary.

In other cases, the abusive incidents will be only an episode in a continuing case (for example, acase
of dementia). Here the decision when to close the case will not be determined by the outcome of the
abusive episode itsdlf but by the overadl course of the case.



eaguide.201

41



42

Part |11
Resource Papers

Chapter 9—Case Studies

Type 1—Madtreatment or Neglect by a Caregiver

Type 2—Domedtic Violence/Destructive Family Relationship
Type 3A—Abuse by a Dependent Adult

Type 3B—Abuse by a Dementia Sufferer

Type 4—Conflict in a Shared Household

Type 5—Financid Exploitation

Type 6—Matrestment or Neglect by Staff in Residentid Care
Type 7—Professona Malpractice, or Abuse by a Paid Caregiver
Type 8—Sdf-neglect

Chapter 10—Functions of Specialist Agencies

The Guardianship and Adminigtration Board

The Office of the Public Advocate

The Hedth Services Commissioner

The Commonwedth Department of Human Services and Hedth
The Victorian Department of Hedlth & Community Services
The Victoria Police

Domedtic Violence—forms of intervention

Home and Community Care services

Aged Care Assessment Teams

References

Pege

50
51
51
53

56
57
57

58
60
63
65
68
71
74
77
79

8l



43

9. Case Studies—Situations of Abuse and Neglect

The case studies below were culled from both the American and the Audrdian literature. A list of
references will be found a the end of the document. The case sudies are arranged in eight
categoriesto illustrate the ‘typica Stuations described in Chapter 2.

Type 1—Maltreatment or Neglect by a Caregiver

Thisis commonly assumed to be the most typicad Stuation of abuse. Actudly, the research literature
does not support this assumption. Nevertheless, such stuations certainly occur and are important to
resolve. One type of Situation can be attributed to ‘ caregiver stress':

There is a smdl minority of caregivers who deliberately mistreat because they cannot cope
with the demands of caregiving. The likelihood of their mistreating is not necessarily linked to
the amount of care they provide .... They tend to be people without a previous history of
matrestment and they are usudly remorseful and shocked by their own behaviour: the
daughter respongble for the 24-hour care of her father with Alzheimer’ swho threw adish a
him after his afternoon feeding took two hours, or the wife of a man with a recent leg
amputation who screams a him mercilesdy to move fager while heping him to the
bathroom. (Breckman and Adelman p.60)

A 79 year old woman suffering from heart disease, Parkinsons Disease and dementia was
abused by her 60 year old daughter who, despite support from aloca day hospital, visting
nurse and respite care, became extremely agitated and frustrated by the demands of caring
for her mother. The vigting nurse observed dapping and rough handling of the mother with
resultant bruising. A Guardian was gppointed until a nursang home placement could be made.
(No Innocent Bystanders p.32)

A 76 year old man, frail and suffering dight confusion, was abused by his 70 year old wife
and family. His wife and children wanted him to go to a psychiatric ingtitution because they
refused to care for him. His wife continualy force-fed him and over-sedated him, frequently
bruisng him badly. She findly force-fed him with tranquillisers and had him admitted to a
regiond psycho-geriatric hospital as a demented person. (No Innocent Bystanders p.32)

Thereisdso neglect by acaregiver, which may be due either to malevolence or to incompetence:

An 89 year old woman, frail, demented and with a severe prolapse, was cared for by her 40
year old son who had a mild intellectud disability. A Guardian was appointed and the
woman was admitted to a nursng home owing to the ingppropriate care provided a home
and the inability of the son to recognise his own limitations. (No Innocent Bystanders p.34)
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A 57 year old womean, very frail and suffering from manic depression, lived with her 60 year
old husband, who was physicaly and mentally competent but avoided any responsbility for
care, leaving her incontinent in bed, done for many hours and generdly refusng to
acknowledge her increasingly debilitated condition [After intervention] a community nurse
aranged daily home help, Meds-on-Whedls, and persond care for bathing and dressing.
While the stuation improved for the woman, she gtill required more help with hygiene during
the day and night. (No Innocent Bystanders p.34)

In the typicd cases that fdl into this category, the elderly person will be substantidly dependent on
the person respongble for the mdtreatment or neglect. Therefore the typicd interventions will
involve ether providing extra support for the caregiver, or finding dternative caregivers.

Note that two of the cases described above could equaly have been considered as faling within the
category of domestic violence/destructive family.

Type 2—Domestic Violence/Destructive Family Relationship

If the victim and perpetrator are spouses, and the victim is dependent, the difference between this
gtuation and the category of abuse by a caregiver may be a matter of interpretation. However, the
assessment is likely be sgnificant in terms of the gppropriate type of intervention, and its efficacy.
The typicd ‘spouse abuse dtuation is likely to be of long standing, and difficult or impossible to
reolve satisfactorily. The ‘presenting problem’ of matrestment will be attributable to this
dysfunctiond reationship, rather than being smply aresponse to the stresses of caregiving:

Mr Washington, age 74, was hospitdized for an infected leg ulcer. ... Mrs Washington
stated [to the doctor] that she frankly didn’t want to talk about her husband and that she
didn’t want him to come home. ... She went on to say that she had thought about divorcing
her husband for mogt of their married life, and that she had suffered alat. ... ‘ After five years
of getting him through two surgeries and nurang him a home and catering to his every wish
and whim, I’ ve got to start paying attention to my own health and peace of mind'. ... To the
sociad worker, Mr Washington screamed, ‘Doesn’'t she know | coud lose my leg? Does't
she care? ... She dapped me around before but now that I'm better, she's going to find out
who's boss . (Breckman and Adelman p.101)

Type 3A—Abuse by a Dependent Adult

Typicaly the abuser is the dderly person’s son or daughter, and has some form of disability which
explainsther continuing dependence.

Mr and Mrs O'Rellly, 84, suffered violence and threets a the hands of their son Gerdd,
aged 50. Gerdd had been schizophrenic since his teens. He had lived with his parents most
of his life. Mrs O'Rellly described how there had been ‘a series of attacks by Gerad
agang his father over thirty years. ‘In later years he'd break up furniture ... He loved
breaking up glass. Picks up the nearest thing, you know, throwsiit.” The parentstold of how
‘cranky’ Gerdd was in the mornings, and how they could not go into the kitchen if hewasin
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a bad mood. Over recent years he had begun to be violent towards his mother as well. The
family had been known to the regiona aged care service for many years. Help with house
cleaning was arranged through HACC services. Recent interventions included referrd to the
loca police and the mental hedth emergency team. The father wanted Gerdd removed from
the house but the mother would not countenance this. Subsequently Gerald was arrested for
assaulting his father and the police, and was prevented from returning to his parents house
by his bail conditions. However, his parents let him return a few months later, as well as
paying hisfine. (Sadler 1993)

The daughter of [an older woman] moved in with her, and has never contributed in any way
to her mother’s support. ‘I support her. She has epilepsy and is on disability. She's
supposed to give me $50 a month but never does. She even stole a $25 gift certificate |
won. We haven't gotten aong ever. It's only nice when she'snot here.” (Fillemer p.154).

These cases, in which the perpetrator is dependent on the victim, comprised a two-thirds mgority of
al physicd abuse cases in one American study (Pillemer 1985). The victim may or may not befrall,
but is obvioudy vulnerable because of their close proximity to the perpetrator. One factor which
may complicate any intervention is the elderly person’s sense of having a continuing respongbility for
the wdfare of the abuser. Outsde agencies, such as psychiatric services, may conscioudy or
unconscioudy share this assumption that a parent, even if growing old, is responsible for supporting
a child with a disability. Appropriate intervention may need  concentrate on finding dternative
supports, including accommodation, for the abuser. Protocols may need to ensure that specidist
agencies accept more respongbility for the supervison of their abusive client.

Type 3B—Abuse by a Dementia Sufferer

Typicdly, one member of an ddely couple is suffering from dementia, and behaves abusvey
towards the caregiving spouse:

Violence is emerging as a dgnificant dinicd chdlenge in families living with a rdaive
diagnosed with Alzheimer’s disease or a rdated dementia. ... EStimates are that 57-67 per
cent of dementia patients manifet some form of aggressve behaviour, that is, verba
outburgts, physical threats, and/or violence. (Pavezaet al. p.493)

‘Well, she'd bang on the door at 2 am and accuse us of things. She accused me of killing
her brother and waged war with both her fists. First she dapped me ... and then she waded
inwith her fists” The caregiver [daughter] expressed more concern about the disruption and
inconvenience the aggresson caused the family, rather than a concern about her own safety.
(Cahill and Shapiro 1993 p.12)

Aggressive encounters in maefemale reationships, where males were physcaly stronger,
intimidated caregivers. Fourteen ederly spouses [in a sample of 24 spouses and 15 non+
spouses of dementia sufferers| claimed that these aggressive incidents redly frightened them:
‘A couple of times he tried to hit me. Once he did get me. | think once he did get the kitchen
knife but | sort of got it from him. ... Well, when he threatened to kill me that was very
frightening because, you know, he wasn't a big man but he's got a terrible lot of strength.’
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(Cahill and Shapiro 1993 p.13)

The aggressive behaviour may or may not be one-sided:

[Violence] has been conceptudized differently in patients and caregivers, with a focus on
aggressve symptoms in dementia patients and abusve and neglectful behaviours in
caegivers. ... Our findings suggest that severe violence expressed towards a family
caregiver is not rare. Given thisintendty of patient aggression, it is understandable that some
violent caregivers describe a mutudly violent relaionship with the patient. ... Although
abusive behaviour by the dependent aged person cannot judtify the response of the
caregiver, the development of primary prevention strategies requires a better understanding
of both patient and caregiver behaviours. (Paveza et al. p.493)

Type 4—Conflict in a Shared Household

In these Stuations, the ederly person has typicaly begun sharing a house with a married child and
spouse. The situation has become intolerable for one or both parties, but the elderly person cannot
eadly get out. For example:

Dolores. ‘I bought a house with my daughter and son-in-law. We were dl going to live
together ... | had put my daughter’s name on the deed, which was the wrong thing to do.
Once the name was on the deed they wanted me out.” Shortly after moving in, her son-in
law became psychologicdly and physicdly abusive. It did not take Dolores long to cdl the
police. When they were not helpful, she turned to her son. Then she called a senior centre
after seeing an advertisement on TV. Later, on the advice and help from a socid service
agency, she sought help from the courts, eventudly forcing the sde of the house and losing
haf her investment. ‘But at least | have my sanity.” (Breckman and Adelman p.129)

In this type of Stuation, the older person may not be particularly dependent on other members of the
family. Hence the problem is not one of caregiver dress. Rather, the problem is that the older person
fed s trgpped in a household that he or sheis no longer the head of. The am of the intervention in this
type of stuation will usudly be to help the older person to re-establish an autonomous household,
either by moving out or by persuading the other people to move out. If frailty precludes a move to
complete independence, the compromise may be supported accommodation. Financid difficulties
may be present.

Type 5—Financial Exploitation
The following cases are drawn from the records of the Guardianship Board:

A 78 year old woman, suffering diabetes and legdly blind, was under pressure from her
brother to leave her unit to his son and daughter, rather than sl it to provide an ingoing fee
to a hostel. The woman aso said that her brother had earlier tried to deprive her of money
and goods from their parents will. The woman was referred to a solicitor who encouraged
her to sl the unit.
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An 81 year old woman, fraill and schizophrenic, lived aone and alowed no-one into the
house. She was ‘befriended’ by a young woman who arranged to do al her shopping and
banking, with the result that each fortnight her entire pension was spent but no food was
bought. Her daughter made an application to the Guardianship and Adminigtration Board
which resulted in the older woman being admitted to a psychiatric hospitd in avery fral and
undernourished state. The young woman disappeared after the police had been aerted.

Mrs D, aged 83, had been steadily declining with dementia. While still mentally competent,
Mrs D had sgned an Enduring Power of Attorney (EPA) appointing her daughter as
attorney. The daughter arranged for Mrs D to move in with her. Laer she sold Mrs D’'s
home, arranged for Mrs D to move into a cheap supported residential service, bought an
interstate property with the $180,000 proceeds of the house sde, and Ieft Victoria The
matter was brought to the Guardianship Board. The Board revoked the EPA as not beingin
Mrs D’s interests and appointed the State Trustees instead. However, the Police Fraud
Squad believed the money could only be retrieved by civil action as no crime had occurred;
on thisview, an EPA gives the attorney unfettered discretion to ded with the estate.

A 76 year old man, with limited mobility, incontinence and dementia, was placed in a
Specid Accommodation House. There he was visited and constantly pressured by his son
into giving him significant amounts of money.

Some of these cases will involve the kinds of fraud or theft that are readily dedt with by the police
and the courts, once notified. Other cases, however, are less clear cut, either because there are
doubts about the red wishes of an older person who is facing conflicting famly pressures, or
because there are doubts about the person’s competence. In the latter case, the Public Advocate
and the Guardianship Board may need to intervene.

Type 6—Maltreatment or Neglect by Staff in Residential Care

This area has now received consderable attention from government and others. To quote No
Innocent Bystanders on the kinds of problems that may be found in poor-qudity resdentia
services.

Examples ranged from actions that caused the older person distress but were not life-
threatening, such as pooling of clothes, toothbrushes and razors, poor qudity linen, doppy
unaitractive food and inadequate cleaning of floors and so on, to actions that directly
endangered the older person’s life, such as inadequate attention to correct doses of
medication, not following up Sgns of physical deterioration with gppropriate medica help,
neglecting to toilet the incontinent person ... neglecting to treat skin bresks ... and neglecting
to provide food and liquid to resdents. (No Innocent Bystanders p.34)

Appropriate intervention may now occur a severd points: internal complaints to the resdentid care
facility; complaints to the State or Commonwedth department respongible for regulating the facility;
the Hedth Services Commissoner, the Office of the Public Advocate, the State Trustee, the
Residentid Care Rights Service, and/or the Community Visgtors.
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Type 7—Professional Malpractice, or Abuse by a Paid Caregiver

Professond mapractice in this sense does not necessarily imply maevolence; it may be a case of
professond ignorance about best practicesin care of the aged. For example:

An 82 year old woman with dight short-term memory impairment was referred to aloca
geriatric assessment team by the proprietor of the Special Accommodation House where
she lived. The woman's GP had prescribed three types of neuroleptic drugs and two minor
tranquillisers for the treetment of her confusion. The mixture of drugs had caused symptoms
of Pakinsons Dissase and more confuson. The geriatrician from the Aged Cae
Assessment Team advised on the correct management of drugs. (No Innocent Bystanders
p.35)

When such cases involve hedlth workers, there are usudly severd courses of possible intervention:
choosing another doctor or seeking a second opinion; lodging a complaint with the Hedlth Services
Commissioner, the Medica Board, the Nurses Board of Vlctoria, etc. For example, the Nurses
Board has power under the Nurses Act 1993 to investigate complaints about professond
misconduct. If actual harm is suffered, the older person may aso have remedies under common law
such as an action for negligence or breach of contract.

At the systemic level, there is the ongoing task of evauating and improving the practices of hedth
workers—eg the diagnosis and trestment of dementia.

Cases involving a service providing resdentid care have been categorised separately above,
because thereis a digtinctive set of regulatory agencies for these services.

Type 8—Self-neglect

Particularly where an older person is living aone, these cases may involve difficult decisons asto the
person’s mental competence, an adult’s presumed right to decline help from available services, and
the community’ s right to control public hedth hazards. For example:

The fate of a blind dderly Fitzroy resdent found living in squalor last week hangs in the
balance while authorities debate his future. ... Mr N, 83, had lived in a run-down, sngle-
fronted terrace for more than 15 years ... He was found to be in good hedth [by the
hospitd] ... Although Mr N hopes to return to his own home, his rented house, owned by
Mr K, islikely to be boarded up ... Mr K said Mr N was devastated at being uprooted and
shunted off to & Vincents Hospital by the police. He said his tenant was ‘a very private
man’ who would never let anyone insde the front door. He had no idea that Mr N lived in
such disgusting conditions [and he] was angered that he was seen as responsible for the way
Mr N lived... The mayor has dammed her staff for not reporting Mr N’s living conditions. ‘I
have issued directions to council’s community services gaff to report anything suspicious,
she sad ... Meanwhile, community groups have defended Council workers who ddivered
Mr N’s shopping every fortnight, but at his request did not enter the house. (Melbourne
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Leader newspaper, February 1992)

This case illudrates very wdl the dilemmas and the need for agencies to develop ther own
protocols.

Another case, from the Office of the Public Advocate, demongtrates the kinds of intervention that
can betried in such Stuations,

Mr and Mrs P are an ederly couple with acohol-related dementia, including short-term
memory loss. They have no family, and were living in ther own home in meagre
circumgances with four cats, and with minima support from neighbours, the Royd Didrict
Nursng Service (RDNS) and the State Trustees. Mr and Mrs P were haphazard with
hygiene and medls, and they fluctuated in their acceptance of outsde help. Their only regular
outing was a weekly visit to the butcher to buy $250 worth of meat. Mogt of this ended up
in the rubbish bin or was fed to the cats. They had no memory or conception of the
implications of thelr actions, and ther savings were fagt diminishing. They refused to move
into dternative accommodation.

The neighbours, the RDNS and the State Trustee believed the only solution was to appoint
aguardian to look into housing options. The investigation by OPA involved discussions with
dl parties, including the couple's doctor. The doctor did not fed that the couple were
necessarily ‘at risk’ or in need of a guardian, if they accepted more support. The OPA
investigator found that the couple would agree to extra services. The couple were referred
for assessment by the Aged Care Assessment Team. The outcome was that increased
services were supplied and accepted, the couple remained in their own home, and the
gpplication for guardianship was withdrawn. (Office of the Public Advocate Annual Report
1990 p.55)

For further reading on salf neglect see Clark 1990, Cole 1992, Neugeboren 1991, Shah 1992,
Vostanis 1992.
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10. Functions of the Specialist Agencies

This chepter examines the role of the exising set of agencies involved in deding with the
maltreatment or neglect of older people. Each of these services was briefly outlined in Chapter 4.
There follows a more detailed description of the way different agencies dedl with the different
aspects of the issue, according to the separate charters of these agencies. It does not attempt to
evduate their performance.

The Guardianship and Administration Board
Function

The role of the Guardianship and Adminigration Board (GAB) is to protect the interests of adults
who, because of a disability, are incapable of making reasonable decisons and who arein need of a
guardian or an adminigrator. A guardian makes decisons about ‘lifestyle matters, and an
adminigtrator makes decisions about money meétters. The powers of the Board are set out in the
Guardianship and Administration Board Act 1986.

Relevanceto theissue of M altr eatment

The Board has a very important role in protecting older people from maltrestment or neglect. A
sample of 1000 cases showed that nearly 60 per cent of GAB clients are aged 65-plus, and in fact
42 per cent are aged 75-plus. About two-thirds of clients in the 75-plus age group are femae,
which is partly a function of the maeffemde imbdance at older ages. Dementia seems to be the
maor cause of disability among older clients according to very incomplete data, dementia
characterised 64 per cent of clients aged 75-plus (Carney and Tait, 1991, p.35).

Up to now, it appears that the Board's workload has been dominated by the ingtitutional services.
Only a minority of GAB dients are living ‘a home in the community’ —only 10 per cent, compared
to 90 per cent of the genera population. The group most likely to be living a home are the *young-
old’; some 29 per cent of those aged 65-74 are living in private dwellings.

Procedures

The focus of the Board’ swork is the hearing. Most hearings (70 per cent) result in an adminitration
order being made; only 14 per cent of cases result in a guardianship order or some combination of
the two. Thus mogt of the work of the Board is concerned with the financid affairs of clients. The
Board can be seen as a mechaniam for protecting people, particularly older people, from financia
exploitation.

This does rot mean that the Board is dways judging disputes or hearing dlegations of financia
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abuse. On the contrary, most of the hearings occur because the (non-disabled) gpplicant wants to
oet legd authority to do something which the gpplicant dready believes is in the disabled person’s
best interests. For example:

[Typicdly] the gpplicant needs legd authorisation to move money or sdll property. Unless
the bank or estate agert is convinced that the person signing the form has the legd authority
to do S0, the transaction may not proceed. One typical case involved Mr Nicholson, an 86
year old man living in a nursng home. His son goplied to be gppointed to become
adminigrator to authorise him to pay his father’'s hills, and to sdl his father's house if
necessary. The Board duly appointed him adminigtrator (Carney & Tait p.57).

In other cases, however, there may be a dispute between family members about the most
appropriate way to handle the ederly person’s financid affairs. Such disputes may or may not
involve alegations that someone has acted or is likely to act dishonestly. An andyss of 1000 Board
hearings revealed that about 10 per cent involved dlegations of financial abuse or exploitation. For
example

One case involved an 81 year old woman, Mrs M, living in a Mebourne nursing home. Her
grandson had vigited her husband (living in the hostd section of the nursing home) and taken
away some key documents, such asawill, aswell as Sgned cheques made in the grandson’s
name, and a TV set. The grandson dso lived rent-free in the grandparents holiday house.
Mrs M’s daughter was gppointed administrator, and the grandson stopped the questionable
practices.

Once a case of possble financia abuse comes to the attention of the Board, the Board has the
power to call witnesses and subpoena any relevant documents. Thus the Board can take evidence
from a geriatrician as to whether the person had the menta capacity to Sgn adocument, such asan
Enduring Power of Attorney. The Board can aso revoke an Enduring Power of Attorney if it is not
being exercised in the best interests of the person who signed it.

Boundariesto the agency’srole

The vaue of the Guardianship Board is its role in protecting individuas who would otherwise be
vulnerable to various kinds of abuse. In practice, a mgjority of these are elderly people. A Board
hearing isaway of ensuring public scrutiny (and therefore accountability) in a large number of cases
where an adult’s ahility to act independently is weak or threatened. The Board hearing assesses the
Stuation and decides whether the gppointment of a guardian (or an administrator) would be the best
available way of protecting the interests of the person, and, if so, exactly what powers should be
given to the guardian.

There are two kinds of limitation to the Board's effectiveness. One is the limitation inherent in the
datus of guardian: a guardian or adminigtrator can protect or even advance the interests of the
represented person in some important ways, but cannot solve dl the person’s problems. The second
limitation is that the Board only has jurisdiction over a certain class of persons: those with a disgbility
that weakens their competence to act on their own behaf. Thus the Board has no authority to
gppoint a guardian merely as an advocate for a vulnerable person who does not fall into this class.



52

THE OFFICE OF THE PuBLIC ADVOCATE
Function

The Office of the Public Advocate (OPA) acts as an advocate on behdf of people with adisability.
Sometimes the action taken by OPA is to bring a case before the Guardianship Board. Conversdly,
the outcome of Board hearings is often that OPA is agppointed to be the represented person’s
guardian. OPA is gopointed only when no other suitable guardian is gpparent. The powers of OPA
are =t out in the Guardianship and Administration Board Act 1986.

Relevance to the M altreatment and Neglect issue

Under the statute, OPA’s dlients include people with intellectud disability, mentd illness, brain
damage, senility or physical/sensory disability. In 1990, about 42 per cent of clients were aged 70-
plus. Of the cases involving ederly people that come to the attention of OPA, the a consderable
number are about financid exploitation. A smaler number involve sdf neglect. The former have been
described above in rdation to the Guardianship Board. In cases of sdf neglect, it is nearly dways
found that the elderly person is suffering from dementia. Such cases tend to be referred to the Public
Advocate by other hedlth, welfare or protective service workers who are unsure about their own
mandate to act.

Procedures

The two main procedures relevant to this report are caled by OPA ‘individud advocacy’ and
‘systemic advocacy’. The need for systemic advocacy usudly emerges from reflection by OPA on
the causes underlying the individua cases its advocates are deding with. Examples are: undertaking
aresearch project; participating in a government review of resdentia care regulations; or conducting
seminars for gaff in other agencies on madtreatment of older people.

Cases needing individua advocacy come to the attention of OPA from a number of sources. The
Guardianship Board refers many cases to OPA in order to get an investigation of matters materid to
Board hearings. Other referrals come from socia workers, lawyers, neighbours, the State Trustee,
and so on. For example:

Mary H. is afrail and confused woman who was currently a patient in a hospitd. She had
previoudy lived in a Specid Accommodation House (SAH). A socid worker contacted
OPA. The OPA investigator had to establish whether there was a prima facie case for
guardianship. Enquiries were made to banks, building societies, solicitors, hospitals, the
electord office, the SAH and Mrs H's son. It was established that the son was a signatory
to Mrs H's bank account and that he was spending her pension on himsdf. The SAH fees
were subgtantidly in arrears. Ultimately the Guardianship Board appointed the State Trustee
as administrator of MrsH’s affairs (OPA Annua Report 1990, p.53).

Apat from carying out short-term investigations like this, OPA can have an ongoing role when
gppointed as guardian in an individua case. The guardianship role may itself be either short-term or
ongoing, and it may be limited to a certain area of decision-making (eg. decisons about housing).
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The role of OPA as guardian should not be confused with the role of case manager. OPA as
guardian is the client's dternaive decison-maker, but OPA generdly relies on locd services to
carry out accurate assessments of the needs of an OPA client and of the availability of resources to
meet those needs.

Boundariesto the agency’srole

As mentioned above, OPA is conscious of the difference between the role of guardian and of case
manager. OPA is usudly too removed from the person’s locad environment to be an effective case
manager, even if the resources were available. Sometimes OPA undertakes this role by defaullt,
because no other agency can be found willing to accept the role. OPA does not regard this as
satisfactory.

A separate point relates to the limited investigatory powers of the Public Advocate. Under section
27(1) of the Guardianship and Administration Board Act, the Board may make an order
empowering the Public Advocate, or another specified person, to vist a person with a disability in
order to prepare areport for the Board, if it has received information on oath that the person:

‘(@  isbang unlawfully detained againg his or her will; or
‘(b) islikey to suffer serious damage to his or her physical, emotiona or menta hedlth or
wedl-being unlessimmediate action is taken.’

The Public Advocate has advised that the wording of section 27 places a heavy burden on OPA by
requiring a statement on oath that the disabled person is likely to suffer serious damage unless
immediate action is taken. On some occasions OPA receives information that gives rise to a sound
and reasonable prima facie reason for believing that a person with a disability is at risk. Such
evidence is not necessarily sufficient to initiate proceedings under section 27. No Innocent
Bystanders recommended (Rec 24) that the Public Advocate's invedtigative powers be
strengthened, and suggested that the powers of the Hedlth Services Commissioner might provide an
gopropriate model. The Hedth Services Commissioner may apply to a magistrate for a warrant to
enter and ingpect premises to interview specified people, or to ingpect specified documents. The
legidation contains a number of protections againg the abuse of this power—for example, requiring
the Commissioner to give the magidrate who issued the warrant a written report setting out the
results of the execution of the warrant.

It is proposed therefore that the Attorney-Generd examine the adequacy of the invedtigatory
powers of the Public Advocate, and in particular the proposition that the Public Advocate should be

able to gpply to a magidrate for awarrant to investigate when he has received information indicating
that a person with adisability may be the victim of serious abuse.

THE HEALTH SERVICES COMMISSIONER

Function

The Office of the Hedth Services Commissoner was established by the Victorian Government in
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1987. Itsrole is to investigate and resolve complaints againgt hedlth services. Nursing homes, hostels
and supported residentia services are among the services covered. The Commissioner does not
have a continuous role in monitoring hedlth services. Instead, HSC relies on specific complaints. Its
powers are set out in the Health Services (Conciliation and Review) Act 1987.

Relevanceto theissue of Maltreatment and Neglect

Older people comprise a significant group among the users of the HSC. 1n 1991, the figures showed
that 250 of atotal of 2063 complaints (12 per cent) were received from people aged sixty-five and
over. These related to dl categories of hedth service: hospitals, doctors, and so on. There were 65
complaints againgt residentia care services. 36 were about nursng homes, 26 about supported
resdentid services, and 3 about hostels. These complaints amounted to only 3.1 per cent of al
complaints, but they represent a large number of people in resdentia care because a sngle
complaint often represents al the resdents in a facility, who may number 30-100 people (Health
Services Commissioner, Annual Report 1991).

As noted, 12 per cent of complainants are older people, a proportion about equivaent to their
numbers in the generd population. On the other hand, older people comprise a much larger
proportion of consumers of hedth services. For example, people aged 65-plus accounted for a
quarter of admissions and 44 per cent of al hospitd bed-daysin Victoriain 1988, and had twice the
rate of usage of Medicare services compared to the population as a whole (John Deeble, 1992,
p.32). It is not immediately clear why older people should be under-represented among
complainants to the Hedth Services Commissioner. It may be that fewer older people are
dissatisfied with services received. On the other hand, a lack of awareness of the Hedlth Service
Commissoner’s office, andlor a fear that a complant may result in reprisds, despite the
Commissioner’s power to keep the identity of a complainant confidential, may be factors.

Procedures

Complaints may be lodged by a consumer, a person chosen by the consumer, or anyone with
aufficient interest acting on behdf of a consumer (including a hedth professond or the Public
Advocate). Most complaints begin with a telephone cdl, followed by awritten statement.

The Commissoner relies heavily on conciligion, whether forma or informa. Resolution of
complaints includes the following steps.

. Attempt at direct solution: The firgt step isto put the two parties in touch with each other
to seeif the complaint can be resolved immediately. Most complaints are settled thisway.

. Assessment: If a direct attempt fails, the complaint is assessed to see if it should be
investigated and conciliated. Many more complaints are resolved during this assessmern.

. Conciliation: All but a handful of the remaining complaints then go to confidentia
conciliaion, which usudly resultsin a settlement on mutudly agreed terms.

. Investigation: A smdl number of serious complaints which are not suitable for conciliation,
or which have resged dl informd attempts to resolve them, are then investigated.
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complaints againgt registered providers, it is usudly the professond regigtration board which
hears the complaint, but in al other cases the Commissioner has the power to investigate
and to propose remedies.

From January to December 1991, some 37 per cent of the 1771 completed complaints were
resolved directly by the provider, 48 per cent were settled informaly by the HSC, 6 per cent were
referred to other agencies, 6 per cent were sdttled in forma conciliation, 3 per cent were
invedtigated by regidtration boards, and 0.5 per cent were formaly investigated by the
Commissoner.

Boundaries of the agency’srole

As a specidig in complaints, the Commissoner is in a srong postion to identify consumer
satifaction or dissatisfaction with the hedth sysem. Centra among the Commissioner’s statutory
duties is to evauate and identify the causes of complaints, and to advise providers on how to follow
the guiding principles of hedth care set out in the Act. These principles include qudity care which is
prompt, consderate and respectful, and which encourages decisons about trestment in an
environment of informed choice.

Regarding complaints againgt resdential care services, an overlgp of responghility exists between
the Hedlth Services Commissioner, the Victorian Department of Hedth & Community Services, and
the Commonweslth Department of Human Services and Hedlth.

Some complaints come to the HSC as the first port of cdl. Others come to the HSC only if the
complainant has been disstisfied with the explanaion received from the relevant government
department. This means that the HSC can act either directly or as an independent back-up for
aggrieved consumers.

Paradoxicaly, the multiplicity of agencies with responsbility for monitoring or regulating resdentid
care has caused confusion and uncertainty in the industry as to who should intervene when poor
sarviceis uncovered.

The Hedth Services Commissoner can investigate the performance of the Department of Hedlth &
Community Servicesin ensuring compliance with the guiding principles of the Act.

The Commissioner has extensive powers of investigation, but no power to enforce sanctions such as
fines or deregigtration. However, a provider must report to the Commissioner on how remedies
proposed by the Commissoner have been implemented. If remedid action is not taken, the
Commissioner may refer the issue to an gppropriate agency with powers of enforcement, or name
the provider in Parliament.

The Commissioner, and the Hedth Services Review Council, dso have a role in policy
development. For example, the former Commissioner chaired a Government review of the Medical
Practitioners Act, which led to draft legidation that defines ‘professona misconduct’ more closdy
and drengthens the powers and accountability of the Medicd Board. More recently, the
Commissioner and the Australian Medicd Association drew up a Code of Practice for medica
practitioners with patients in nursing homes, hostels or supported residential services.
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THE COMMONWEALTH DEPARTMENT OF HUMAN SERVICES AND HEALTH
Functions

The Commonwedth Department of Human Services & Hedth (DHS&H) has responsibility for the
National Health Act 1953 and the Aged or Disabled Persons Care Act 1954. Thus the
department has a funding and regulatory function with regard to hedlth services, including residentia
services.

Relevance to theissue of Maltreatment

DHS& H isrelevant principdly as the regulatory authority respongble for nurang homes and hostels.

Procedures

The Commonwedth department has a range of options for responding to issues of maltreatment or
neglect of older people living in resdentid care:

. The nursing home and hostel standards

. The complaints unit
. The Resdentia Care Rights Service (an independent advocacy service funded by
the Department)

. The Charter of Resdents Rights and Responsibilities
. The Resident/Proprietor Agreement

Eachis discussed in turn below.

Monitoring and enforcement of standards for nursing homes. Standards for Commonwedl th
funded nursing homes were gazetted in November 1987 under section 45D of the National Health
Act 1953 (NHA). Adherence to the standards is a condition of gpproval. The standards have seven
mgor objectives relating to hedth care, socid independence, freedom of choice, homelike
environment, privacy/dignity, variety of experience and safety.

In Victoria, the standards are monitored by teams comprising a nursing officer and an adminidretive
officer. Homes are vidted at least once every two years, or more frequently in cases where
problems persst. Statements on their compliance with the standards are published.

In cases of sgnificant non-compliance, the Department may impose financid sanctions on a home by
withholding Commonwedlth benefit in respect of new residents (section 45E or 45FA) or
suspending or revoking approval of the home (section 44). Where appropriate, additiona conditions
of approva may be imposed on a home (section 44AD).

Monitoring of hostel standards. Hostel standards were enghrined in legidation in 1990 under the
Aged or Disabled Persons Care Act 1954 (ADPCA). They are smilar to nurang home standards
and cover freedom of choice, care needs, dignity, privacy, socid independence, variety of
experience and homelike environment. Again, the hogtels are monitored by teams comprising an
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adminigrative officer and a nursing officer. Statements on hostels' compliance with the standards are
published. Norcompliance with the Generd Condition, which includes the Outcome Standards, can
result in the withdrawa of Commonwedth funding for dl or pat of the facility. More flexible
sanctions are currently being drafted.

The Complaints Unit: A Complaints Unit was established in Victoria in late 1989 to handle
complaints againg Commonwedth-funded hostels and nursing homes. Two complaints officers
investigate complaints from both anonymous and named sources. A complaint may lead to a full
ingpection by the standards monitoring team.

The complaints and their outcomes are registered againgt the outcome standards. Measures that can
be taken againgt homes where there is sgnificant non-compliance are the same asthose listed in the
previous paragraphs. However, more rdiance is placed on mediation to ensure a satisfactory
outcome to resdents.

Because of the inter-relationship between this unit and the Department of Hedth & Community
Services, the Hedlth Services Commissioner, the Residentid Care Rights Service and the Office of
the Public Advocate, an informationsharing protocol has been developed to rationdise the
complaints handling system.

The Residential Care Rights Service: As pat of its reforms in aged care, the Commonwedlth
began funding independent advocacy servicesin 1989. The sarvice funded in Victoriaiis auspiced by
the Older Persons Action Centre and is known as the Residential Care Rights Service. Its purpose
is to provide support and advice on resdents rights, to encourage action by individuas and groups
including approaches to management, to assess complaints, and to help set up resdents committees
in nursang homes or hogtes.

Charter of residents rights and responsibilities: The Commonwedlth has drawn up a Charter
of Resdents Rights and Respongbilities. The Charter is a schedule to both the NHA and the
ADPCA, and it re-éfirms the persond, civil, legd and consumer rights of resdents in
Commonwesdth-funded nurang homes and hostels.

The Resident/Proprietor Agreement: The Resdent/Proprietor Agreement, which has legal status
under the NHA, enables the principles in the Charter to be enforced. Residents themselves can take
legd action againg proprietors if conditions are not met. However, proprietors of nursing homes are
not obliged to offer the agreement. In these cases, a notice is issued rendering the proprietor
respongble to the Commonwedth for the terms contained in the common form of agreement.

Boundaries of the Commonwealth’srole

The Commonwedth department is principaly concerned with the regulation of the nurang homes
and hogtels which it funds. It is not responsible for the private-sector supported residential services
in Victoria. Conversely, there has been less attention to the regulation of standards of care in home-
care sarvices. This imbalance is now being addressed. The Commonwedth and State governments
have recently launched standards for HACC services. These require services to develop an
appropriate complants mechanism.
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THE VICTORIAN DEPARTMENT OF HEALTH & COMMUNITY SERVICES (H& CS)

Function

H& CS has responghility for the Health Services Act 1988 and the Hedlth Services (Residentid
Care) Regulations 1991. Thus the department has a regulatory function with regard to hedth
sarvices, including supported residentid services. The Act and Regulations specify a range of
requirements which must be met by supported residentid services, in order to be registered and
licensed to operate in Victoria

Relevance to the issue of maltreatment and neglect

H&CS is rdevant mainly as the regulatory authority responsible for supported resdentia services.
These establishments used to be called specia accommodation houses, and are essentidly private-
sector hostels for frail aged or disabled people. About 60 per cent of residents are aged 70-plus
(Minigerid Review of Specia Accommodation Houses, 1987, p.13).

Procedures

Victoria has had specific legidation to protect residents in supported residentia services since 1974.
In the padt, the legidation has been criticised for concentrating on physica aspects (buildings, linen,
food) rather than qudity of life. The 1988 legidation recognises the resdent as the purchaser of a
sarvice. It prescribes the responghbilities of the provider and sets out pendlties for failure to deliver
any agreed services.

The principles in section 10 of the Health Services Act 1988 can be described as a hill of rights for
resdents. The principles are Smilar to the outcome standards set by the Commonwesdlth for nursing
homes and hogtels. Their am is to protect vulnerable people in residentia care from harm through
exposure to exploitation, matrestment or neglect.

The Reddentid Care Regulation & Compliance Unit is the agency within H&CS that has
respongbility for these regulatory functions. The functions are:

. the regidration and bi-annud re-regidration of each facility and gpprova of the proprietor to

operéate;

. the routine ingpection of regigered facilities to ensure compliance with the Act and
Regulations,

. the investigation of complaints from resdents or others regarding care and accommodation;

. the provision of advice and educationa support to proprietors and hedth care providers.

Under the Health Services Act 1988, Authorised Officers (Nursng Advisors) may enter a
registered funded agency or hedth service establishment to ascertain whether the Act and the
regulations are being complied with.
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Complaints to the Resdentid Care Regulation & Compliance Unit come from residents, their
relatives and friends, staff, community vistors associated with the Office of the Public Advocate,
vigting hedth professonds (district nurses, aged care assessment teams), locd government (hedth
surveyors) and sometimes M Ps representing their congtituents. Complaints are often anonymous.

Complaints range from the minor and vexatious to the serious and urgent. Advisors are ableto vist a
facility a any point in time. For example, in order to investigete a complaint in relation to food and
nutrition, the Adviser will vigt a med times, or if the complaint related to the practices of night staff,
Advisorswill vigt during the night or early morning.

Advisors will discuss the dlegations and the underlying issues with dl those concerned (complainant,
resdents, manager, providers). Sometimes resolution is through conciliation; on other occasions
further education and ongoing monitoring is required; or, in serious and subgtantiated cases, the
application of sanctions.

Where there are breaches of the regulations or concerns about the standard of care, the Department
has arange of options.

. Nursing Advisors may advise and educate in order to dter the attitudes of management and
gaff and thusimprove the qudity of care;

. Infringement notices may be issued, or the Department may give notice of an intention to
revoke regidration, or may issue a short-term registration whose renewa is contingent on
demonstrated compliance with specid conditions. The Department may dso gppoint an
adminigtrator, prosecute, censure in parliament, and/or revoke the registration and close the
fadlity.

Referrd to another government agency is sometimes agppropriste. For example, a complaint
involving a negligent treetment by a medicd practitioner may be referred to the Medica Board
and/or the Hedlth Services Commissioner. Concerns relating to the inappropriate management of the
finances of aresident may be referred to the Guardianship Board. Inappropriate care of a resident
known to be a client of Psychiatric Services or Intellectud Disability Services may be referred back
to those agencies. A highly dependant resident in a supported residential service will be referred to
an Aged Care Assessment Team. An incontinent resident will be referred to a Continence Nurse
Adviser. An dderly confused resdent exhibiting severe behavioura problems which are currently
being poorly managed will be referred to a Psychogeriatric Assessment and Treatment service or a
community menta hedth dinic.

Boundaries of the Department’srole

H&CS has a criticd role in regulaing one mgor form of resdentid care—namely supported
resdentid services. It not only monitors and enforces compliance with the prescribed standards of
care, but dso attempts to improve standards by educating the service providers.

Since 1992, the Department has overhauled the regulatory regime. Amendments to the Health
Services Act in 1994 diminated the overlap between Commonwedth and State regulation by
removing nursing homes and hostels from coverage by the Victorian legidation. Responshility for
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regulating Victoria's supported resdential services was given to the new Divison of Aged Care
Services. The Divison has a srong commitment to enforcing compliance with the Hedlth Services
(Residentid Care) Regulations 1991. Mgor results have been asfollows:.

. Since 1991, inspections have been concentrated on 300 SRSs rather than the 900 hogtels,
nursing homes and SRSs previoudy monitored. The Department has ended the wasteful
duplication of effort with the Commonwedth.

. Definite time lines are now placed on proprietors to rectify breaches of the Regulations
detected by Authorized Officers. Known breaches will no longer be alowed to persst
indfinitey.

. Proprietors of SRSsin breach have been ingtructed to attend meetings with the Manager of
the Unit, a which they have been advised of the consequences of continuing breaches of the
Reguldions.

. Proper procedures have been implemented for the preparation of briefs for legd action. The
Nurse Advisors have been more thoroughly trained in lega procedure to improve the quality
of the Department’ s briefs for counsd.

There are, however, limitations on the extent to which a high standard of care can be maintained in
supported residential services by means of regulation adone. Since H& CS does not have arole in
funding SRSs, the Department must use other palicy instruments to improve the quaity of life for
current and potentia SRS residents. Improving their access to autside services, such as Adult Day
Activity Support Services, has been identified by the Department as one such strategy. Another isto
overhaul the management of psychiatric services in order to improve the case management of clients.
This indudes the cregtion of Psychogeriatric Assessment and Treatment Services (PGATS) to work
aongsde the 19 ACATSs. One of the ams s to ensure that clients are not referred to inappropriate
SRS accommodation, and to ensure that clients living in SRSs are not isolated from the rest of the
service system.

THE VICTORIA POLICE
Function
The Victoria Police operate under an organisationd philosophy that stresses the maintenance of law
and order. Its objectives are ‘the preservation of peace, protection of life and property, and the
prevention and detection of crime.’
Relevance to the issue of maltreatment
Two roles of the police are relevant to the present project:
. regponding to ‘family incidents involving an older person,

. investigating other matters reported by the public in which an older person may be at
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rik (induding saif neglect).

The Police keep records of their attendance at family incidents. These are defined asincidentsin the
home involving some form of mistrestment committed by a member of the family or the household
(including an incident caused by a visiting boyfriend or by a permanent boarder). In 1990-91, the
police atended 11,087 family incidents throughout Victoria (Victoria Police, 1991, p.151). In the
great mgority of cases, the complainant was aged 21-45 years. Only about 360 or 3.3 per cent
were incidents in which a person aged over 61 was the complainant or victim. Conversaly, in about
2.2 per cent of incidents, the ‘other principa party’ (meaning the apparent perpetrator) was aged
more than 61. These figures are consistent with the figures below on the age didtribution of people
seeking family violence intervention orders.

Procedures

The guiddinesfor dl police are defined in the following documents:

. Victoria Police Manud

. Victoria Police Standing Orders

. Victoria Police Manua—Adminigtrative Procedures and Personne Management
. Force Circular Memorandums.

There are no specific documents defining police intervention in cases of matrestment or neglect of
older people. On the other hand, there are guidelines that cover two related aress.

. Force Circular Memorandum—Family Violence
. Code of Practice for Sexuad Assault Cases.

The Community Policing Squads: Aswdl asthe norma police force a Didtrict leve, there are 26
Community Policing Squads. In the Mebourne metropolitan ares, there are 10 squads, one in each
Didtrict; in country areas there are 16 squads. Metro squads have a staff of up to 18, led by asenior
sergeant; country squads have from one to five members.

All squads are supported by the Community Policing Co-ordination Officein East Mdbourne. This
office dso incorporates the Family Violence Project Office and the Victim Liaison Office.

The work of the squads completely overlgps with the regular police force, in the sense that dl police
must respond to incidents of law-breaking. However, the CPS provide a specidist service that
focuses on domestic violence, sexua assault and child abuse. Thus the squads are normally referred
casesinvolving incidents of domestic violence.

Boundaries of the policerole

Insofar as incidents involving the mdtrestment of older people may involve law-bresking, the police
have an obvious role. One Stuation of matreatment is best consdered under the heading of
domestic violence, and in this regard the police role will be the same asin other ‘family incidents'.

It should be noted that the category of ‘family incidents' includes behaviour such as assaults that may
often conditute breaches of the crimina law. Often, therefore, the police are the appropriate
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investigatory body where offences such as assault, theft and fraud are suspected, whether in private
homes or in inditutiona settings.

However, as No Innocent Bystanders remarked (p.125), crimind law will be a ussful remedy in
only a limited number of cases. Nevertheless, these drawbacks should not deter people and
community agencies from reporting suspected offences against older people to the police.

The police dso have arole in assgting other agencies fulfil ther protective functions—for example,
section 27 of the Guardianship and Administration Board Act, authorising the police to assist the
Public Advocate, gives the police the power to use reasonable force to enter premises so that an
assessment of a disabled person can be made. This would cover cases where a vulnerable ederly
person was apparently being kept isolated from necessary services. Smilarly, section 10 of the
Mental Health Act gives the police the power to apprehend a person who requires psychiatric
treatment, in certain defined circumstances, and section 9 authorises the police to take the person to
an appropriate psychiatric inpatient service. This Stuaion might arise, for example, where an older
person was under threet from the behaviour of a psychiatricaly disturbed son or daughter, and the
latter was refusing to seek trestment.

More generdly, the police have an important role as the dl- purpose agency for responding to after-
hours crises or cases where a member of the public has raised a concern but does not know exactly
which agency is appropriate to ded with it. Thus the police should be a vitd part of the referrd
networks among aged care services.

DOMESTIC VIOLENCE—FORMS OF INTERVENTION
Definitions

The terms ‘domedic violence or ‘family violence are used to describe a range of socidly
unacceptable behaviour between the members of a family. The unacceptable behaviour may range
from physical assault to psychologica abuse. Often the terms domestic violence and family violence
are used narrowly as synonyms for ‘wife abuse” An example of abroader definition is asfollows:

Family violence occurs between people who are known to each other by way of familia or
other domestic relationships, past or present. It includes abuse of parents, siblings and other
relaives, but predominantly involves violence agang sexud patners and the abuse of
children (Victorian Community Council Againg Violence, Family Violence—Everybody's
Business, Somebody’s Life p.60).

The Crimes (Family Violence) Act 1987 is he mgor form of legd protection for victims of

domedtic violence in Victoria Although the Act does not contain an explicit definition of family

violence, the Act has a scope that goes beyond wife abuse. In effect, it offers protection againgt any
member of afamily or household who is assaulting, threstening to assault, molesting or harassng any
other member. The victim may be a child or a grandparent as well as awife; the perpetrator may be
amother aswell as a hushand.
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Thus the Act's implicit definition of domestic violence overlgps very subgtantialy with child abuse. It
aso overlaps with the fidd of elder abuse.

Alterndtively, it can be said that the Act's definition of domestic violence encompasses much of
child abuse and abuse of older people. But if eder abuse is regarded as a digtinct (though not
exclusve) fidd, it will be more natura to regard this fidd and the fiedd of domegtic violence as
overlapping. Some incidents of abuse can then be regarded as both domestic violence and elder
abuse; other incidents, such as professonad mapractice or fraud against an older person, might be
classfied as elder abuse but do not fit the definition of domestic violence.

Intervention in the field of domestic violence has evolved under competing paradigms of crimind law
and civil law." Forms of legd intervention available to the victim may indude recourse to the Family
Courts under the Family Law Act, if the parties are or were married or have children. There are
aso arange of psychologists and family thergpists who, though they lack the coercive powers of the
police and the courts, are nevertheless capable of dedling with arange of behaviour faling under the
broader definition of domestic violence (such as ‘psychologica or emationa or verba abuse', which
the Community Council Againg Violence included in its definition of domestic violence).

Evidence mounted in the 1980s that existing forms of protection were in many cases dther
ineffective or inaccessble. As aresult, the Crimes (Family Violence) Act wasintroduced in 1987.
Its aim was to make the police and the courts more effective as forms of intervention. (For a good
discusson of the legal issues, see Report No.2, Victorian Community Council Againg Violence
1991).

The adminigration of the Act is within the portfolio of the Attorney-Genera, who receives reports
on its implementation from the Family Violence Prevention Committee. The Committee has
representatives of arange of government and non-government agencies.

Relevance to older people

The main purpose of the Act was to protect women from violent husbands and de facto spouses.
However, the Act can be used by any person in a household againgt another member of the
household if the relevant criteria are met. In 1992-93, some 9039 complaints were laid under the
Act in Magigtrates Courts.

Comparatively few older people are using the procedures under the Crimes (Family Violence)
Act. From 1 July 1992 to 30 June 1993, only 297 people aged 60 or older applied for intervention
orders. Thisis only 3.3 per cent of the more than 9,000 complaintslaid in that year; see the Crimes

! Thusthe Community Council Against Violence stated:

“Council believes that the criminal justice system should be applied to its full extent as the
prime means of confronting and stopping domestic violence.”—Report No. 2: the Legal
System and Family Violence, Feb.1991, p.8.

However, such attempts to persuade the community that family violence should be equated with criminal assault
in the home have so far been only partially successful.
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(Family Violence) Act Monitoring Report 1992-93, Table 2.1a. Nevertheless, it is clear that
some older people are making use of intervention orders to prevent mistreatment by other members
of the family. Further interpretation of these figures will be found below.

Procedures under the Crimes (Family Violence) Act 1987

The Crimes (Family Violence) Act 1987 provides alega remedy for a person who is the victim of
ongoing assault or harassment committed by another member of the victim’s family or household.

The types of harm covered by the Act are diverse. They include physical assault, threets, damage to
property, harassment, molestation and offensive behaviour. The victim and the perpetrator must be
currently or recently members of the same household, but they do not have to be married or related
to each other. The great mgority of those usng the Act are partners in maritd or de facto
relationships and other relatives.

The Act enables the victim or ‘aggrieved family member’ to goply to a magidtrates court for an
intervention order prohibiting the offender from continuing the harmful conduct. The victim can gpply
persondly to the court for an order, or an gpplication can be made on behdf of the victim by a
member of the police force. In certain circumstances the gpplication can be made by another person
on the victim's behdf.

The order can require the offender to leave the household and cease contacting the victim, if the
magisrate beieves such steps are necessary to protect the victim. An order can be made for up to
12 months. An offender who breaches an order made againgt him or her can be charged with
committing acrimina offence.

Boundaries of the Family Violence procedures

It was noted above that only 3 per cent of people seeking intervention orders are aged 60-plus. This
could either be an accurate reflection of the (low) level of mistrestment of older people by family
members, or it could be an indication that the available forms of intervention are not well adapted to
the circumstances of older people.

There is some evidence that older people are using the procedures differently from non-aged
people. In generd, women comprise the great mgority of ‘aggrieved family members (thét is,
people taking out an order). Women comprise 85 per cent of thistotal group, men only 15 per cent.
But among older people as complainants, the proportion of men rises consderably. Thus, among
people aged 65-plus taking out orders, women comprise 62 per cent of complainants, men 38 per
cent.

The reason for this difference can be attributed to the characteristics of the person against whom the
order is sought. Older people are more likely to be seeking orders againg their children and
grandchildren than againgt their spouse.

When older women seek intervention orders, the defendant is dightly more likely to be their child,
step-child or grandchild (48 per cent) than their husband (45 per cent).
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This pattern is more pronounced among men. Some 70 per cent of the intervention orders taken out
by older men (men aged 61-plus) are againg their children (or grandchildren, sons-in-law, etc.).
Only 26 per cent of the orders are against wives.

Three different points should be noted. Firdly, it is evident that the ‘classic’ form of domestic
violence—spouse abuse by a hushand—is not confined to younger couples. There were 100 cases
in which a person aged 61-plus lad a complaint againgt a spouse. In 74 of these cases the
complainant was the wife, and in 24 of these cases the wife was aged 71-plus.

Secondly, just as many older women are likely to seek protection from abusive children as from
abusive hushands. Thirdly, older men are much more likely to seek protection from abusive children
than from wives?

These facts about the avalable forms of intervention are probably not widely recognised, even
among the agencies deding with domegtic violence and marriage breakdown. For example, the
Domegtic Violence and Incest Resource Centre is aware that a smal proportion of older women
seek its help, and that it is not currently geared to dedling with the specia needs of this target group.
The same is certainly true of the women's refuges, which are focussed dmogt entirely on helping
non-aged women with dependent children. No agencies have a specific focus on the short-term
housng needs of older people who are victims of domestic violence, and there is no rdiable
information on the likely demand for such help. More generdly, there has been little attention to the
overdl question of adapting the forms of intervention and support to the Situation of older people
who become victims of domestic violence.

HoME AND COMMUNITY CARE SERVICES
Function

Services funded under the Home and Community Care (HACC) program include home help,
delivered meds and home nursing. Ther purpose is to help people to maintain their independence
while continuing to live in their own homes. Target groups for the program are elderly people,
people with disabilities and their carers. Discussion in this paper will concentrate on frail aged

people.

Relevance

% The relative importance of the Family Violence law for different groups in the family can be understood by

comparing the size of the following four groups of “aggrieved family members’:

. wives seeking orders against their husbands (71% of all orders);

. older people (men and women aged 61-plus) seeking orders against their children or grandchildren (1.7%
of orders);

. older people seeking orders against their spouse (1.1%);

. children under 17 seeking orders against a parent (1.7%).

Source: Crimes (Family Violence) Act Monitoring Report 1992-93, Caseflow Analysis Section, Department of
Justice, Melbourne 1993. In the list above, there is an overlap between the first and third items.
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The HACC target group, since it includes frall aged people and family caregivers, overlgps very
largdy with the group who may be at risk of mistreatment or neglect. The infrastructure for the locd
aged care system comes largely from HACC. HACC services therefore have a good capacity to
monitor the wellbeing of the at-risk groups. How far this potentid is redised will vary from one
municipality to another, depending on the way in which the services are organised.

Home nursing services are adso amgjor part of the HACC program. Across the metropolitan area,
they are largdy ddivered by the Roya Didtrict Nursing Service.

Procedures

Procedures for assessing client needs and monitoring the effect of services on client wdfare vary
between municipdities. In some aress, the services are ddlivered on a fairly indrumentd basis, in
other aress, there are more sophisticated procedures for assessment, monitoring and case
management. The generd direction of the HACC program is towards encouraging such
improvements in the quality of services. As a matter of good management, most municipdities will
dready have developed internal procedures for monitoring users. Home care workers and visiting
nurses would normally be expected to report to management any sgnificant change in their dient’s
wellbeing. In most cases, naturdly, such changes in the status of the older person are a result of
improvements or declines in hedth, avallability of family support, and so on—that is, factors other
than abuse. Until recently, most home care services have therefore not necessarily felt the need to
develop forma procedures to dedl with issues of abuse or matrestment.

For the same reason, the Nationa Guiddines for the HACC program have put much more emphasis
on delivering a good sarvice to digible clients than on assessing the risk that clients may be at risk of
matreatment in the home Getting it Right, 1992). The Guiddines are at pains to respect the
autonomy of older people, their right to privacy and their right to refuse a service. The Guiddines
make no direct reference to procedures for dealing with matreatment, except in cases where the
fault lieswith the service itsdlf.

On the other hand, al or most HACC services would have had to onfront these issues on
occasion. As a generd rule, staff would be expected to report suspected mdtrestment or self-
neglect to their supervisor. It would be up to the supervisor to decide in what way the matter should
be further investigated.

Boundariesof HACC

HACC sarvices have clearly not been designed as ‘adult protective services, and there is no
question of extending them very far in this direction. Nevertheless they dready form the basis of the
aged care system for ederly people living in the community, and they must be consdered an
essentid part of any drategy for dleviating some of the Stuations in which ederly people suffer
maltreatment and neglect. Often it isthe HACC service that is the first to become aware of Stuations
of matrestment or neglect, because the HACC sarvice is the only formal service to have close and
ongoing contact with the older person. Two Stuations in particular are rdlevant here: caregiver
gress, and self neglect.
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When the burden on a family caregiver is the cause of maltrestment, there will often be scope for
HACC sarvices to dleviate the Stuation by offering more support, or a more appropriate kind of
support, or referrd to dternative services such as respite care or resdentid care. The possibility of
such intervention will depend on the capacity of the HACC sarvices to monitor and assess the
client’s overdl dtuation, and it will dso depend on the quality of the service's links with other
relevant agencies.

Home nursing services, because ther front-line saff are professondly-trained hedth workers, arein
agood position to detect certain kinds of matreatment and neglect.

Sdf neglect raises some didtinctive issues. In particular, it demands a subtle gpproach to the potentid
clash between the principle of respecting the autonomy of older people and the principle of ensuring
that society does not abandon a mentaly incompetent person. Loca HACC services are well
placed to detect and decide on how to respond appropriately to such Stuations. Again, links to
other agencies including the Guardianship Board will be important.

AGED CARE ASSESSMENT TEAMS

Function

The Aged Care Assessment Teams (ACATS) (previoudy known as Geriatric Assessment Teams)
were set up to make assessments of the needs of frail aged people. At first their main focus was to
asess whether a person was in need of nursing-home care. They are now undertaking a broader
role in assessing peopl€ s digibility for hostel care, for rehabilitation and for home care. At this sage,
the nineteen ACATs in Victoria have no monopoly on assessing digibility for home care; most such
assessments are done by the local service providers or the home-nurang services.

Relevance

The work of the ACATs is amogt entirely focussed on frail aged people. Hence it can be assumed
that the ACAT target group will include part of the sub-set of elderly people at risk of matreatment
or neglect. The relevance of the ACATSs s increased by the fact that the teams are designed to
undertake dl-round assessments of the socid and medical circumstances of the older person, and
are well connected to the regiona system of aged care services.

Procedures

The teams rely on other agencies and individuas in hedth and welfare services to refer elderly
people to them for assessment. Such referrals may come from GPs, nursing homes, hospitals and
home care services. Members of the team include geriatricians, socia workers and nurses.

Assessments should cover the older person’s family and socid environment as well as their medica
condition. Idedly the assessment should involve a home visit, but actud practice varies between
teams. The outcome of the assessment should be a recommendation about the most gppropriate mix
of avallable services to meet that individud’s needs.
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Boundariesof ACATS

The great value of ACATSs for the present purpose is thet they are strategically placed to assess the
hedth datus and socid circumstances of large numbers of frail aged people (over 30,000
asessments annualy, 80 per cent being people aged 70-plus, and 80 per cent living in the
community—see Otis, 1992.) The ACATs are multi-disciplinary teams, and usudly have strong
credibility with both the region’s health services and its loca welfare services. The teams are dready
routindy seeing dderly people who would be part of the at-risk group. It would be comparatively
easy to modify the assessment tools so that they were more sengtive to these risk factors. On the
other hand, the ACATSs are not designed for ongoing case-management of individuas with complex
needs. All that a team normdly does is to make a referrad to another service-ddivery agency.
Nevertheless, 40 per cent of ACAT assessments are re-assessments, so the ACATsdo have arole
in ongoing monitoring of client wefare.
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