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THE AFTERVATH - CAR NG FCR ACCI DENT M CTI M5 | N NEW SOOTH WALES

CHAPTER ONE
| NTRCDUCTI CN
1.1 Post accident care

It is apity that thé word 'rehabilitation' is so widely used in relation to
the care of the injured, the sick and those suffering from sone devel opnent al
di sor ders. A pity because while rehabilitation is an inportant part of the
care of nmany persons wthin those groups, a substantial nunber wthin each
group will need long termor lifelong support and care of various kinds, kinds
whi ch cannot real ly be described as rehabilitative. And another substantial
nunber wthin those groups do not need, indeed cannot be given rehabilitation,
because their problens started so early in life that what they do need is

"habilitation' .

For many accident victins, the sequel to their accident does not follow the

pattern of

nedi cal care

|
and

r ehabi | iltati on
return to the commnity
to live "happily ever after’
That picture fails to showthat post accident problens frequently do not end
when a definable 'rehabilitation' process has been conpleted. In fact in nany
cases that definable rehabilitation process is termnated, rather than

conpl et ed, because the agencies which define their role as providing

rehabilitation can offer either no, or no nore hel p. But of course the
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accident victims problens do not end there, and hel p may be sought from one or
nore of a bew | dering nunber of potential sources whose role is then not
rehabilitative but supportive, providing either continuous or episodic care,

perhaps for the rest of the victims life.

In cases where the rehabilitation process is apparently conpl eted successfully,
probl ens whi ch can be related back to the accident nay arise - for exanple the
energence of late sequelae of trauma, the failure of 'lunp suh conpensation to
provi de adequate income - and again the accident victimwll need ' post -

accident' care or assistance.

In our report we use the termpost accident care to enbrace all aspects of the
care needed by, and sonetines provi ded to those who have suffered physical or

mental trauma resulting from accident.
1.2 The post-accident 'maze'

Wat ever the cause of a serious ' accident' - a genetic aberration, physical
trauma, degenerative disease - the afternmath will be a journey through a naze
of services and agencies. Travelling through the nmaze the accident victimmay
be supported, hel ped, and sonetines hindered by a variety of professional and
ancillary workers, by a formdable array of legislation, legal and

admnistrative procedure, by famly, friends and fellow victins.

Anong the determnants of the path foll owed by the vi CtimV\jII be the nature of
the accident; how, where and by whomit was caused; the kind and extent of
injury suffered; the victims age, sex, ethnicity and narital status;
educational , occupational, socio-economc and insurance status prior to the
accident; the advice given to and the decisions made by or for the victimafter

the accident. Sone victins will find a short and speedy path through the maze/
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for others the path will be nmore Iengthy and take |onger to traverse; sone wll
never really escape the maze but will remain for the rest of their |ives either

deeply entrapped or less tightly bound around its periphery.

This survey attenpts to describe the major elenents of this maze, the commonly
travel led paths wthin and through it, the problens which are encountered both

by the travel l er and those who work wthinit.

1.3 The needs, the providers and the programrers

1. 3. 1 For purposes of description, eval uation and comment it is
convenient to divide the broad field of post-accident care into
three maj or sectors

the needs

the providers, and

the programrers.

1. 3. 2Theneeds
Under this rubric are placed the wide array of post-accident
needs. The maj or groupings of need to be consi dered in our review
are |
- incone nai ntenance
- nedical care, including nedical rehabilitation
- equi pment, prostheses, aids and honme nodification
- information and counsel | ing
- acconnodat i on
- daily living needs
- education
- vocational assessnent, training and pl acenent

- social and recreational activities
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Not all these needs wll necessarily be felt by a particul ar
accident victim and the constellation and relative priority

ranking of that victim s needs will vary fromtine to tine.
1.3.3 The providers

This headi ng covers the persons and agencies directly concerned
w th nmeeting the needs of accident victins through the provision of
services, goods and rmoney, or less directly through the provision

of funding to agencies and people dealing directly with them

The follow ng sub headi ngs enbrace all the maj or provider groups
- the Federal Qovernnent
the N.S. W Governnent
- local governnent
- non-governnment, not-for-profit agenci es
- non- goverhmant, for-profit agencies
- relatives and friends of accident victim

- 'self-help' agencies
1. 4 The Progr aner s

The third maj or headi ng serves to bring together a group of agenci es whose
activities are concerned with the identification of accident victins' needs and
t he devel opnent of neans whereby those needs may be nmet. These programm ng
activities include

- policy nmaking

- planni ng

- advising

- coordinating
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- advocacy

- eval uating
1.5 inter-relation of needs, provision and progranm ng

In an ideal situation the programmers woul d ensure that the provision of
services, goods and cash exactly matched needs. In reality this is not always
so, as we shall see. And, again we shall see, an agency nay be a provi der and
al so engage in progranmng. Conmonly, too, a provider wll endeavour to meet a
variety of needs; sone agencies have as their objective the meeting of a range
of needs so as to provide a relatively 'conprehensive' service; others are

pr edom hantly concerned with neeting one or a few rel ativelly Iinited'types of

need but also attenpt to cope with sone other needs which arise incidentally.

The relationship of the three sectors described here is illustrated on page 12

in Figue 1.1
1.6 CQar nodus operandi and information sources

Qur brief was to describe the rehabilitation and 'after-care' services
available to victins of motor vehicle accidents in New South Wl es. As we have
noted, the needs of these victins are not, wth a few exceptions, different
fromthose of people who have the msfortune to suffer other types of

accidental injury or msadventure. Nor, wth few exceptions, have services been
established to deal with the probl ens posed by the sequel ae to notor vehicle
accidents. Therefore a full examnation and description would entail inquiry
into a very wde range and an enornous nunber of agencies and activities in the
health and welfare field. Mrely to list the agencies is a daunting task - the

Handi capped Persons' Services Drectory published in 1982 by the N.S. W

Qounci | of Social Service took 180 pages, each listing sone six or seven named
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agencies, to present What was acknow edged to be an inconpl ete cat al ogue(1).
Mbst of the agencies listed could be involved in one or nore aspects of the
rehabilitation or after care of motor vehicle accident victins. Hindreds nore,
for exanpl e nost public and private hospitals and nursing homes, were not
listed as separate entries, although any one of themmght be|called upon to

provi de such care for these victins.

At the outset it was obvious that, given the fourteen working weeks

( Sept enber - Novenber 1983) allotted to this review, we found several inportant

constraints, including

(a) tine and distance limted the nunber of personal visits that coul d be made

to agencies;

(b) assumng a readiness and ability of agency staff to conpl ete a postal
questionnaire, the conduct of a large scale nail survey was inpossible
because of lack of tine for adequate ' remnder’ followups and for

collation and analysis of a large nass of dat a;

(c) the great differences in agency size, function, organizational
characteristics, location, et cetera precluded anything in the nature of
probability sanpling; and since the characteristics of nany agencies were
but sketchily docunented, the drawng of a 'representative sanple posed

great probl ens;

(d) the routine operating statistics recorded by many heal th and vel fare
agencies are rudinentary, therefore only very limted infornation

regarding utilization of agency services by notor vehicle accident victins

is available at relatively short notice, if at all;
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(e) we lacked the resources to carry out anything approaching a valid
eval uation study of the services available or provided; for nany of them
no proper eval uative criteria have yet been formul ated; thus any
eval uative comments we woul d offer would be based | argel y on broad

criteria, inpressions and anedot es.

Recogni sing these difficulties we decided to seek information fromthree
sources. The first of these was a collection of published and unpubl i shed,
official and unofficial naterial in the formof directories; annual repbrts;
reports on special studies; 'public awareness’ booklets and panphl ets;
journals, nagazines and so on enanating from agencies concerned wth wel fare
rehabilitation and aftercare; legislation; procedure manuals, et cetera. Sone
of this naterial was |located through systematic searches in |ibraries, sone

fromindivi dual agencies, sone from personal contacts. '

The second source of information was a relatively snall-scal e postal
questionnaire survey. A questionnaire relating to agency objectives, services
provided, facilities available, admnistration, staffing, finances, charges to
recipients of services, clientele, case |oad, case m x, outcone of contacts,
probl ens and pl ans was prepared (see Appendix A) . This was nailed wth areply
pai d envel ope to 200 agencies sel ected fromthe NSWQounci| of Social Services'

Handi capped Persons' Services Directory(® Gounds for selection were that

an agency was known to us as providing services to notor vehicle accident
victins or was thought to be a likely provider of sone service to them Nnéty
one questionnaires were returned fully or partially conpleted; another eight
were returned fromagencies with no responses entered other than .t hat they had
no notor vehicle accident victins among their clientele - an overall return

rate of nearly fifty per cent.
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Qur third informant source conprised individuals active in the provision or
programm ng of services for handi capped persons. These infornants were either
known to us as know edgeabl e figures in the field of rehabilitation and after
care or were brought to our attention in the ' snowbal ling process which
i nevi tably occurs when know edgeabl e peopl e are contacted in an area of their
concern. Sone twenty relatively lengthy interviews were conducted, discussion
bei ng guided along the lines of the questionnaire content nentioned above; a
much |arger nunber of briefer contacts, in person or by tel ephone were nade,

but pressure of time precluded records being kept of all of these.

VW did not attenpt to contact two very | arge, very inportant !g}roups of

providers - the first made up of relatives and friends who carry nmuch of the
burden of caring for sone accident victins, the second being constituted by
private practitioners of medicine, |aw, accounting, physiotherapy, domcil Iiary.
nursing and other occupations relating to rehabilitation and aftercare. It was
our opinion that nmore light woul d be shed upon the activities of menbers of
these provider groups by other studies bei ng conducted under the auspices of

the N.S. W Law Reform Gommission than could be shed with our |imted resources.

Nor did we contact a third, much snaller group of providers, the insurers whose
role in providing noney for rehabilitation and aftercare i s, in nany cases, a
central one. it was our belief that those who commissioned this present study

had inquired into the role and function of these agenci es.

To obtain a proper picture, drawn in perspective, of the extent to whether
particul ar types of agencies and services are actually used by notor traffic
accident victinsg and to identify the strengths, weaknesses and | acunae in the

system one nust review the experience and opinions of the victins thensel ves.
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This conpl enentary review is being conducted by other investigators on behal f

of the New South Vél es Law Ref orm Conm ssi on.
1.7 Qnmments on nodus operandi and information sources

Athough the findings of our searches for information are presented at sone
length in subsequent chapters of this report, it is pertinent here to coment

upon sone aspects of the nodus operandi and infornation sources.

In terns of information yield, the 'literature review is by far the nost

ef ficient approach to describing what we have dubbed 'the maze'. In addition
to enabling one to build up the formal structure fromofficial docunents, the
literature includes much 'unofficial' conment reflecting the views of providers
and their clientele. Personal communication wth provider personnel also hel ps
to "fill out' the framework constructed fromofficial publications, although
often the comments nmade and opi nions expressed are to be found in witten
materials. However, nuch of the witten and spoken conments and opi ni ons
reflects anecdotal, inpressionistic material which woul d take perhaps weeks of
careful investigation to substantiate or refute. For exanple statenents such
as 'the young ones and ol d ones like to be together' and 'the nentally

handi capped shoul dn' t be separated fromthe physically handi capped were
repeated by nunbers of informants but we had no opportunity to exanmne their

validity.

The postal questionnaire survey was, as we anticipated, of limted val ue. Mtor
vehi cle accident victins in need of rehabilitation and aftercare are far

out nunbered by peopl e whose simlar needs arise fromother causes; consequently
not or vlehi cle accident victins make up only a snall fraction, or, in nany

i nstances, none, of the case load of nost agencies in this field. A survey of

those agencies wll reveal perhaps a |ot of infornati on about health and
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wel fare agenci es general |y, but not nuch that is of any specific and particul ar
rel evance to the problens of caring for notor vehicle accident victins. The
survey confirned the absence of detailed statistical records in agencies | arge
and smal|l, agencies' difficulties and uncertainties associated wth funding,
their attenpts to cover a w de range of needs w th i nadequat e |resources in
terns of trai ned personnel, finance and | ack of appropriate back-up facilities.
But these are shortcomngs probabl y pervadi ng the heal th and wel fare servi ces
general ly, and their proper description and assessnent goes far beyond t he
bounds of our limted concern. Late in 1983 advertisenents appeared in
newspapers cal ling for submssion of views regardi ng the effectiveness,
coverage and admni stration of prograns of special services fdr di sabl ed
peopl e(3). The findings and recormendat i ons energi ng fromthi s i nquiry may be

of rel evance to the care of notor vehicl e acci dent victi ns.

It nust be borne inmnd that areviewof the type we have reported here may,

if not used cautiously, lead in incorrect conclusions. The anmount of space
devoted inthis report to a particul ar agency or group of providers of care
bears norelationtotheir relative inportance inthe overall rehabilitati on
and aftercare of notor vehicle accident victins. The central rol es pl ayed by
victins' relatives, friends and by a private practitioners of several
professions get but littlenention in areport such as this - but in many cases

they are crucial to the wellbeing or otherw se of the victim

1.8 The format of our report

The acci dent vi cti mexperiences needs, turns to providers for assistance in
neeti ng those needs, and t hen, perhaps finding that there are probl ens whi ch
are not being dealt wth adequately, nay focus attention on progranmmers'

activities or lack of them
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But to gai n an understandi ng and appreci ation of the conplexities of providing
post accident care it is perhaps best to look first at the providers. Then we
devot e one chapter to each of the eight categories of need listed in 1. 3. 2
above, give sone description of the need and review the present provision to
meet that need. That review includes such matters as the agenci es concerned;
the scope and scale of their activities; where appropriate details of
organi sation, staffing, finance, client eligibility criteria, case-load and
case-mx; their achievenents and their probl ens* Each chapter includes sone
eval uative comrents. Chapter 12 is concerned wth programmng activities - the
agenci es concerned, the roles they play and the functions they perform The

final chapter presents a summary of the present situation regardi ng post

accident care in New South Wal es.

1.9 Anote on termnol ogy

For sone purposes it is necessary to define strictly the concepts to be used in
reference to peopl e havi ng sone physical or nental disability. Thus the _
Australian Bureau of Satistics used the followng definitions in its Survey of
Handi capped Persons 1981(%), based on those in the Wrld Health

Qganisation's International Qassification of Inpairnments, Dsabilities and

Handi caps -

A di sabl ed person is a person who has one or nore of the
followng disabilities or inpairments. These have to have

lasted or be likely to last for 6 nonths of nore:

(a) loss of sight (even when wearing gl asses or contact
| enses);

( b) lossof heari ng;

(c) speechdifficulties in native | anguage;
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(d) blackouts, Afits, or loss of consci ousness;

( e) slowness at | earning or under st andi ng;

(f) inconplete use of arns or fi ngeré; :

(g) inconplete use of feet or |egs;

(h) long termtreatnent for nerves or an enotional
condi ti on;

(i) restrictionin physical activities or in doing physical
wor k;

() ) disfi gurerreht or def ormty;

( k) need for hel p or supervision because of a nental
disability;

(1) long termtreatnent or nedication (but is still
restricted in sane way by the condition being treated).

A disabling condition is that condition which caused one or

nore of the disabilities or inpairnents |isted above.

A handi capped person is a disabl ed person aged 5 years or
nore who is further identified as being limted to sone
degree in his or her ability to performcertain activities
or tasks inrelation to one or nore of the followng five

ar eas.

(a) self care;

(b) mobility;

(¢) comuni cati on;
(d) school i ng;

(e) enpl oynent.

D sabl ed persons aged under 5 years are all regarded as

bei ng handi capped.
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In this report of our reviewwe use the terns 'disabled person' and

" handi capped person' interchangeably, without the constraints of age or
duration of inpairment or disability inposed in the ABS definitions. Generally
we use these terms interchangeably too with the term'accident victimb . if the
terms 'accident victim or, nore specifically, 'motor vehicle accident victin

are used in a restricted sense, this should be clear fromthe context.

Footnotes

1. Hew South Wal es Council of Social Service, Handi capped Persons' Services
Drectory, (Sydney, NSWOCSS, 1982).

2. Id.

3. See section 12.4 bdow for more details of this review.

4. Ausralia Bureau of Statistics, Survey of Handlcapped Persons, 1981,
(Canberra, AGPS 1982).
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CHAPTER TVO

THE PROVI DERS

2.0 The New South V&l es Gounci| of Social Service published, in 1982, its
first Handi capped Persons' Services Drectory. More than a thousand agencies
concerned with meeting the needs of the handi capped were listed. For

descri ptive purposes these agenci es nmay be grouped into six categori es,
categories which reflect such inportant admnistrative characteristics as
sponsorship, legal status, management, finance and staffing. A seventh
category of provider is shown in the list below, a category very different from

any of the preceding six, yet immeasurably inportant in neeting the needs of

accident victins -

- Comonweal th Gover nnent agenci es

- N.S.W Sate Governnent agencies

- Local governnent agencies

- Non-governnent, not-for-profit agencies
- Non-governnent, for-profit agencies

- 'Self-help’ agencies

- Relatives and friends

G the thousands of agencies within the first six categories serving the
handi capped in this State, few are concerned solely wth accident victins,

al nost none solely wth notor vehicle accident victins.

In this chapter the principal roles of each maj or provider group are outlined;
nore detailed description of the activities of individual agencies is to be

found in the chapters devoted to clients' needs.




-16-

2. 1 Conmonweal t h Governnent agenci es

The greater part of federal provision for the handi capped, and thus for

accident victinms, is admnistered through four departnents -

2. 1. 1 Departnent of Social Security

2. 1. 2Departnent of Heal th

2. 1. 3 Departrent of Veterans' Affairs

2. 1. 4 Departnent of Enpl oynent and I ndustrial Rel ations

Gher federal departnments also have readily identifiable prograns directed

towards neeting sone needs of handi capped persons, including -

2. 1. 5Departnent of Housi ng

2.1.6 National Library

2. 1. 7<hool s Comm ssi on

2. 1. 8 Departnent of Sci ence and Technol ogy

2.1.9 Taxation Gfice

2.1.1 Commonweal th Department of Social Services

The Departnent assists the handi capped through cash paynments whi ch constitute
the maj or source of inconme for many, through subsidies for a variety of
facilities and services and directly through the Conmonweal th Rehabilitation
Service. The Departnent also plays a part in the Coomonweal th health benefits

schene as the assessing agency for issue of health benefit cards.

The Department’' s Sate Headquarters and central offices of Wl fare and

Rehabi litation Services are located in the dty of Sydney. The 1982-83 Annual

Report of the Departnent |isted 69 regional offices covering New Sout h
Wal es(1).
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The Departnent admnisters the follow ng prograns which rmeet sone of the needs

of the handi capped -

2.1.1.1 Gash paynents to individual s under the Social Security Act, 1974,
Parts I'I1, VII, MIAand M 1B

These paynents provi de basic incone support and inconme suppl enentation to neet

particul ar needs. They include -

(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)
(x)
(xi)
(xii)
(xiii)
(xiv)

Inval i d Pensi on

Age Pensi on

Spouse Carer' s Pensi on

S ckness Benefi t

Handi capped Chil d' s A | owance
Supporting Parent's Benefit

Mot her' s/ Quardi an' s Al | owance

Suppl enent ary Assi st ance

Rehabi l i tation A | onance

Vocational Training - Living Anay From Home Al | owance
Shel t ered Enpl oynent Al | owance

I ncentive A | owance
pen Enpl oynent I ncentive Al owance

Mobi ity Al onance

Details of the first eight of these schenes are to be found in Chapter 3, and

of the other six in Chapter 10 bel ow.

2.1.1.2 Commonweal th Pensioner Finge Benefits Schene

The Departnent assesses eligibility for, and issues Pensioner Health Benefit

cards and Health Care cards. Holders of these cards are entitled to a range of

health related benefits and, for PHB card hol ders, other concessions whi ch nay
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reduce their living costs. These benefits and concessions are financed from
Commonweal th, Sate and |ocal government sources and by private busi ness

enterprise - see Chapter 3 bel ow.

2.1.1.3 Handi capped Persons \élfare Program

Based on the Handi capped Persons Assistance Act 1974, the program provides both
capital and recurrent subsidies to voluntary non-profit or |ocal governnment
bodies for the provision of sheltered enpl oyment, activity therapy and trai ni ng
services and for residential accommodation, the programis nentioned at greater
length in Chapters 4, 7, 10 and 11 bel ow.

2.1.1.4 Residential accommodation for permanentl|y disabled people aged 16

years and nore under the Aged or Disabled Persons Hones Act 1954 and
the Aged or Disabled Persons Hostel s Act 1972

The programmnakes availabl e capital subsidy for the provision of newfacilities

and extension of existing homes - see Chapter 7 bel ow

2.1.1.5 Personal care subsidy under the Aged or D sabl ed Persons Hones
Act 1954

2.1.1.6 Honme care subsidies to the States under the Sates Gants (Hone Care)
Act, 1969, Part 11

These subsi dies support respectively personal care services to hostel residents

and persons living in their own honmes - see Chapter 8 bel ow.

2.1.1.7 Delivered neal s subsidy under the Delivered Meals Subsidy Act 1970

Non-profit organi zations and | ocal government bodi es nay be granted subsidy

towards the cost of providing 'neal s-on-wheels' - see Chapter 8 bel ow
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2.1.1.8 Children's service programunder the Child Care Act 1972

Funds are provided to the Sates and Northern Territory for the support of a
range of services including child day care centres, pre-schools and special
services for handi capped children. Al services funded under this programare

expected to give priority to handi capped children (see Chapters 8 and 9 bel ow) , .

2.1.1.9 Commonweal th Rehabilitation Service (CRS) under the Social Security
Act 1947, Part M1

CRS is the maj or avenue through which the Departnent provides wel fare services
direct to disabled clients. The service places particular enphasis on neeting
the individual social and vocational needs of its clients (see Chapters 4, 8,

10 and 11).

2.1.1.10 Senior citizens' centres and wel fare officers subsidies under the
Sates Gants (Home Care) Act, 1969, Part Il

Capital subsidies are paid to Sate and | ocal governnents for the construction
of senior citizens' centres; States are reinbursed one hal f of expenditure on

salaries of welfare officers associated wth these centres - see Chapter 11

bel ow.
2.1.1.11 Print-handi capped schene

Gants are nade to publishers to assist in the production of Braille and audi o

books for the print-handi capped - see Chapter 8 and 11 bel ow.
2.1.1.12 Qant-in-Ad Program

Maj or coordinating bodies nay receive grant-in-aid funding under this program-:

see Chapter 12.
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2. 1. 2 Commonweal t h Departnent of Health

This departnent assists in neeting the needs of the handi capped mai nly t hrough
fundi ng progranms, sone of which direct finance to Sate governments and

agenci es, sone to non-governnent agencies and sone to individual s to assist
themin buying care or obtain goods and services free or at less than narket

pri ce.

a) Several of these prograns support inportant areas of health care delivery
to the coomunity general ly; one group within the comunity that obviously
benefits is that conposed of accident victinms. These general prograns

i ncl ude

grants to the States for:- public hospital services

communi ty heal th services

subsidies on a ' per occupi ed bed day' basis to: private hospitals

nur si ng hornes

financing deficits of not-for-profit nursing homes

Medi care, nursing hone and pharnaceutical benefits schenes

supervision of private health insurance arrangenents

b)  Prograns which benefit handi capped peopl e particularly - provided they

neet eligibility requirenents - include

- pensioner health benefit card and health care card arrangenents

provi ding sone health benefits free or at reduced cost
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horme nursi ng subsi dy schene

domciliary nursing care benefit

provi sion of nedical and surgical appliances and ai ds under the PADP
schene - this schene is funded by the Commonweal th but detail ed

admnistration is in the hands of the Sate Heal th Departnent

grants for paranedical services for aged persons

c) Qher prograns which are of benefit to individuals include the provision
of hearing aids free of charge through the National Acoustic Laboratory
and the Isolated Patient Travel and Accommodati on Assi stance Schene

(1 PTAAS)..

Ful l er detail of Commonweal th Departrent of Health prograns will be found in

later chapters of this review

2. 1. 3 Veterans Affairs Depart ment

The conpr ehensi ve nedi cal services operated by this departnent nay be nade
avail able for the treatnent of accident victins since Departnental institutions
have now adopted a ' community service' role in addition to their prinmary
concern for service-related conditions of veterans. Repatriation Artifical
Limb and Appliance Centres operate a schenme to provi de free prostheses and

simlar appliances to those who need them
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2.1. 4 Coomonweal th Taxation Gfice

A concessional rebate on incone tax is available to people who contribute to

the care of severely handi capped rel ati ves.

The Gfice admnisters the schene whereby exenption fromsales tax may be

granted to handi capped persons purchasing a notor vehicle or spare parts.

2. 1.5 Commonweal t h School s Comm ssi on

Qants are made under the Cormission' s Special Education Programto assist in
the provision of educational facilities and services for the di sadvant aged,

i ncl udi ng handi capped peopl e.

2. 1.6 Comonweal th Department of Science and Technol ogy

Funds are provided for specific projects to assist disabled people.

2.1. 7 National Library

The National Library projects of benefit to the handi capped incl ude.

- ABLEDATA - a conputer based infornati on service on comrmercially

avai | abl e products and technical aids for vdi sabl ed peopl e
- National Whion Catal ogue of library material for the handi capped

- Drectory of library services for the handi capped in Australia.
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2.1.8 Gher Commonweal t h agenci es

Arong ot her agenci es conducting prograns of benefit specifically of benefit to
t he handi capped are the Departnent of Housing and Gonstruction and the

Commonweal th Public Service Board.
2.2 N.S.W Governnent agencies

Governnental agenci es concerned wth the needs of accident victins include the
Departrments of Health and of Youth and Community Services (YACS), the
Governnent Insurance Gifice and the Wrkers' Gonpensation Commssion. Qhers
havi ng prograns of benefit to victins of accident include the education
departnents, Whban Transport Authority, the Housing Comm ssion, the Anti
Dscrimnation Board and the Industrial Registrar's Ofice. This list is not

exhaust i ve.
2.2.1 N.S W Departrment of Health

The Departnent admnisters legislation relating to public and private hospital s
and nursing honmes, and that relating to nental health. A though nany public
hospital s are governed by boards, the Departnent exercises very considerabl e,
and increasing, control since it regulates the finances and to a consi derabl e
degree the staffing and equi pnent of public hospitals. Mjor nedical
rehabilitation units are generally located in public hospitals; the present
policy of devel oping regional assessnent and rehabilitation units and teans

whi ch work both inside the hospitals and in the coomunity is closely |inked
wth the public hospital systemand with the Departnent's community heal th
servi ce devel opnent prograns. Sone nursing hones and the Sate psychiatric and

nental retardation institutions which provide care for accident victins anong

ot her handi capped patients are under direct Health Departnent control. Private
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hospital s and nursi ng hones, though not under the State Health Departnent's
control as to their detailed activities, are neverthel ess |icensed by and
subject to inspection by Health Departnent officers. The N.S.W Anbul ance
Service admnistration is very closely tied to the Heal th Departnent structure.
The Health Departnent admnisters the GCommonweal th funded PADP schene nenti oned

earlier in this chapter.

2.2.2 Departnent of Youth and Conmmunity Services

In 1978 the Hew South Wl es Governnent established the Handi capped Persons'
Bureau wthin the Departnment of Youth and Cormunity Services. The Bureau' s
nmai n functions are the coordination and devel opnent of state social welfare
services for handi capped peopl e, the provision of advice and assistance to
communi ty groups on devel opi ng services for handi capped peopl e, and

adm ni stering governnent finances and programmes to agenci es providing those
services. The total anmount of subsidy available for allocation between the
sel ected agencies is not |large. The 1983-84 Budget provided for an estinated
$2.7 mllion to be available for allocation in that fiscal year.(2) Arong the
recipients of grants are 'programmng agencies such as the Australian Gouncil
on Rehabilitation of the D sabled and the Association of Sheltered Wrkshops,
and 'provider' agencies such as the Australian Quadrapl egi ¢ Association and
Technical Aid for the Disabled. OQver the past fewyears the Bureau has been
engaged in devel oping a schene for licensing of residential facilities to
ensure that mni num standards of ' boardi ng house type acconmodati on for

handi capped people wll apply throughout the State. A simlar project in
cooperation wth the Association of Sheltered Wrkshops is ained at

establ i shing m ni nrum standards for sheltered workshops. The Bureau has

encouraged the establishnent of self hel p groups which provide ' respite care',

that is relief care for parents of handi caped chil dren.
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Mtor traffic accident victins may al so benefit fromother programmes of this
Departnment. Mney and other nmaterial assistance (i n the formof bl ankets,
footwear, travel concessions) may be provided to di sadvant aged persons
experiencing an imediate financial crisis; the 1983-84 Budget provided for
$21.6 mllion dollars to be available for such purposes.(3) The N.S.W. Home
Care Service, (described at greater length in later chapters of this report),
whi ch provides full-tine or part-tine assistance in the hone on a tenporary or
continui ng basi s where the househol der is unable to engage in normal househol d
duties, is subsidised through this Departnent, the Budget allocation for
subvention in 1983-84 being $23. 7 m | li on. (4)

2.2.3 Wrkers' Conpensation Comm ssion of N.S. W

The activities of this agency are not dealt with in this review

2.2.4 N.S.W Departnment of Education

The Departrent is responsible for the operation of education services for all
children of school -age throughout the State. Provision by way of special
teachers, special classes and special schools is made to neet the needs of
handi capped chi | dren, including accident victins.

2.2.5 N.S.W Department of Technical and Further Education (TAFE)

TAFE offers a very wide variety of vocational and general education courses,

many of which are suitable for handi capped adul ts.
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2.2.6 The Wban Transport Authority of N.S.W.

In addition to concession fares on public transport available to sone social
security beneficiaries, the Authority subsidises a schene to provide

handi capped people wth the service of taxis specially adapted to their needs -

at reduced fares.
2.2.7 The Housing Comm ssion of N.S. W

The Gommissi on has arrangenents whereby the need of the handi capped for
reasonabl y priced housing and housing nodified to mnimze the effects of

handi cap may be met. Goup hone projects are al so sponsored by the Cormission.

2.2.8 N.S.W Anti-D scrimnation Board

Legi sl ation provides a neans Wereby a handi capped person who feels that she or
he has been subjected to discrimnation on the grounds of handi cap nay seek

inquiry into and appropriate redress of a conpl aint.
2.2.9 HS W Industrial Registrar's office

This office is enpowered to issue 'slow worker' permts to handi capped peopl e

seeki ng enpl oyrent .
2.2.10 GQher departnents - H. S. W

A nunber of other Sate Governnent agencies operate snall scale prograns to the

benefit of handi capped peopl e.




-27-

2. 3 Local governnent agencies

Local gover nnent counc;i I's provide a variety of services for the handi capped and
ot her di sadvantaged people living in the areas of their jurisdiction. Sone

are provided directly through a wel fare departnent or section of the council's
admnistrative structure; others are provided indirectly by financial
contributions fromrate revenue. Sone local governnent welfare activities are

supported in part by federal and Sate subsi dies.

Pensi oners nay be granted sonme relief fromthe payment of council rates - see

Section7. 2. 4bel ow.
2.4 Non governnent, not-for-profit agencies

Turn to al nost any one of the 180 pages in the N.S.W Gouncil of Social

Services ' Handi capped Persons' Services DOrectory’ on which agencies are |isted

al phabetically and there will be found, anong the six or seven listings, at
least 3 or 4 non-government, not-for-profit agencies serving the handi capped in
sone way or ways. The services offered range fromAto Z or rather Ato Y,

" Yout h, handi capped, social devel opnent' being the last heading in the Index to

Services. (°)

Many of these agencies receive financial support fromfederal, Sate or |ocal
governnment funds - sonetines fromtwo or all three sources. Revenue is derived
al so fromsuch sources as charges to clients, charitable donati ons, sales of
work, public appeals, street stalls and fetes, et cetera. Those receiving
government funding are subject to sonme degree of governnment direction and

control - often this is very light.

A though sone of the larger ones now have the structure and nodus operandi of
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| arge scal e business enterprise, agencies in this category represent the
continuance of the spirit of philanthropy which has played, and still plays, a
very inportant part in the provision of health and wel fare services in this

country.
2.5 Non-government, for-profit agencies

Under this heading we include the private practitioners of the several

prof essi ons whi ch serve the needs of the handi capped. Here too are placed the
private for-profit hospitals, nursing hones, assessnent and treatnent centres,
boar di ng houses, nursing and hone care agencies, pharnaceutical and nedi cal
equi pnent suppliers, linb-nakers et cetera - the list is along one. That this
private enterprise sector is essential to the present provision arrangenents is
reflected in the fact that a |large part of the revenue of this sector is
derived by way of subsidies paid by governnments. Activities wthin this sector
are to a considerabl e degree subj ect to sone governnent control - sone control
being exerted directly thrbugh regul atory legislation and through financial
control, sone indirectly through the necessity for private enterprise to

conpet e agai nst governnent and gover nnent - subsi di sed not-for-profit agencies.
2.6 ' Self-help' agencies

In general these agencies cone wthin the non-governnent, not-for-profit

category but are distingui shabl e because the sponsorship and direction of the
agency cones frompeopl e who are thensel ves handi capped rather than from

wel | -intentioned ot hers.

The Association of Self Help Qganizations and G oups (ASHOG), founded in July
1975 and fornmal |y established in July 1976, is acoalition of self hel p bodi es

covering needs of a w de range of people including those wthin approxinately
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thirty areas of disability and those in parent groups. The Associ ation
nmaintains a register of self help organizations in New South Wal es; it operates
a seven-day-a-week information referral phone service; and an after-hours
crisis tal k-out phone service for people wth handi caps and their relatives and

friends.

For the year ended 30 April 1984 the Association operated on an incone |ess
than $5, 000, wth $4, 000 being received fromthe State Covernnent's Departnent

of Youth and Gonmunity Servi ces.

Probl ens faced by the Association and its menber bodies include uncertainty as
to future funding;, difficulties in securing tax concessions as not-for-profit
"benevol ent’ organi zations; the inability of self help groups to afford the
~high cost of attendance at maj or conferences and thus infornation-sharing is
restricted; being called upon by governnent and other planning bodies for

comrent, information and advice only when decisions have already been nmade.

The quarterly journal, ASHOG News, is incorporated in the publication

| ndependence, published by the Self-Help Association for Miltiple Slerosis and
Alied Osorders (SAMSAD).

2.7 Relatives and friends

The contribution of relatives and friends to the care of accident victins and
ot her handi capped peopl e is i measurable. Mich discussion of conpensation to
notor vehicl e accident victins focusses upon the needs and probl ens of the
persons actually involved in accidents. Mich less frequently is mention made of
‘conpensating the 'secondary victins' - those famly nenbers and others whose

lives are disrupted, expectations drastically altered, hopes shattered as a

consequence of accident involving a relative or close friend.
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2.8 Problens of conplex system

Al though, as stated earlier in this report, we did not attenpt to undertake any
detailed eval uative enquiries, there are certain questions which arise whenever
one confronts a heal th and wel fare service system conposed of a multiplicity of
providers operating under a variety of auspices, and ained at neeting a w de
range of personal needs. These questions relate to such natters as the
availability of clear statenents of policy, of objectives, of operational

gui del i nes; the presence and adequacy of nechani sns for coordination,
cooperation, and 'quality control', equity in allocation of resources;
accessibility of services and benefits in terns of geographic |ocation,
financial barriers, or disincentives; eligibility rules, their application and
tenporal constraints; grievance handling and appeal machi nery; certainty as to
future funding - and so on. It cane as no surprise to us to find that in our
short descriptive reviewwe encountered either exanpl es of or nention of
shortcomngs in every one of the natters listed here. To investigate fully the

ramfications of any shortcomng was quite beyond our limted resources.

Foot not es

1. Departnent of Social Security, annual Report 1982-83, (Canberra, AGPS,
1983), p.183.

2. New South Wil es Parlianent, Budget Estinates G assified by Program
1983-84, (NSW Gvernnent Printer, 1983), pp.428-429.

3. 1d., p.426.
4. 1d., p.433.

5. New South VWl es Qouncil on Social Service, _Handi capped Rersons' Servi ces
Drectory, (Sydney, NSWIOSS, 1982). :
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CHAPTER THREE

I NOOME MAI NTENENCE

3. 1 The need

The literature of medi cal nmanagenent of accident victins |ays great enphasis
upon the necessity to institute rehabi litative neasures fromthe norent that
the patient is admtted to care. No less urgency attaches to ensuring that an
accident victimhas, fromthe tine of the accident, appropriate financial means
to meet the financial demands which continue to be nmade throughout the period
of post accident care - which as we have noted previously, wll in sone cases

extend through the remaining years of life.

Income wi |l be needed to neet denands which are inescapable - that part of the
cost of care in all its many forns which nust be met by the recipient and the
cost of the bare essentials of life in a generally affluent society. In
addition are the demands generated by pre-existing coomtnents, such as
nortgage and hire-purchase payments - and the other future and continui ng
denands arising fromthe obligations and reasonabl e expectati ons generated by

the life-style pursued prior to the accident.

Qearly the incone needs wll vary fromcase to case, and if the period of care
to be covered is a lengthy one, wll probably change over tinme. Consider, for
exanpl e, a two-year old child who suffers severe brain-danage in a notor

vehi cl e accident, who requires intensive hospital care for many nont hs, whose
singl e supporting parent is unenpl oyed; the child later attends a special
school ; as the result of parental neglect she becones a ward of the state;

later she enters enploynent in a sheltered workshop; at the age of 25 years she
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narries a devel opnental | y-handi capped fel |l ow enpl oyee at the workshop and then

becones the parent of two children.

An Inportant area of need related to incone nai ntenance is access to sources of
information and advice regarding financial matters. This topic is dealt with in

Chapter 6 - informati on and Gounsel |'i ng.

3. 2 Categories of income

Incone to neet these needs and demands may be divided into two nmaj or categories
- see Figure 3. 1. The first category covers cash i ncone, the second incl udes

i ncome by way of goods and services. Among the sub categories comon to both of
these groups perhaps the nost inportant distinction to be made is that between
relatively regular relatively long termincone recei pts and once-only, episodic
or relatively short termincone. It is inportant to note that sonetines a once-
only paynent, such as the award of |unp-sun conpensation to an injured worker,

nmay give rise to regular, long-termincone generated fromthe investnent of

that | unp-sum

Here we w il nention the more common and nore inportant sources of incone for
persons whose incone is not wholly derived fromtheir own efforts or fromtheir
own resources. Thus accident victins who are able to derive an adequate incone
through personal effort or frominvestnents nanaged by thensel ves or others on
their behalf wll not be concerned wth any of the incone sources nentioned

bel ow.

The regular long termincone category includes
3. 3. 1 Earnings by the acci dent victi min pernanent or casual enpl oyment.
3. 3.2 Ontinuing financial support fromrelatives and friends.

3. 3. 3Superannuati onschenes.




Figure 3. 1 Categories of income

| ncone

cash ' CGoods and services

Once only/ short term
Long term or episodic Long term Once only or
receipts receipts recei pts epi sodi c receipts

e
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3. 3. 4 Regul ar paynments under workers' conpensation arrangenents.

3. 3. 5 Regul ar paynents under private i ncone-nai nt enance and acci dent
i nsurance pol i ci es.

w

. 3. 6 Social security and veterans' pensions and benefits.

w

. 3. 7 Long t ermsubsi di sed accommodat i on, i ncl udi ng nursi ng horre
accommodation et cetera.

3.3.8 ntinuing receipt of free or partially free goods and servi ces.
Once-only, short termand episodic receipts include:
3.4.1%Sort termstatutory benefits and al | onances.

3. 4. 2 Cash, goods and services received to neet a particular crisis or
epi sode of acute need.

3.4. 3 Oce only supply of medi cal equi prent, prostheses, hone nodification
et cetera.
Host itens in this second category and sone of those in the first are nore

appropriately dealt wth at length in other chapters of this report.

3.3 Long termreceipts

3. 3. 1Earnings fromownefforts

The findings of the Australian Health Survey(') show that a very significant
part of the New South Vél es workforce suffers fromsone formof chronic
disability. But nost of these disabled workers are not currently in the group
of our concern - certainly not all of themare suffering fromdisabilities
directly attributable to accidents, and of those who are, very many can not be
said to be "incare' inthe sense that that phrase is used in our report,
because despite their disabilities they receive the sane incone, have the sane

needs and have the sanme access to services as non-di sabl ed peopl e.

But nunbers of accident victins who are currently 'in care' do participate in
the workforce. The distinguishing features of those in the 'in-care' category

are that their earnings are, because of their post-accident handi cap, |ess than
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those of other workers in simlar enploynent and that those earnings are
suppl enent ed by cash paynents from sone source not directly related to their
enpl oynent - such as an invalid pension or regul ar payments under workers'

conpensation arrangenments. Wthin this group one nay find -

( a) the self enpl oyed
( b) enpl oyees wor ki ng'on apart-tinme or casual basis
(c) enpl oyées hol ding ' sl owworker' permts

( d) shel teredenpl oyees

The nunber of nmotor vehicle accident victins in any one of these categories is
not known. Those in group ( a) and ( b) whose earnings are sufficiently small to
enable themto qualify for part paynent of the invalid pension are included but
not separately identified in the invalid pensioner statistics. At 30 June 1983
there were nearly 76 thousand invalid pensioners in New South Wal es, of whom
about 1 in 10 received a reduced rate(2) pension. The invalid pension may be
pai d to persons over the age of 16 years who are totally blind or pernanently
incapacitated for work to the extent of not less than 85 per cent. Paynent is
subj ect to an incone test for persons other than the permanently blind who are
eligible irrespective of income. It is possible then for an accident victi mwho
is an invalid pensioner to receive a snall incone as the result of her or his
own efforts and still be eligible to receive the pension though the pension nay

be reduced progressively as the |evel of other incone rises.

In late 1983 there were perhaps 40 hol ders of ' sl ow worker' permts enployed in
New South Wal es - the nunber may be less(®. A the end of June, 1983, there
were 3,688 sheltered enpl oyees in the 86 workshops through which sheltered

wor kshop al | onances were paid(4). Nunbers of notor vehicle accidents victins
hol ding sl ow worker permts or enployed in sheltered workshops ar‘e not

obtai nable - but the nunbers are not |arge.
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3.3.2 Continuing support fromfamly and friends

Undoubtedly this nust be an inportant part of the income of many handi capped
peopl e - by way of cash gifts and by way of regular gifts of goods and

Servi ces.

A resident tax payer who contributes to the naintenance of an invalid relative
may be entitled to a concessional rebate under section 15PJ of the |nconme Tax
Assessnent Act 1943. An invalid relative is defined as a child, step-child,
adopted or illegitimate child, brother or sister of the taxpayer who is over 16

and inreceipt of aninvalid pension or is certified as pernanently di sabl ed.

3. 3. 3 Superannuat i on schenes

Gover nnent  sponsored and private superannuati on schenes rmay provide for pension
or |unp-sumpaynent in the event of the person covered becom ng pernanent|y
unfit for enploynent. Schenes which provide for pensions nay of fer
opportunities to commite the whole or part of the pension entitlenent for a

| unp sum payment. In general, superannuation benefits in respect of pernanent
unfitness for enpl oynent are payabl e irrespective of the nature of the cause of
unfitness. Superannuation pensions which are not periodically adjusted
according to changes in the cost of living nay prove to be of limted

useful ness in naintai ning an adequate i ncomne.

Investnent of a lunp sumin an annuity may simlarly lead to an incone of

di mnishing real value due to the effects of inflation.
3. 3. 4 Regul ar paynents under workers' conpensation arrangenent s

Details of the workers' conpensation schene are beyond the terns of reference

of this review
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3- 3. 5 Regul ar paynents under private income-guarantee & acci dent insurance

pol i ci es

Private insurance conpanies offer a variety of policies covering |oss of
earning capacity arising fromaccidental injury. Loss of earnings policies
provi de incone for specified periods. Many policies provide for paynent of a

lunp sumin the event of loss of linb or sight.
3. 3.6 Social security and veterans' pensions and benefits

Accident victins may be eligible to recei ve GCommonweal th pensi ons and benefits
payabl e to persons who have not suffered an accident - for exanple age and
servi ce pensions and unenpl oyment benefits. Pensions and simlar continuing

cash benefits which are nore specifically applicable to accident victins are -

( a) I'nvali dPensi on
( b) Age Pension for aged persons who are blind
( ¢ ) Handi capped Chi |l d' s Al | onance

(a) Invalid Pension, as noted in 3. 2. 1 above, is payable to a person not |ess
than 16 years of age, who is pernmanent!|y incapacitated for work to the
extent of at least 85 per cent or is pernanently blind. The pension is
subject to an incone test (except in the case of a pernanently blind

person) and a residence requirenent.

Invalid pensioners may also qualify for wife's pension, additional pension for
children, supplenentary (rental) assistance, a Pensioner Health Benefit Card or
a Health Card and, in the case of a single pensioner wth dependent chil dren,

Mot her' s/ Quardi ans A | owance.
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The maxi numrates of the invalid Pension are the sane as those for the Age

Pensi on.

In the last fewyears there has been controversy concerning the guidelines used
in the nedical assessnent of invalid pension and the uniformty of their
application. The guidelines were clarified in May 1981 and rel eased for use by
Gonmonweal th Medical Gficers and for the infornmation of the public generally.
The revised guidelines recognise that permanent incapacity for work may result
froma conbi nation of nedical inpairnent and other factors such as a claimant' s

education, age, sex, personal disabilities and lack of skill.

g the 75,735 invalid pensioners in New South Wiles at 30 June, 1983, sonme 70
per cent were mal e, around 40 per cent were narried and over 80 per cent were
assessed as having either no other incone or a weekly incone of |ess than $20
in addition to their pension. Federal expenditure on invalid pensions in NSW
for the fiscal year 1982-83 anounted to $378 mllion or, roughly, one mllion
dol lars every day of the year(5). Mtor traffic accident victins woul d
constitute only a small fraction of all invalid pensioners inthe State;

figures are not avail abl e.

(b) The Age pension, as noted above, is not generally directed towards the
disabled as a distinct group of the aged popul ation, but the Social
Security Act 1947 does nake special provision for the blind aged. The Age
Pension is payabl e to nen aged 65 years and over and wonen aged 60 years
and over. Aclainant nmust in general be residing i n, and physically present
in, Australia on the date of claimng pension and have had ten years

continuous residence in Australia at any time.

The pension is subject to an incone test except in the case of the

permanent|ly blind, who are entitled to the maxi rumrate of pension

i rrespective of non-pension incone.
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( ¢) Handi capped Child's Allowance is payable to a parent or guardian of a
‘severely handi capped child ( a child who has a physical or mental
disability and who needs and is likely to need permanently, or for an
extended period, constant care and attention by reason of that disability).
An allowance is also payable, subject to an incone test, in respéct of a

" handi capped child" (achildwth a substantial physical or nental

disability who needs narginally less care and attention). The child nust be

under 16 years of age (under 25 years in the case of a dependent fulltine

student not receiving an Invalid Pension) and living in the famly hone.

There is no incone test in respect of the allowance for a 'severely

handi capped child' . The allowance in respect of a 'handi capped child' is
only paid where the incone of the parents or guardians, after the deduction
of expenditure which results fromthe child s disability, falls bel ow

specified limts. The allowance is not subject to incone tax.

There were 9, 049 handi capped children's allowances current in New South
Wl es at 30 June, 1983. O these 8,479 were in respect of severely

handi capped chi | drven and 470 in respect of substantial ly handi capped
children. Commonveal th expenditure on these allowances during the fiscal

year 1982-83 totalled, for NSWheneficiaries, $8.89 mllion(6).

In addition to these regul ar |ong-termpaynents to accident victins, the
Federal Departnent of Social Security may provide assistance to naintain

the disabl ed person's famly through

(@) Spouse Car er' s Pensi on

( b) Supporting Parent' s Benefit

(c) Mother's/Qardian's Al |l onances
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A spouse carer's pension is also available through the Departnent of

Veterans' Affairs.

(a) Souse Carer's Pension was introduced i n Decenber, 1983. The pensionis

pai d to men:

(i) whose (legal or de facto) w ves are age or invalid pensioners, or
recipients of rehabilitation allowance (provided they received invalid
pension imedi ately prior to grant of rehabilitation al |l owance).

Veterans' Affairs is paying spouse carer's pension to men whose (| egal

or de facto) wves are service pensioners;

(11 ) whose w ves have a physical or intellectual disability or serious
illness and as a result require constant care and attention, either

permanent|y or for an extended period (at least six months); and

(i11) who permanent!ly provi de constant care and attention for their wves at

hone.

A man may cease to care for his wfe for short periods but still be paid.

This pension is payabl e subject to income test, and is not taxabl e provided

that the man is under 65 and the wonan under 60 years of age.

(d) Supporting Parent's Benefit eligibility was extended i n Decenber 1983 to
include any "married" person caring for a child and whose |egal or de facto
spouse is unable indefinitely to live at honme due to illness or infirmty.

Paynent of this benefit is subject to incone test.
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(e) Mther's/Quardian's Alowance eligibility was extended i n Decenber, 1983 to
a "married" person caring for a child where the coupl e are unabl e
indefinitely to live together at home due to iIIness‘or infirmty of either

partners. The allowance is payabl e subject to incone test.

3. 3. 7 Long-termsubsi di sed acconmodat i on, i ncludi ng nursi ng home accommodat i on

et cetera

This inportant el erment of incone rmaintenance is treated at length in the
chapters concerned w th nedi cal nmanagenent and accommodation. However it is
appropriate to nention here that the Departnent of Social Security nakes

avai | abl e an i ncone suppl enent to eligi bl e pensioners and persons in receipt of
Supporting Parent's Benefit and Rehabilitation Al onance to alleviate financial
har dshi p whi ch might otherw se arise fromhaving to pay rent, charges for

| odgi ngs or board and | odgings, or fees for nursing hone care. Sone accident
victinms may be in one or other category of eligibility for this incone

suppl enent at i on.

3.3.8 Continuing receipt of free or partially free goods and services such as

health care, delivered neals, housekeeping services, et cetera

Gont i nui ng i ncome suppl enentati on by these nethods is dealt wth in sone detail
in chapters concerned with nedical care and daily living. Here it is
appropriate to nention the Cormonweal th pensioner fringe benefits and rel ated

concessi ons.

The Commonweal th Departnent of Social Security issues Pensioner Heal th Benefit
(PHB) cards, Health Benefit ( HB) cards and Health Care ( HC) cards to eligible
persons. Persons eligible for PHB cards include social security and

repatriati on service pensioners, and recipients of rehabilitation and sheltered
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enpl oynent al | onances who conply with the rel evant incone test - the incone
test levels are set at a |level which precludes sonme pensioners and al | owance
recipients fromreceiving a PHB card. Social security sickness beneficiaries
are eligible for an HB card - the incone test for HB card eligibility is the
si ckness benefit income test, so that all sickness beneficiaries are entitled
to this card. The wves and children of PHB & HB card hol ders nay receive the
sane Commonweal th fringe benefits as the social security beneficiaries

t hensel ves

The Commonweal th ' fringe benefits' ‘available to PHB and HB card hol ders are -

- free optonetrical consultations fromparticipating optonetrists;

- a range of free pharmaceutical s;

- free hearing aid services;

- aone-third tel ephone rental concession (subject also to the incones of
co-residents ;

- postal redirection for concessions; and

- a 50 per cent fare concession for travel on Australian National Railways

and the Australian National vnLine(7),

Sate and |ocal governnent bodies al so offer fringe benefits to defined groups
of di sadvant aged persons. Those benefits include |ocal governnent rate
concessi ons and transport concessions for public transport services.
Higbility for those concessions may be based on possession of a PHB

card(®. In New South Wil es at 30 June 1983 there were, including wives, 411

t housand age pensi oners, 86 thousand invalid pensioners, 3,712 sheltered

enpl oynent al | onances and 815 rehabilitation al | onances covered by these
cards(9). It is not possible to determne howmany of those who eligibility

for cards could be attributed wholly or in part to having been involved at sone

tine in anotor traffic accident.
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The Departnent al so admnisters a Health Card schene on behal f of the
Gommonweal th Departnent of Health. This card entitles the hol der and any
dependants to the sane optonetrical benefits as PHB card hol ders, and to a
range of pharmaceuticals at a concessional contribution rate. Those eligible to

receive a Health Care card are

(a) recipients of unenpl oynent and special benefits who have i ncone,

excluding their benefit, below the appropriate GConmonweal th pensi oner

fringe benefits limts;

(b) invalid pensioners or recipients of sheltered enpl oynent al |l owance (or
feci pients of rehabilitation allowance in lieu of one of these
paynents) who enter the workforce and lose eligibility for a pension
or allowance on incone grounds. The card is valid for 12 nonths from

the date that the pension or allowance ceases, irrespective of the

hol der' s incone;

( ¢c) other persons on | owi ncomes who neet specific residence requirenents;

and

(d) mgrants and refugees during the first six nonths of residence in

Australia (free of incone test)(10).

At 30 June 1983 there were in New South WAl es 545, 258 persons covered by Heal th
. Care cards(11).

3.4 Once only, short-termand episodic receipts

Turning to shorter termincone and i ncone suppl ementation, we note
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3.4.1 Short termstatutory benefits and al | onances
Federal |egislation provides for the paynent of
(a) Sckness Benefit (Social Services Act)
( l?) Rehabi litati on A | onance ( Soci al Services Act)
( ¢) Loss of Earnings All owance (Repatri ation Act)

(a) Sickness Benefit is payable to a person who is tenporarily i ncapacitated
for work because of sickness or accident and has thereby |ost incone. The
person nust be at |least 16 years of age and under 65 years (male) or under

60 years (female). The benefit is subject to an incone tet.

S ckness beneficiaries may al so qualify for additional benefit for
children, supplenentary (rental) assistance and a Health Benefit Card. Fom
May 1984, single beneficiaries wth dependent children may al so qualify for

Mot her' s/ Quardi an' s al | owance.

In New South Wil es during the fiscal year 1982-83, an estinmated average of
26. 4 thousand persons were on sickness benefit at the end of each week. An
aﬁal ysis of all those on benefit in May 1983 showed that 77 per cent were
mal e, 62 per cent were single and over 30 per cent had been receiving the
benefit for 12 nmonths or nmore. The published figures did not show how many
beneficiaries were notor vehicle accident victins. Sckness benefits paid

inN.S.W in fiscal 1982-83 totalled $120.55 mi|lion<12).
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(b) Rehabilitation Allowance is payabl e to a di sabl ed person accepted by the
Conmonweal th Rehabi litation Service ( CRS) for a rehabilitation program
provi ded that person is in receipt of or would be eligible to receive a

social security pension, benefit or sheltered enpl oynent allowance at the

time of acceptance.

The Rehabilitation Allowance replaces the forner paynent and is paid at the
same rate and under the sane conditions as the Invalid Pension. It is
incone tested (unless the Invalid Pension is received for blindness) but is
tax free. The nmaxinmumrate incorporates any incidental paynents (eg

suppl enentary assi stance) to which the person was entitled before he
conmenced to receive, or to which he becones entitled during currency of ,
the all onance. The allowance is payable for the duration of the
rehabilitation programand may be extended thereafter for a period of six
nmonths. A recipient of rehabilitation allowance may, in addition, be
eligible for a training all onance, a living away fromhore al |l onance and
for full or partial payment of fares and |iving expenses incurred in

connection wth a CRS program

At 30 June 1983 in New South Wal es Rehabilitation al |l onances were bei ng
paid to 736 persons(13).

(c) Alowance for Loss of Earnings may be paid by the Departnent of Veterans'

Affairs to a veteran who is prevented fromfollowng his or her usual
occupation which results in a loss of earnings because of absence from
enpl oynent due to a non-service related disability where the veteran has
been paid sick | eave previously in the year because of absence due to

service related conditions (subject to a maxi numperiod of entitlenent).
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The naxi num anount of |oss of earnings allowance paynent is the |esser of
the actual anount of earnings lost or the Special (T. andP. | . ) Rate
pension less any disability pension in paynment. The maxinumrate wll be

i ncreased where there are dependants.

During the fiscal year 1982-83, for the whole of Australia, 1, 019 veterans

were paid an Earnings Al lowance,the total expenditure being $261,842(14).

3. 4.2 Cash, goods and services recei ved fromgovernment and non-gover nment

agencies to nmeet a particular crisis or episode of acute need

The low incone of many accident victins and the rapidly increasing cost of
living nake it increasingly difficult for themto meet any marked increased
denmand upon their straitened financial resources. Even predictable large bills,
such as those for rates and electricity, nay create a very serious problem
whil e a sudden, unexpected demand - say the need to visit a seriously ill
relative, a breakdown of a refrigerator or television set, many precipitate a
maj or financial crisis. Wth no financial reserves, the inpoverished accident
vi cti mneeds inmmedi ate assi stance by way of cash or perhaps of goods of sone

description.

Sone of these urgent needs nay be net through the N.S. W Departnent of Youth
and Community Services, which in fiscal 1982-83 expended $11. 4 mllion under
its Budget itemC9, Cash and G her Assistance to Persons in Necessitous

A rcunstances. The 1983-84 Budget Estinates show an estinate of $13 mllion for
this item ). Sone | ocal governnent wel fare departnents, the non gover nrent
wel fare agencies and of course relatives and friends al so play an inportant

role as providers of aid in crisis situations.
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3.4.2 nce-only supply of nedical equi prent, artificia |inbs, hone

nodi fications et cetera

The victimof an accident nmay be faced with the necessity to expend a

consi derabl e sumof money on what might be regarded as a 'capital' item
necessitated by disabl enent - the purchase of a wheel chair, an artificial
linb, a suitably adapted vehicle, or having nodifications made to a dwel |ing.
The cost of itens such as these may be included in the cal cul ation of
conpensation awarded through third party or workers' conpensation arrangenents.
Al so, several schenes provide financial assistance towards the cost of

acquiring these essential aids.

The Commonweal th Rehabilitati on Service nay provide funds for aids, home and
vehi cl e nodi ficati ons needed by persons accepted as CRS beneficiaries. In the
year ended 30 June 1983 in New South Vél es $188. 8 t housand wer e expended on
aids and nodi fications(16). The Repatriation Artificial Linb and Appliance
Centres (RALAC), which operate the federally funded Free Linb Schene, described
nore fully in Chapter 5 bel ow, incurred expenditure for their Australia-w de
activities totalling $5.55 nillion in the year ended 30 June 1983(!’). The
federal Programof A ds for D sabled People (PADP), funded through the
Conmonweal th Departnent of Heal th and operated in Hew South Wl es by the Sate
Heal th Departnent - see Chapter 5 bel ow - supplies a range of aids to‘di sabl ed
persons and al so funds basic home nodifications. In the financial year 1982-83

PADP expendi ture in New South Wl es totalled$1. 6 m|lion(18).

Home nodi fications are also carried out by a nunber of non governnent agencies -

t hese services may be provided free of charge - see Chapter 5.
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3. 5 Changi ng patterns of income nai ntenance

Fromthis summary of the maj or types of incone nai ntenance arrangenents it is
apparent that a nultiplicity of providers are involved as prinary sources of
incone by the direct provision of cash or less directly by providing free or
bel ow cost goods and services to the disabled. The sources available to any

one person nay change as her or his circunstances change.

3.6 The proposed "Assets Test' and its inplications

The Federal Governnent intends to introduce an 'Assets Test' , to operate from
March 1985, to further restrict eligibility for age pension; invalid pension;

wi fe's pension; w dower's pension; supporting parent's benefit; spouse carer's
benefit; rehabilitation allowance; sheltered enploynent allowance and the
Departnent of Veterans' Affairs service pensions. Entitlenent to those pensions
and benefits will be assessed under two tests - an incone test, which is
currently applied, and the new assets test. The test which produces the |ower
rate (or zero) pension or benefit wll be applied. This additional test is
aimed at excluding fromor restricting pension or benefit to persons whose
assets exceed relatively nodest limts. Because, as noted in preceding sections
of this report, eligibility for a range of fringe benefits provided by federal,
State, local and non-governnment agencies is tied to eligibility for the
pensions and benefits to be limted by the assets test, the effects of this

test extend far beyond restriction of eligibility for the pensions and benefits

to which the test is applied.

It is extrenely probable that some notor vehicle accident victins nowentitled
to statutory entitlenents and other fringe benefits will lose their entitlenent
or find the anount and range of benefit restricted. It is inpossible to
estimate the nunber of victins who wll actually be affected when the test

cones into operation. The introduction of the test obviously conplicates the
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pl anni ng of long-term incone nai ntenance for accident victins, particularly
persons who have received or who nmay in the future receive | unp sum
conpensation paynents. Those who are hone owners and who enter a nursing home
or sheltered accormodati on for prol onged periods w Il face additional problens
inthat their hones may cease to be regarded as 'al |l onabl e assets’ , nornal |y
disregarded in assessing eligibility. Provisions of the test which relate
specifically to handi capped persons include exenption fromthe assets test of
"blind* pensioners in respect of eligibility for maxi numrate pension,
additional pension for first child and fringe benefits, and the classification
of special equi prent such as wheel chairs and hearing aids as 'all owabl e

assets'.

3. 7 The broad vi ew of incone nmai nt enance

It could be said that in this chapter a rather broad view of incone nai nt enance
has been taken - so broad in fact that virtually any provision of cash, or of
goods or services to the disabled which entails no expenditure or reduced
expenditure on the part of the disabled can be classed as incone mai nt enance.
This is true. That such a broad view is reasonable is supported by the
publication in Novenber 1983 of the report on incone nai ntenance by the Federal
Parliament's Public Accounts Conmittee('® That report identified 10
GCommonweal th departnents i nvol ved during 1981-82 in schenes which contri buted
to the nmai ntenance of personal incones through the operation of 127 different
prograns. The PAC found that nore than one third of all federal governnment
expenditure could be classified as comng under the broad headi ng of incone

nai ntenance - in 1982-83 that third would amount to more than $20 billion. O
course, only a small fraction of that enornmous sumwoul d be directed to

mai ntai ning incone of the disabled, and an even snaller fraction to the incone
nai nt enance of nmotor vehicle accident victing in Hew South V@l es - neverthel ess
avery small fraction of twenty billion dollars nay be a large sumof public

noney.
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3. 8 I'ncore nai nt enance - the di mprospect

A though we have listed quite a nunber of ways in which the incone of an
accident victimmay be rmaintained, the future for a person whose long term
earni ng capacity has been reduced as the result of accident faces a sonewhat
dimfuture. Those who, after the inposition of the Conmonweal th Gover nment's
assets test next year are entitled to long termsocia security pensions or
benefits, and the fringe benefits linked to the PHB card(?°), certainly have

a consi derabl e degree of incone security, but their income wll probably be
naintained at a relatively low and relatively unchangi ng | evel throughout the
rest of their lives; they are not likely to be able to secure the progressively
increasing standard of |iving which is the nornal expectation of nany incone

earners.

Those who receive sone formof |lunp sun paynent intended to provide themwth
an incone for the rest of their lives also faces a di m indeed potentially very
worrying future. Inflationary trends, the present taxation arrangenents and and
f oreshadowed changes such as the introduction of capital gains taxes, together
wth uncertainties of future economc devel opments wll nake it increasingl y‘
difficult to nanage a lunp sumso as to secure an appropriate |evel of incone
(at the worst, this means a level of incone narginally higher than that

obt ai nabl e by a socia security pensioner or beneficiary) and maintain the
capital necessary to sustain that incone |evel. Few accident victins thensel ves
possess the know edge and experience necessary to nanage effectively |arge suns
of noney, and the credentials, conpetence and perfornance of persons who tender
advice on financial natters perhaps warrants closer scrutiny than they

currently receive - see section 6. 5 bel ow,
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CHAPTER FOUR
MEDICAL MAMAGEMENT

4.1 Inthis Chapter we are concerned with the fol | ow ng aspects of the nmedi cal
care of the accident victins -

4. 2 imredi at e post acci dent care
4.2.1-firstad
4.2.2 - transportation
4.2.3-nonhospital care
4.2.4- hospital 'energency' care

4.3 longer termhospital care
4.3.1 of inpatients - short stay and fast stream
- slow stream -
- later admssions
‘ - readmssions and transfers
4. 3. 2of outpatients

4.4 hospital care - administrative aspects

4.5 |onger termnon hospital -based care
4.5.1 institutional - nursing homes and other |ong stay institutions
4.5.2 non-institutional - private practice
- domciliary care
- training and activity centres
- ot her
4.6 hospital rehabilitation units and rehabilitation centres

4.7 training in rehabilitation nedicine
4.8 admnistrative and organi zati onal issues
4.2 immedi ate post accident care

The needs for nedical care immedi ately foll owng an accident are shown in
FHgured. 1




Figure 4.1 Medical care of the accident victim | - immediate post accident

care
ACO DENT
4
N
Imediate first aid
if necessary,
\V if availabl e - Y
No further _
medi cal Transportation
care to hospital
Non-institutional care
eg by general or specialist
medi cal practitioners
privat e physi ot herapist etc
- wth or wthout subsequent
transfer to hospital IP or
CPD or ot her agency Hospi t al
- care
Figure4, 2

Note: [P or GPD = inpatient or outpatient departnent.

4. 2. 1First aidservices

These may be provi ded by anyone who happens to be at the scene of the accident
i ncl udi ng nenbers of the general public, police officers, anbulance officers.

No charges are levied in respect of these services.

4.2.2 Patient transportation

In many cases where it appears necessary to transport an accident victimto a
treatnent centre private vehicles, sonmetines taxis, are used. If anbul ance
transport is required, the cost of this service will be covered in part by
Sate Government funding of the N.S.W Anbul ance Service. ontributors to the
Anbul ance Gontribution Fund and specified groups of |ow incone recipients

receive free use of the service but other users are required to neet the heavy
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charges levied by the Anbul ance Service. Sone of the health insurance funds in
New South wal es pay contributions to the Anbul ance Gontribution Fund on behal f

of their nenbers, sone do not.

The Anbul ance Service operates air anbul ances for use when other nodes of
transport are inappropriate. Qccasionally helicopters operated either by
government or private agencies are used for the transportation of accident

victins.
4. 2. 3non-hospital care

Fortunately the great majority of people involved in accidents require either
no professional medical care or care only of a relatively trivial nature which
does not require hospital treatment. But because the extent of injury suffered
is not necessarily immedi ately apparent, and the possibility that what

inmedi ately after an accident appears of a mnor nature nay later reveal itself
as a serious nedical problem very many accident victins do present to

hospital .
4. 2. 4Hospital 'energency* care

As is shown in Figure 4. 2, examnation of an accident victimon arrival at
hospital may lead to a decision to send the patient home wth no treatnent

ot her than reassurance and perhaps instructions to report back to the hospital
outpatient departnent or to visit a general practitioner for a check up in a,
fewdays time. Patients who require relatively mnor treatnent such as suturing
of superficial lacerations or reduction and imobilization of sinple fractures
may be simlarly discharged hone with instructions regarding foll ow up
attendances. Mst of these patients do not stay at the hospital |ong enough to

be admtted as in-patients. The state-wde hospital nmorbidity statistics
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col l ection system does not gather detailed informati on about casualty and out-
patient attendances and thus there are no readily available figures as to the

nunbers of notor vehicle accident victins passing through these depart nents.

Figure 4.2 Medical care of the accident victim 11 - hospital care

ACO DENT

Irm_edi ate first ad
I f necessary,
if avail able

y

Transportation
to hospital
Y

(bservat1 on and assessnent
in casual ty depart ment

RN

Minor Maj or

treatment t r eat nent
Tischarge home wth Short 'Fast streamt ' Sl ow stream
or wthout instructions stay nanagenent nmanagenent
as to fol l owup by T e—a
- hospital CPD N —
- private practitioner D scharge hone or to other
- other agency accomodat i on, or transfer

to other institution, wth
instructions as to foll owup
- &PD .
- private practitioner
- other agency

Note: OPD - Qut-patient departnent

As a general rule casualty departnents and out-patient departnents are found
only in 'recogni sed public hospitals - see Chapter 7 for details of hospital
classification. Private hospitals do not have casualty departnents; in sone
private hospitals doctors have roons in which to attend patients on an ' out -

patient' basis.
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4.3 Longer term hospital care

4.3.1 Anmnority of people entering hospital will be assessed as requiring

inpatient treatnent.
4.3.1.1 Short stay patients

The average |length of stay of notor vehicle accident patients in N. S. W
hospitalsin 1981 was 9. 4 days (seeTable 4. 1) . Because sone patients renainin
hospital for long periods, the ngjority of patients woul d have been di scharged
before the ninth day of hospitalization. Many short stay patients require no
rehabilitative care other than that which is part of their proper nedical
nmanagenent while in hospital or which is obtainable by a relatively short

period of attendance at outpatient or other physiotherapy clinics.
4.3.1.2. Fast streamrehabilitation patients

Sonme notor vehicle victins, and victins of other kinds of accidents may renain
in hospital for a longer period of inpatient care, neasured in weeks rather
than days. These patients probably require nore intensive and a w der range of
rehabilitative activity. Because their progress towards discharge i s, however,
relatively rapid they are regarded as ' fast stream patients and on di scharge
the majority will return to their own homes. Sone will need continuing care for
along time, depending upon the nature and extent of their residual handi cap.

Ghers wll place fewor virtually no demands on after care services.

4.3.1.3 Sow streamrehabilitation

Those who sustain very serious damage, such as spinal injury or damage to the

brain, wll require a long period of inpatient care, a period neasured in
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nonths rather than weeks or days. These 'slow stream patients are likely to
require a great deal of rehabilitative effort both on their ow part and on the
part of the hospital staff caring for them Uon their eventual discharge from
hospital they wll probably continue to need a consi derabl e amount of
assi stance fromvarious agencies and, if it is forthcomng, fromrelatives and
friends. Among this group of patients one finds a significant proportion who do
not return to home but require sonme formof institutional care, perhaps for the

rest of their |ives.
4.3.1.4 Later adm ssions

As noted above, the full effects of accidental injury may not becore apparent
until sone time after the accident occurred. These |ater appearing sequel ae may
be treated in a public or private hospital, if the patient has private heal th
insurance cover, or is likely to receive a third party or workers' conpensation
payment, then the treating doctor may prefer to admt the patient to a private
hospital, perhaps to bypass a waiting list or to avoid uncertainty as to

adm ssion date at a public hospital.

4.3.1.5 Iteadmssions and transfers

Sone patients discharged fromhospital may later be readmtted for further
nedi cal care. Sone patients initially admtted to, say, a public hospital may
for various reasons be transferred to another public hospital, to private
hospitals, to psychiatric institutions or to nursing homes.

4. 3. 2Hospital care of outpatients

The majority of public hospitals in New South Wl es of fer outpatient treatnent

and enpl oy sone professional physical therapy staff - nost commonly in
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physi ot herapy clinics. Public hospitals which do not have a full tine
specialist in rehabilitation nedicine on the staff nay enpl oy one or nore to
visit the hospital on a monthly, weekly or nore frequent basis to attend
inpatients and conduct out-patient clincis. The care of many accident victins
is not exclusively or, indeed, not at all in the hands of specialists in
rehabilitative medicine; accident cases nmay be seen in general surgical,

ort hopaedi c, neuro-surgical wards and outpatient clinics, The proper care of
seriously injured people both as inpatients and outpatients may demand the

attention of practitioners in avariety of specialties. 1

A public hospital having a rehabilitation unit so designated provides both
inpatient and outpatient facilities for the unit's patients. These units are

di scussed at greater length in section 4. 6 bel ow.

4.4 Hospital care - admnistrative aspects

4. 4. 1Hospitals, beds and utilization

In New South WAl es at present there are sone 250 public and 110 private
hospitals wth total bed conpl enents of 28,000 and 6, 300 respectively. O the
28 thousand public hospital beds 872 are designated specifically as ' A& R
(assessnent and rehabilitation) beds for the assessnent, diagnosis, acute cars
and rehabilitation of aged, chronically ill, fast or slow streamrehabilitation
patients. The najority of these beds are used for the care of aged patients, a
mnority for notor vehicle accident victins. These A & Rbeds are distributed
throughout all 11 Regions of the State(1). During 1981 there were on an
"average day' 504 beds in public hospitals occupi ed by notor vehicl e acci dent
patients - many of these would not be in designated A & Rbeds. Also, on an
average day, 20 private hospital beds were occupi ed by notor vehicl e acci dent

patients. In 1981 a total of 20,433 separations of nmotor vehicl e acci dent
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patients fromN.S.W hospitals was reported, 19,255 being from public
hospitals, 1,178 fromprivate hospitals. ( Aseparation is recorded when a

patient |eaves hospital on discharge, on transfer to another institution or
upon deat h.) The average stay of all those patients was 9. 4 days, but wth sone
di fferences between public and private, netropolitan and country hospital s as
shown in Table 4. 1. About three quarters of notor vehicle accident inpatients
were, in 1981, treated in hospitals |ocated within the Region of their

resi dence. Mre than half of all hospitalized notor vehicle accident victins
were aged less than thirty years; this was so for nales and for fenales. The
nature of the injury leading to hospitalization, the percentage of patients
dying in hospital and percentage of bed days attributable to particul ar
injuries are indicated in Table 4. 2. e notes that one third of all bed days
are attributable to leg fractures, the other maj or contributions to total bed
days being head injuries (fracture of skull and intracranial injury) and
spinal /trunk fractures - together accounting for another one third of bed days.

Table 4.1 Mtor vehicle accident patients, N.S.W public and private
hospitals, 1981

Separations| Bed Days | Average Nunber | Average Length
of Beds of Say

Qccupi ed per Day (Days)
Public Hospital s
- Metropolitan 10, 136 109, 593 300 10.8
- Qountry 9,119 74, 348 204 8.2
Total Public Hospitals 19, 255 183, 941 504 9.6
Private Hospitals .
- Metropolitan ~ 1,014 5,893 16 5.8
- Qountry 164 1,296 4 7.9
Total Private Hospitals 1,178 7,189 20 6.1
Al Hospitals 20, 433 191, 130 524 9.4

Source; N.S.W Health Departnent, 1983..
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Table 4.2 Nature of injury: public and private hospital separations,.deaths

and bed days, N.S. W

1981

Al separations Deat hs Per cent age of
(i nhospital) total bed days

Nature of Injury No. % No. % %
Fracture of skull 1, 2005.9 36 15. 7 6.5
Fracture of spinal trunk 1, 7498.6 22 9.6 15.0
Armfracture 1, 6558.1 5 2.2 6.5
Leg fracture 3,013 14.7 20 8.7 34.7
O sl ocat i on 401 2.0 0] 2.0
Sprain or strain 615 3.0 0 1.3
Intracranial injury 2,694 13.2 64 27. 9 9.9
Internal injury of chest,

abdonen or pelvis 635 3.1 33 14. 4 4.1
Qpen wound 2,604 12.7 7 3.1 5.8
Superficia injury 558 2.7 1 0.4 0.8
Gont usi ons 1,0145.0 1 0.4 1.7
Injury to nerves or spinal

cord 95 0.5 4 1.7 0.4
Gher injury 824 4.0 6 2.6 2.3
(pbservat i on 348 1.7 0.3
*Qher condition (i.e. not

an injury 3,028 14.8 3013. 1 8.8
Tot al 20,433 100 229 100 100

* Includes readmssions for continuing treatnent.

Source; N.S.W Health Departnent, 1983.

4.4.2 Charges to hospital inpatients

Both public and private approved hospital s receive funding fromthe

Gomonweal t h Gover nnent ;

public hospitals also receive Sate Gover nnent

financial support. Thus fees charged to patients for hospital care represent

only a fraction of a hospital’' s revenue - a large fraction in the case of a

private hospital, a considerably snaller fraction for a public hospital.

From1 February 1984 a patient admtted to public hospitals has been cl assi fi ed

into one of four groups -
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"thirdparty' patient

wor kers' conpensation patient
private patient

"hospital patient'

Patients who are thought by the hospital admnistration to be covered, or
likely to be covered by third party or workers' conpensation insurance
arrangenent s have charges rai sed agai nst themby the hospital and are

treated by nenbers of the medical staff of the hospital as their private
patients - the doctors thus being entitled to charge fees in respect of these
patients. Both the hospital charges and doctors' fees nmay be recoverable from

the insurer.

Patients not thought to be covered by third party or workers' conpensation
arrangenents may elect to be classified as private patients. They then nay
nomnate a doctor (or doctors) to attend themfromanong nenbers of the
hospital staff having the right to private practice wthin the hospital. Their
nmedi cal attendant or attendants are entitled to charge themfees for their
nedical care - quite separately fromthe fees which the hospital wll levy for
t he accommodati on and services provided by the hospital. Private health

i nsurance nmay be purchased fromfederally registered not-for-profit health

i nsurance funds to cover the hospital charges. The registered funds are not
permtted to offer insurance<agai nst doctors' fees, but the Federal
Governnent's ' Medi care' sc‘herre rei nburses patients to the extent of 85 per cent
of the schedule fee, wth a rraxi: mum payrent for any service of $10.(12)

However a doctor may charge any fee he w shes, and thus the patient nay be
called upon to pay nore than the 'noiety' arising fromthe Medicare

ar rangenent s.

Anyone not included in one or other of the above three groups is admtted as a

"hospital patient' and receives accommodation and all necessary nedi cal and

*
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other services in the hospital wthout charge. Patients inthis category are

not entitled to nomnate a particular doctor or doctors to be responsible for

their nedical care.

Most patients admtted to a public hospital immediately followng a road

traffic accident wll conme into the first category - "third party' patient.

Private hospitals rai se charges against patients for the services provided and
the doctors who attend patients in private hospitals charge fees to those
patients/ separately fromhospital charges. Private hospital fees may be
covered in whole or in part by third party, workers' conpensation or private
heal th insurance. Fees charged by doctors attending patients in private

hospi tal s may be covered whol Iy or in part by third party or workers'
conpensation arrangenents, or in part by Medicare as described above in

relation to patients treated as private patients in public hospitals.

4.5 Longer termnon-hospital based care

Accident victins who receive no hospital care, and sone who do, nay obtain

nedi cal care fromother sources.
4.5.1 Long stay institutional care

Those whose handi caps either physical or nental, or both, are severe and |ong
lasting may need continuing care in a nursing home or an Institution for the
psychiatrically disturbed or intellectually handi capped, in these long stay

institutions their care wll be under nedical supervision.

Patients in Sate Government |ong stay institutions are, in general, not very

likely to face great problens in neeting any charges |levied by the institution,
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because charges, if any, are generally tied to some specified fraction of a
soci al services pension, and nedical attendance is provided by practitioners
pai d by government and not entitled to charge patients for services rendered.
However patients nay face problens in relation to arrangenents concerning any
property they may have such as a house they can no |onger occupy. The
institutions thensel ves may face financial problens arising frominadequate

alocation of funds fromthe Sate authorities.

Apatient in a private nursing hone will be required to pay weekly char ges,
whi ch, although fixed by the Cormonweal th authorities, and partly covered by
t he Commonweal th Nursing Hone Benefit, nay inpose a considerabl e burden on the
patient or relatives. The federally regul ated private heal th i nsurance
arrangenents do not cover nursing home charges. Fees charged by doctors to
patients in private nursing hones nay be covered wholly or in part by third

party or workers' conpensation insurance arrangenents, or through Medi care.
4.5. 2 Hn-institutional |onger termcare
4.5.2.1 Private practice

Medi cal practitioner care outside institutions is largely provided by private
general practitioners and specialists working nainly in their roons, but wth
general practitioners nmaking sone domciliary visits. 'Qut-of-hours' care in

urban areas partri cularly is likely to be provided by practitioners other than

the patient's usual doctor.

(onpensation arrangenents or Medicare may cover part or all of doctors' fees.
Uhder the Medicare schene, there is autonatic entitlenent to nedical benefits
of 85 per cent of the schedule fee, wth a naxi numpaynent for any service of
$10. ('%) Anedical practitioner may elect to 'bulk-bill' - that is, claim

payrment of 85 per cent of the schedul e fee directly from Medicare - in which
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case the patient is charged nothing. But the practitioner nay choose to charge
the patient a fee higher than the schedule fee in which case the patient is
required to pay nore than the 15 per cent or $10 noi ety payabl e where the
schedul e fee is charged. The registered heal th insurance organi zati ons are not
permtted to of fer nedical insurance to cover that noiety or other fees charged
by nedical practitioners. Arrangenents for paynent for treatnent by

optonetrists in private practice are simlar to those described for private

nedi cal practitioner treatnent.

Treatnent provided by private practitioners of physiotherapy and sone ot her
forns of care may be covered in whole or in part by "third party', workers'
conpensation or other private insurance arrangenents. The extent of cover
depends upon the type of insurance cover and the insurers' rules regarding

paynent of benefits.

4.5.2.2 Domciliary care

Domiciliary nedical, nursing and paranedi cal care may be provided by private
practitioners. Doctors' visits wll attract nedi cal benefits under the national
heal th insurance arrangenents. The registered health funds offer 'additional
cover packages' which nay neet part of the cost of home nursing and paranedi cal

care up to sone specified annual limt.

Sone public hospitals and state Heal th Departnent community heal th centres
(perate domiciliary nursing and paranedi cal services. These services are

subsi di sed by the Sate and Cormonweal t h Gover nnent s.
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The Commonweal th al so provides a Domiciliary Nursing Care Benefit to assist
peopl e who choose to care, in their own homes, for chronically ill or infirm
rel ati ves who would require admssion to a nursing hore if this care in their
own hones was not available. The basic criteria for this benefit are that the
patient nust be at least 16 years of age, be in need of continuing nursing care

and be receiving regular visits froma registered nurse.

To assist in the extension of home nursing activities the Cormonweal th
introduced its Home Nursing Subsidy Schene in 1957. To be eligible to receive
the subsidy, an organisation nust provide a hone nursing service, be non-profit
maki ng, enploy registered nurses and be in receipt of assistance froma Sate
Governnent or a local Governnent body or other authority established under a
Sate Act. The anmount of subsidy paid by the Conmonweal th Governnent is limted
to the assistance received fromthe Sate and/or |ocal government. Principal

anmong these home nursing organisations is the N.S. W Home Nursing Service.

A though exact figures are not obtainable, upwards of 750 nurses in N.S.W area
engaged in domciliary work. Services are coordinated on a regional basis
throughout the State. Generally operating hours are8 a. m. to4. 30 p. m. Mnday
to Friday. Very limted weekend service nay be provided. Patients not in

recei pt of a pension who receive visits fromthe N.S.W Hone Nursing Service

are charged up to $2 a visit, depending on ability to pay(2).

4.5.2.3. Training and activity centres

These centres are principally concerned wth training in living skills, the
occupation of the intellectually handi capped and with social and recreational
type activities. They nay recei ve Commonweal th assi stance on the sane terns as
shel tered wor kshops. At 30 June 1983 there were 68 training centres and 64

activity therapy centres operating in New South Vél es wth GCommonweal t h
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subvention( 3).
4.5.2.4., Community health centres and domciliary nursing services

Responses to our questionnaire fromcomunity health centres, community
rehabilitation services and domciliary nursing operating under the aegis of
the Sate Health Departnent indicated that their staffing included personnel
whose training could be regarded as appropriate for the rehabilitation and
after care of road traffic accident victins. But the reported case mxes of
these centres and services showed that those victins constituted 0-3 per cent

of their clientele. In sone returns the casel oad was al nost exclusively in the
65 year and over age range, but even when this was not so the percentage of

road traffic accident victins treated was very small. It is not possible for

us to say how accurately these returns reflect the case mx of other community

heal th centres and domciliary nursing services.
4,5.2.5. Qher non-inpatient facilities

Day hospitals and day centres provide care for peopl e who need continuing care
under nedi cal and nursing supervision but do not need to be kept in
institutions as inpatients. Many of those attending for day care require

speci al transport arrangenents, being unable to provide théir own or fto. use |
public transport services. The Sate Health Departnent reported in 1983 a total
of 411 day hospital places distributed anong 9 of the 11 Health Regions of Mew
South Wal es; the nunber of day centres and day centre places was not stated,

but sone day centre facilities were reported in 10 of the Regions (4).
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4.5.2.6 Qher demands of non-institutional nedical care

The Commonweal th Departnent of Health administers the federal Pharnaceuti cal
Benefits Schene whi ch nakes avail abl e on prescription by nedi cal practitioners
a. very wde range of drugs - benefits - either free of charge or at
concessional rates. From 1l January 1983 a three-tier systemof patient
contribution - hol ders of PHB and HB cards (see section..... ) and their
dependants recei ve benefits free of charge; holders of Health Care cards,
together with social security pensioners and Veteran's Affairs Service

pensi oners who are ineligible for free pharnmaceuti cal benefits receive thei-r
benefits upon paynent of a snall charge per itempatient contribution; all
other persons are required to pay a contribution per item Athough the
patient contributions per itemare not |arge, patients requiring a long term
nedi cation regime, perhaps requiring several different drugs concurrently, nay
find the cost of this treatnent burdensome. Were drugs not |isted as

phar naceuti cal benefits are prescribed, the cost to the patient may be very
consi derabl e - but nost drugs in common use are included in ths list of

benefits.
4.6 Hospital rehabilitation units and rehabilitation centres
4.6.1 Hospital rehabilitationunits

O the basis of facilities, staffing types of cases handl ed, two rehabilitation
specialists (Drs. Moss and Jones) classified N.S. W hospital' rehabillitalion

units as foll ows: -

I Maj or - Gncord (i n association wth Lady Davi dson

Hospi t al )

Prince Henry

Prince of Vél es

Royal North Shore (i n association wth Coorabel,
Royal Ryde)

Royal South Sydney

Wstnead Centre - Parranatta
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Il Large Royal Newcastle

Royal Prince Afred
St. George
[11 intermedi ate - A bury Base Port Kenbl a
Bathurst D strict St. Vincent's, Lisnore
Gosford Dstrict Tanwort h Base
Hor nshy Vést ern Subur bs
VWden Valley A.C.T. (serves surrounding N.S. W area)
IV Snaller - Apex Rehab, unit, Gange Manly D strict
B ue Muntains District, Monal Val e District
Kat oonba Royal (Al exandra
CGant erbury (Anput ees only)
Gvernor Phillip, Penrith St. Vincent's. Sydney
Li verpool D stri ct Sutherland District
Lourdes Hospital, Dubbo Sydney Hospital
\Y Not assessed - Arraidal e Qiffith
Bankst own Manning Rver District,
Bowr al Tar ee
Broken HII Port Macquarie
Ryde DO strict

Lhits which, in addition to nore general rehabilitation al so provide special

facilities were noted as located at -

Head injuries

Spi nal

- Lidconbe Hospital
injuries - Royal North Shore wth Coorabel,
Rehabi | i tation Hospital

- Prince Henry Hospital

Royal Ryde

Paedi atric prograns - Prince of Wl es Hospital

- Wstern Suburbs Hospital

Anput ee servi ce - FRoyal Prince Alfred Hospital

Although these listings are admttedly sonewhat inpressionistic, they give sone

indication of the location and status of hospital rehabilitation units(5).

4.6. 2Rehabilitationcentres

The CRS Centres have been nentioned above and are described at greater length
in section 12.2.1.2 below The privately run Illanwarra Rehabilitation Centre is
located in the Wllongong area. Qher private clinics and agenci es speciali sing
i n nedi cal aspects of disability assessnent and rehabilitation include

I nternational Rehabilitation Associ ates Pty. Ltd. (INTRA). Sone |arge
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enterprises which have their own occupational health departnents headed by a

medi cal of ficer may al so provide sone rehabilitative care for their enployees.
4. 6. 3Anedical rehabilitationhospital

The Royal Ryde Rehabilitation Hospital provides an exanpl e of a medi cal
rehabilitation and long term care conpl ex. The hospital is incorporated under
the Gonpanies Act 1961 ( NSW and i s recogni sed as a publ i c hospi tal under the
Public Hospitals Act 1929 (NSW. It conprises the follow ng units.

Wenal a Hone - 176 beds for |ong-stay younger and mddl e aged patients
suffering fromincurable injuries and illnesses. The length of stay of patients
is reflected inthe small nunber of adm ssions and separations, about 20 per
year. The average age of fenale residents (1982-83) was 53 and of nal es 47

years.

Sone residents are enpl oyed in sheltered workshops in Al anbi e Heights and Vst
Ryde. Qoups of residents are taken weekly to Royal North Shore Hospital for
hydrot herapy. Avariety of social and recreational activities is organized by

recreations officers and vol unt eers.

(oorabel Hospital is a specialised rehabilitation unit operating (i n 1982-83)
74 beds, to which 607 patients (al nost exactly equal nunbers of nal es and
femal es) were admtted during that year. The unit is particularly concerned
with the care of early stage brain injured patients and will in the future be
operating a Regional Brain Injuries unit. The age distribution of pat‘i ents

treated in the past two years has been
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1981-82 1982-83
% )
Less than 30 years 12 16
30-49 15 14
50- 69 36 36
70+ 37 34
100 100

Patients were admtted for the nost part fromshort stay hospital in the Inner

and Northern Metropolitan Regions; about 7 per cent vere adnitted fromhone.

The destinati ons of_ patients di scharged from Goorabel were

1981- 82 1982- 83
% Y
Onn horre 70. 6 61.9
Acute hospital or other
specialist care 21. 4 33.1
Nur si ng horre 7.4 4.7
D ed in hospital 0.6 0.3

100.0 100.0

Mborong Centre includes a 17-bed assessnent unit, a day hospital and a day care
centre, The assessnent unit is operated in conjunction wth an assessnent

clinic at Ryde Dstrict Hospital. The najority (78% of the 152 patients
admtted to the Dxson Lhit in 1982-83 were aged 70 years or nore, 45 per cent
were admtted fromhone, 40 per cent from Ryde Hospital and the renai nder from
el sewhere. Separations were to home for 55 per cent of patients, to an acute
hospital for 25 per cent, another 13 per cent were transferred to nursing hones
and seven per cent died in the units.

The conpl ex has its own physi ot herapy, occupational therapy, speech pathol ogy,
clinical psychol ogy, social work and recreation departnents. Honme nursing and
neal s- on-wheel s services are based on the hospital .

The incone of the conplex for 1982-83 was $8. 1 nillion, of which approxinately
hal f was by way of Cormonwealth and State Government subsidy, the other hal f
bei ng nade up of $2.2 mllion by way of fees paid by patients and through the
regi stered health insurance funds, plus $1. 8 mllion by way of Commonweal t h
Nursing Hone Benefit. As is usual in medical institutions 80 per cent of all

expenditure was by way of wages and salaries. The year's operations resulted in
a deficit of $210, 207.

Anong the probl ens encountered during 1982-83 were -

- tenporary closure of the Day Care Centre and Day Hospital due to lack of
funds |
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awiting list of patients for admssion to Gorabel Rehabilitation
Hospi t al

- an inadequate nunber of assessnent beds to neet the denand

- inability to neet demand for out-patient care because of |imted nunbers
of physi ot her api sts

- difficulty in arranging nursing hone pl acenent s(°).

This institution represents, under one admnistration, nost of the services

whi ch go to make up conprehensi ve nedical rehabilitation and continuing after
care.

4. 6. 4Apublichospital rehabilitationunit

The followng material was prepared by the Medical Drector of one of Sydney's

| arger hospital rehabilitation units. It provides an infornative review of the
work and probl ens of a hospital -based unit: -

DEPARTMENT OF REHABI LI TATI ON MEDI Cl NE, HOBSPI TAL X, 1983

Al M5 AND FUNCTI ONS

(1) To assess all referred patients inrelationtotheir rehabilitation
potential. To advise on ( a) the prognosis, ( b) an outline of an appropriate
rehabilitation programre, and ( ¢) the nost appropriate rehabilitation unit at
whi ch to receive such rehabilitation. O to advise, in those cases where
rehabilitation is deemed to be not applicable, on appropriate placenment of the
patient (preference being given, where possible, to returning the patient to
his home, and provision of domciliary care from community services). The
assessnent includes physical, nmental, social and vocational conponents.

(2) To provide rehabilitation medicine treatnent to patients referred to the
Depart nent .

(a) _In-patients; The majority of the referred in-patients are seen in a
consultative role. Aternatively, the referring Specialist may

transfer the patient into the care of the Specialist in Rehabilitation
Medi ci ne. .

At the present time, rehabilitation beds are scattered, rather than
being in one ward.

Rehabi | itation nmedicine treatment is provided to the foll ow ng
categories of patients:

(1) Patients anaiting transfer to other units for long-termor nedi um.
termrehabilitati on nanagerent .

(ii) Short-termpatients who will be ready for discharge within five
to six weeks or | ess, nost of whomw || require continuing
rehabilitation on an out-patient basis.

(ii1) Inpatients transferred fromother hospitals, particularly

peripheral and country hospitals, for specialised rehabilitation
nmedi ci ne managenent .
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(b) Qu-Patients: Patientsarereferredby:

QG her departnents within the hospital

General practitioners, especially fromthe |ocal area, but also from
other urban and country areas.

Speci alists, particularly orthopaedic surgeons, fromw de areas in
Sydney.

I nsurance conpany doct ors.

QGher hospitals, particularly fromcountry areas.

( 3) To provide physical nedicinetreatnents in the nanagenent of acute and sub-
acute nuscul o-skel etal strains and injuries.

The majority of these patients are referred as out-patients. Referrals cone
from

Local general practitioners and specialists.
Qher departnents of the hospital, including the Gasualty Departnent and
Saff Health.

( 4) The Departnent provides physical medicine and rehabilitation nedicine to
service the local community.

(5) Awider community is also served, as illustrated by paragraph ( 2) above.
This is in recognition of the fact that certain diagnostic and special
treatment facilities and skills in physical nedicine and rehabilitation

nedi cine are concentrated in sel ected hospitals and the services are provided
continuously to the Region and the State.

(6) At the sane time, the amis to return the patient to his hone (whet her
this be locally or in the country) or to a rehabilitation unit close to his
horme as soon as possi bl e.

(7) Tomaintainnulti-disciplinary teans to provi de the service so that the
patient can return to his normal environnent and nornal daily living as fully
as his individual abilities wll allowand to do so as quickly as possi bl e.

( 8) To provide a conpl ete physical nedicine and rehabilitation nedicine
treatment programme. Thus, where the patient was previously at work prior to
his illness or injury, services are available to assist the patient to return
to his previous work or to return to alternative work of a nore appropriate
nature. Facilities are available for vocational assessnent and for up-grading
of activity tolerance. Liaison is maintained with the Special GCategories
Section of the Commonweal th Enpl oynent Service. On the other hand, it is not a
function of a hospital departrment to attenpt to provide any vocational training
or vocational re-training. If our vocational assessnent indicates that
vocational re-training is appropriate, then we place or refer the patient
accordingly (for exanple, placed in enploynent with on-the-job training, placed
at Technical Gollege or other tertiary or correspondence course, or referral to
a Commonweal th Vocational re-training unit).

( 9) Involvenent in educative and preventitive work within the hospital, through
the Dvision of Conmunity Medicine, directed at the staff and at the patients
in the hospital. In addition, the Departnent runs education courses for

particul ar groups of rehabilitation patients and their relatives; those courses
whichrelate to particular disability conditions ( e. g. stroke groups, or

anput ee groups) also provide the opportunity anongst relatives for nutual
support .
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(10) To attenpt to gradual |y convey to other specialists, physicians and
surgeons in the hospital the philosophy of rehabilitation nedicine and the need
for referral.

(11) Toprovide trainingin physical and rehabilitation nedicine.

(12) To conduct research and al so to encour age research activities anongst the
various allied health professionals wthin the team

CCRE SERVI CE

Ful' | physical nedicine and rehabilitation nedicine service is provided on an
individual basis for patients admtted to the hospital and referred to the
Depart nment .

S mlar services are also provided for patients attending as out-patients. Such
patients may have been referred initially as out-patients, or patients fromthe
hospital wards nmay continue their rehabilitation nedici ne programme on an Quit-
patient basis after discharge fromthe ward if they live wthin the area
convenient for travelling, or if they are fromcountry areas and are having
speci al i sed treatnent.

This hospital was anongst the first in Australia to establish the multi-
disciplinary rehabilitation team approach.

Teachi ng functions include the teaching of physical and rehabilitation nedici ne
to residents, to nedical students, to therapists and to nurses, and the

teachi ng of aspects of physical nedicine at postgraduate nedi cal courses hel d
in the Departnent through the Postgraduate Medical Institute, Unhiversity of

Sydney.

The provision of a nobile hone-visiting team particularly for the purpose of
assessnent of the hone conditions prior to discharge of the patient from
hospital, and the provision and installation of any rails or aids as indicated.

Qose liaison wth other rehabilitation units, vocational re-training and
enpl oynent services, and community heal th services, dose association wth nost
other departnents wthin the hospital.

Special services and clinics (sonme of which attract patients State-w de):

Anput ees

Hand injuries

CGardi ac

Respi rat ory

Back pai n

Adul t spina bifida

SOURCES OF REFERRAL

In-patients; The majority of in-patients are seen in a consultative capacity.

Requests for consultations on in-patients arises particularly fromthe
neurol ogy and neurosurgery units; the other main sources of requests for

consul tations on in-patients are fromurol ogy, general nedicine and respiratory
medi ci ne units.
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Requests to transfer patients into rehabilitation beds arise particularly from
neurosurgery units, and to a lesser extent from neurol ogy, general nedicine and
respiratory medicine units. Referrals for admssion of patients from outside
the hospital originate particularly from orthopaedi c surgeons, and to a |esser
extent fromnedical officers of insurance conpanies and from general
practitioners.

Comment:  The nunber of referrals fromwthin the hospital is in direct
proportion to the extent to which the Departnent is able to nake its presence
felt in other units and departments, such as by participation in ward rounds
and/or staff conferences. Oning to the medical under-staffing, we are unable to
have any regul ar on-going liaison wth departnments who have sonme patients who
woul d benefit froman integrated conpl ete rehabilitati on teammnanagenent e. g.
oncol ogy, orthopaedics, cardiac surgery.

Qut - Pati entst The sources of out-patients attendi ng the Departnent are:

Gont i nui ng managenent of patients whose rehabilitation programme had been
comrenced when they were in-patients.

Patients referred fromother out-patient services in the Hospital,
particularly the Pain dinic.

Referrals fromother hospitals. -

From general practitioners, specialists, particularly orthopaedic
surgeons, and from comunity heal th centres.

LI NKS WTH OTHER DEPARTMENTS

Information liaison wth heads of departments and specialists, particularly in
neurol ogy, neurosurgery, the Pain Qinic, and psychiatry and psychol ogy.

Regul ar once weekly case discussion by our R.M. 0., on the neurosurgery ward
with a registrar, and on neurology with a registrar.

These links with other departnents are inadequate. W& should be able to provide
the service to, at |east, neurology and neurosurgery of having a rehabilitation
registrar or specialist at the principal weekly round of each of the neurol ogy
and neurosurgical units, as as to provide rehabilitation in-put and advice
during the round. There is also a need for rehabilitation nedicine resident or
registrar participation in sone formof regular liaison with each one of the
units and departnent nentioned above under "Sources of Referral” (as by
participation in ward rounds, or staff conferences or, at the |east, a V\eekly
patient reviewwth the respective registrar s) V¢ do not have the nedi cal
manpower for such activities.

SUPPCRT SERVI CES

Medical Staff;
D rector Specialist in Physical and Rehabilitation Medicine
V. M Os. Specialist in Physical and Rehabilitation Medicine

Secialist in Cardiol ogi st
Speci al i st Hand Surgeon
Physician (co-ordinator of the Adult Spina Bifida dinic)
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Saff Specialist - Surgeon co-ordinator of the Anputee dinic

Qher specialists available for consultation - psychiatrists have attended
staff conferences in the
Rehabi | itation Medi ci ne
Departnent on occasi ons, but
there is a need for the
permanent all ocation of a
psychi atrist part-tine to the
Depart ment .

- referral of the patient, to any

other specialist within the
hospital as required. .

A lied heal th professional s;

Speech pat hol ogi sts - 3. 5
Qccupational therapists - 23
Physi ot herapi sts - 40

Social Vérkers - 25
Detitians Psychol ogi sts
(Interpreters)

Many of the above practise specialised skills within the rehabilitation
service, for exanple, neuro-physiotherapy, nanipulative therapy, pediatric
physi ot herapy, anputees, hand injuries, cardie-thoracic physiotherapy, and,
wi thin occupationnal therapy, specialised fields such as anputee and hand
i njury management, assessnent for correct prescribing of wheel chairs,
vocat i onal assessnent et c.

Nursing Staff:

Apart fromthe general nursing staff on the wards, two sisters have

appoi ntnents (part-tine) in the nain treatnent areas of the Rehabilitation
Medi ci ne Departrent, being attached to the Anputee and the Cardiac

Rehabi litation Qinic.

In-pati ent Accommodati on;

Rehabi litation beds are avail able. However, these are scattered and not all in
one ward.

Pressure on bed availability wthin the hospital prevents us fromkeeping
patients who require in-patient rehabilitation facilities for nore than 2-2.5
nonths. Yet we continually find difficulty in trying to place patients who
require long-stay rehabilitati on nedicine beds. There is a need for |ong-stay
beds, under specialist rehabilitation nedicine supervision, wthin the areas
served by the hospitals. W recommend that these beds or at |east sone of these
long stay beds be at this hospital.

Live-in for Rel atives;

Li ve-in accommodation for relatives is available wthin the hospital conpl ex.

Assessnent and A.D.L. Re-training Areas;

Fully equi pped areas are available for re-training in all aspects of A D.L.
(Activities of Daily Living) - such as a bathroom practice area, a furnished
bedroom a kitchen (all wthin one of the occupational therapy treatnent areas
for assessment, provision of aids and re-training) - and also the provision or
some work-sinmulated activities, for the purposes of vocational assessnent and
upgradi ng of activity tolerance.
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Qut r each;

Qur departnent naintains close liaison with:

QG her hospital departnents of rehabilitation nedicine.

Vocational re-training centres e. g. Queen Hizabeth Il Rehabilitation
Centre; National Association for training the Dsabled in Ofice Wrk.
Communi ty health centres.

Hone visits to patients' hones by our nobile teamto assess the hone
envi ronnent, structural barriers, socia situation and need for the
provi sion of any A.D.L. aids.

Equi prent  Pool ;

Fully equipped, including many facilities and equi pment not available at

snal ler units.
The Department was the first to introduce into Australia facet joint nerve

bl ocks, and was amongst the first in Australia to introduce the use of
interferential and biof eedback trai ni ng equi prent.
The |I:le'partrrent was the second in Australia to introduce a heated hydr ot her apy
poo
Qur Surgical Shoe unit is staffed by two surgical shoenakers and a trai nee.
Qur Qthotics unit is staffed by five orthotists and three trainees.

D agnosti c Servi ces;

The full diagnostic services of this hospital are avail abl e.

Educati on Servi ces;

In addition to the health education (general and specific) and the prevention
education included in the overall managenent of the patient, other education
activities include:

Engli sh, and other basic subjects as appropriate.

Education progranme for relatives and patients, e. g. stroke patients,
anput ee patients.

Transport;

The Departnent was anongst the first in Australia to devel op an effective

transport systemfor out-patients comng to the rehabilitati on departnent
regularly for treatnent.

However, we now have a totally inadequate service since our hospital transport
servi ces have recently been drastically cut.

As aresult of the loss of our Hospital transport, we have the situation where
sone patients are being treated inadequately in the sense that the frequency of
their treatnents had to be restricted, and sone patients Wio need treatnent are
not being treated due to their inability to reach the hospital wthout the
Provi sion of transport.

Teachi ng;

The hospital serves as a major clinical teaching centre for every one of the
allied health professions |isted above

The specialists in physical and rehabilitation nmedicine are involved in

teachi ng aspects of the speciality to nurses and nedical students and at the
post graduate | evel.
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4.6.5 Case load and case nix of a public hospital rehabilitation centre

The Drector of Medical Services and Drector of Rehabilitation of another
netropolitan public hospital having a rehabilitation centre al so provided
details of the centre's activities. The Royal South Sydney Hospital has 126
beds ranging fromintensive care to an independent |iving ward where patients
are independent in activities of daily living. The hospital's Rehabilitation
Centre treats an average of 200 adult inpatients and outpatients daily.
Wsual |y outpatients attend for 1-4 weeks but 10-20 per cent attend for |onger
than 4 weeks wth 1 per cent attending for longer than 6 nonths. More than
4000 patients were treated at the centre in the nost recent 12 nonth peri od;
waiting tine for out-patient treatnent is currently (Novenber 1983) 6. 5 weeks,

but increasing with a present waiting list of 34 persons.

The causes of the disability of patients treated in the past twelve nonths

were -

Trauna - occupati onal 33% of patients

road acci dent 17

other trauna 10

Gongenital causes N |

Geriatric conditions 35

Q her causes 5
100%

Wsual |y all occupational and road accident cases were awaiting the outcone of
conpensation clains; rarely is treatnent given subsequent to award. The Centre
has a supra-regional responsibility for workers conpensation patients and

anputees; it provides rehabilitation to the general popul ation with a defined
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|l ocal area surrounding the hospital.

g the inpatients treated by rehabilitation centre staff 70 per cent return
home, 30 per cent are transferred to nursing homes, hospital et cetera. A

di scharge fromthe Centre, 85 per cent of patients are totally independent,
five per cent mnimally and 5 per cent noderately dependent, the other five per

cent being heavily to totally dependent.
4.6.6 the Ranter Regional Rehabilitation Services (HRRS)

Wth a Coomittee of Managerent whi ch includes nomnees fromthe Commonweal t h
Rehabilitation Service, the Royal Newcastle Hospital and the Hunter Regi onal
Gfice of the Sate Health Department, the Hunter Regional Rehabilitation
Service stands froman admnistrative point of view sonewhere between a CRS
rehabilitation centre and a public hospital based centre. The service has
capacity for 80 or nore clients attending on a daily basis; programmes run from
8.30a. m to5p. m. Noinpatient facilities are provi ded but if necessary
arrangenents can be nade for clients, who are drawn fromthe Hinter and
adjoining regions, to stay in self care or hospital accommodation. The

mul ti-disciplinary staff conprises 25 full tine and 6 part tine workers.
Funding for the HRRS is provided by the CRS and the Sate Health Departnent on
a 1l:1 basis. Arangenents for charging recipients of service are the sane as
those applying to public hospital outpatients. The service received 1500
applications in the twel ve nonths ending April 1984, of which 300 Wer e
successful. iy four percent of clients accepted into prograns were outside
the 15 to 64 years range. Twenty per cent of clients treated were road
accident victins - invirtually all cases unsettled conpensation clains were
pending. Ffty per cent of clients were suffering the results of occupational
trauma. Average waiting tine for initial interviewis 3 to 4 weeks and then

1- 10 weeks wait for commencenent of programme. A programe nay entail
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attendance for up to three days a week over five months.  those conpl eting

programmes, an estinated 20 per cent returned to full enpl oynent, 15 per cent

were on to a retraining program 40 per cent followed an avocational lifestyle

and the rest went to activity or work therapy centres et cetera.

4.6 Problens of nedical rehabilitation centres

The problens reported fromthe Royal South Sydney Hospital Rehabilitation
Centre reflect in part general shortcomngs in the rehabilitation and after

care system in part particular problens of mnor vehicle accident victins and

in part particular problens of that institution.

Among nor e general probl ens are: -

i nadequate staffing |evels

insufficient nursing home beds for placenent of patients on discharge

from hospi t al

lack of adequate centres for avocational interests

lack of sufficient training establishnents for devel opnent of alternate

skills

lack of suitable housing and attendant care for chronically disabl ed

young and mddl e-aged adults

lack of followup staff in the coomunity and staff to carry out |ong-

termtreatnent, especially of brain danaged peopl e.

Particul ar probl ens encountered in the care of notor vehicle accident victins

i ncl ude: -

- delays in processing clains; there is a need for |iaison personnel in

third party organisations to assist in energency situations
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- difficulty in the successful resettlenent in the coomunity of brain
injured young adults

- delay in final Qourt hearings

Among problens particular to the institution was obtaining approxi nately

$300, 000 over the next two years to establish a fully equi pped regi onal and
supra-regional rehabilitation engineering service - there was considered to be
a need to augnent the present rehabilitation staff of three wth twel ve

addi tional personnel, and extend the facilities at the centre.
4.7 Training in rehabilitation medicine

Anong the nany branches of nedical practice conpeting for space in medical
school under graduat e teachi ng prograns, rehabilitati dn medi ci ne occupi es a
mnor placing. Nor does this subject occupy much tine in the innediate
postgraduate years spent as a hospital intern or resident. Thus, although a
| arge proportion of nmotor traffic accident victins are treated by medi cal
practitioners at sone time, not all medical practitioners have received

systematic fornal training in this branch of medicine.

In 1967 the Australian Association of Physical and Rehabilitation Medi ci ne,
anong whose nenbers were nost of the practitioners who by |ong experience, and
with or without fornmal postgraduate qualifications in this specialty, could be
regarded as the leading practitioners, discussed the formation of a

prof essional college to be responsible for the devel opment of training and
certification in the specialty. In 1976 the National Specialist Qualification
Advi sory Cormittee recogni sed rehabilitation nedicine as a maj or specialty.

The Australian ol lege of Rehabilitation Medicine was finally established on 22
August, 1980. Thus the (ollege is one of the 'youngest' of the |earned nedical

colleges in Australia - and it is one of the snallest.
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The Col | ege' s training programconsists of two, parts, the first requiring three
years medi cal and surgical experience after conpletion of the MB, BS degree.
Part Il requires a mninmmof three years vocational training and experience.
Satisfactory conpletion of this programleads to the diploma of Fellow of the
Australian Coll ege of Rehabilitation Medicine, F.A.C.R.M(7) Arong the
present Fellows of the College a nunber have not conpleted this program having
been admtted to the College under a 'grandfather’ clause of the type commonly
witten into the constitution of professional bodies to cover the adni ssion of
per sons whose experience and training is thought to fit themto speciali st

st at us.

Wth an increasing nunber of geriatric assessnent and rehabilitation units in
this State, and on increasing utilisation of these units, there is likely to be
an increasing demand for fornmally qualified specialists in this State. Sone

specialists based in Sydney nake regular visits to units in extra netropolitan

hospi tal s.

As stated in the College' s Manual for Candi dates,

" Aspecialist in Rehabilitation Medicine works in close

col l aboration wth nedical colleagues, allied health

prof essional s and others...'
The training of these allied health professionals, such as physiotherapists and
occupational therapists, psychologists, social workers and rehabilitation

counsel lors is conducted in universities, (olleges of Advanced Education and

rehabilitation agency-based training prograns.

4.8 Admnistrative and organi zational issues

4.8.1. @dven the geographic distribution of population in New South Véles it
is inevitable that highly specialised nedical rehabilitation activities will be

centred in the Sydney netropolitan area. However, as noted in section 4. 6. 1
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above there is a dispersion of units throughout the Sate and efforts are bei ng
made to strengthen these units as part of the Sate wide 'regionalisation of

heal th servi ces.

In the course of our interview survey sone comments were nade about the close
proximty of units located at Prince Henry Hospital, the Prince of Véles
Hospital and the South Sydney Hospital - conments regardi ng amal ganati on; sone
nention was nmade of inappropriate utilizaion of netropolitan units in that sone
patients travel | long distances across Sydney to attend a particul ar unit
"bypassing' a unit closer to their place of residence; staff at the Prince
Henry Hospital unit expressed uncertainty and fears as to the possible future
of that unit in the present clinmate of 'rationalization' of hospital services;
while these natters are obviously of concern in considering the details of

provision of rehabilitation services, their proper investigation was beyond

both our resources and, in our opinion, our brief.

G nore inmediate inport regarding the nedical nanagerment of notor traffic
accident victins are the desirability and practicability of establishing one or
nore units specifically and perhaps exclusively to treat these people. In

Mel bourne, victoria, the Bethesda Hospital admnistered as a not-for-profit
private hospital by the Salvation Arny serves this function. The M nogue
Report, 1978(9) included nmention of the desirability of the Governnent of

M ctoria taking up wth the Commonweal th Gover nnent the question of the use of
Gonmonweal th rehabi litation facilities whereby notor vehicle accident victins
mght gain nore ready access to Cormonweal th rehabilitation facilities,
particularly those victins whose needs were not specifically vocational
~rehabilitation training. The Report did refer to the tenporary requisition of
institutions to accommodat e those who could not be admtted to the existing
rehabilitation hospitals. That report did not make any specific recommendations

regardi ng t he establ i shnent of a non- gover nnent treat nent facili ty(10). A
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know edgeabl e informant fromVictoria expressed the opinion that the decision
to locate a specialised rehabilitation unit at Bethesda was nade at mnisterial
| evel, not necessarily wth the support of Sate hospital authorities(). it
was our inpression that the majority of those who, in New South Wl es,
expressed an opinion on the natter favoured the utilization and where
appropriate the inprovenent of existing nedical rehabilitation units. However
we did not canvass opi nion outside the public sector; one notes that private
enterprise is increasingly active in the nedically supervised rehabilitation of
~workers' conpensation cases. Mre detailed consideration of the 'specialised or
general rehabilitation units' and 'public v. private sector provision is
called for - we did not have tine to explore these issues other than
superficially, Anong relevant points to be considered are the decline in the
nunber of notor traffic accident victins requiring intensive and |ongterm
rehabilitation, as the consequence of beneficial effects of seat-belt wearing
(reported to us by respondents in interviews) and the decreasing proportion of
"reliabilities’ who are nmotor vehicle accident victins due to the increasing

nunber of geriatric rehabilitation case comng into active care.

Foot not es

1. New South WAl es Heal th Departnent - unpublished data on geriatric and

rehabilitation care facilities.

2. Information supplied by NSWHone Nursing Servi ce.

3. Departnent of Social Security, Annual Report 1982-83, (Canberra, AGPS,

1983), p. 146,

4.  New South WAl es Health Departnent - naterial referred to in Note 1 above.
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5. J. Voss and R. Jones, Facilities available for rehabilitation of victins

of accidents resulting fromvehicular transport, unpublished notes

supplied to the Secretary, New South Vel es Law Ref orm Cormm ssi on, dated 20
July, 1983.

6. FRoyal Ryde Rehabilitation Hospital, Annual Report, 1983.

7. Australian (ollege of Rehabilitation Medicine; A Mwnual for Candi dates,
3rd ed., (Sydney, ACRM 1983), pp.1-8.

8.1d.,p. 7.

9. Victoria, Board of Inquiry into Mtor Vehicle Accident Gonpensation in

Mictoria, Report ('M nogue Report') (Melbourne, Government Printer, 1978),
Chapter 7. A copy of Chapter 7 is affended to our report - Appendi x B.

10.1d.,p. 79.
11. Personal conmunication, August 1984.

12. If apatient's "gap" paynents total $150 in any one year, then Medicare

neets the whol e of the schedule fee for subsequent nedi cal services.







Avdecs gl <

- 86-

CHAPTER FI VE

EQUI PMENT, PROSTHESES, Al DS AMD HOME MODI FI CATI ONS

5.1Introduction

The handi cappi ng consequences of a physical inpairment can frequently be
reduced, sonetines elimnated by the use of appropriate aids, appliances or the

nodi fication of the handi capped person's surroundi ngs.

Fromour discussions wth rehabilitation personnel it was apparent that
confusi on exists even anong health care professionals as to the availability of
assi stance and many individuals entitled to such assistance under present
prograns renain unaware of the help available or are utterly daunted by the

"bureaucratic red tape'.

Providers of aids and services are sonetines reluctant to advertise w dely
often for fear of being swanped. Service is therefore biased towards those
better informed, articulate individuals who have plenty of initiative and

perserverence.

5.2Definitions

(a) Prostheses - essentially replace sone part or parts of the body and may
have cosnetic or funotional purposes. The supply of artificial linbs to ex-
servi cemen and pernanent Australian residents is provided free of charge by
the Departnent of Veterans Affairs fromtheir Repatriation Artificial Linb

and Appliance CGentres (R.A.L.A.C.) which wll be discussed |ater.




(b) QOthoses - include braces, splints, calipers, surgical corsets and surgical
shoes and may be prescribed as part of thetreatnent of acondition( e. g.
to correct a congenital dislocation of the hip) or to facilitate a function
such as walking or standing. The traditional naterials used are metal and
| eather. However there is an increasing application of plastics giving both
a nmoulded fit together with relative |ightness. Functional electrical
stinmul ation has al so been used as a treatnent device, an orthosis and a
research tool in understandi ng neuro nuscul ar mechani sns but its

application in Australian remains |imted.

(c) Bonicinplants - such as pacemakers and synthetic joints. These are costed
as part of the surgical procedure and as such funded fromthe general

hospital budgets as part of the overal|l nedical cost.

5. 3 The needs

When ai ds, appliances or nodifications are considered, people wth inpairnents
of a simlar nature will have nunerous personal idiosyncracies such as hei ght,
wei ght, bal ance, skin sensitivity, patience, pain threshold and the denmands of
a general lifestyle, any one of which can render what nmight be a desirable aid
for one person totally unacceptable, or at least an inappropriate solution to
anot her. Needs can vary even in the same person and often the solution wll
only be found in a range of special purpose appliances ( e. g. a shorter than

normal prosthetic leg for golf).

Many aids will take the formof every day products such as a waterbed, a
serving trolley or an electric can opener, while others will be nore
specifically designed to achieve a disability related purpose, for instance
hand rails, a wheelchair or a nmotor vehicle hand control. Mny aids, even where

the principles have been well refined, wll still require being customnade,

of
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others wll be available comercially. Watever the case it is inperative that
[
the user have access to the broadest possible range of products in order to

nmeet his particular need and at the | owest possible cost to himif the aid

cannot be supplied free.
Principal areas of need include

5.3. 1 Hne nodifications - alterations and additions to housi ng may be needed,
such as ranps, w dened doorways, adjusted or changed pl unbi ng, bathroom
fixtures, furniture, wndow closures, electrical re-wiring for optinum hei ght
of light swtches and power outlets, kitchen nodifications and cenent paths.
The list may be extensive and clearly it can be expensive for the authority
neeting the cost of the nodifications. Arong questions which arise are - how
often can nodifications be made in the client' s life tinme? Should security of
tenure wth a mnimumterm|ease or even outright ownershi ps be denonstrated?

Wiat happens when a client noves to another house?

5.3.2Training and/or work aids - can be of a personal nature owned by t he
individual such as clanps, jigs, atrolley, or Braille typewiter or they nay
require nodification of the enployer's property - again ranps, doors,
accessible toilets or special changes in machinery, a filing systemor a

t el ephone sw tchboard are exanpl es.

5.3.3 Mbility aids - prostheses, ortheses, wheel chairs, hoists and crutches
are the obvious ones. For a handi capped person unable to use public transport a
nmot or vehi cl e may be a necessary aid - the vehicle nay need nodifications to

enable himto enter, |eave and drive that vehicle.

5.3.4Dailyliving aids are often required on a regul ar repl acenent basi s as

for exanpl e incontinence aids. Itens may be of a 'one-off nature such as a
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shower chair, a telephone aid or an electric can opener; sonetines as in the -
case of eating utensils for people Wth poor hand control t hey'fray need to be
customnade to the individual s needs. Avital considerationis al V\ayé »t hat t he
appropriate aid be supplied and not sinply the closest one in stock. Also, even

the "one-off' itemmnmay not last forever and may need replacenment or repair.
5. 3.5 Repairs, naintenance and nodifications to aids supplied

Many di sabl ed people wll be héavi ly reliant upon tHeir ai ds; for those using
respiratory aids, proper naintenance may be a nmatter of life and death; to

ot hers, extrene disconfort nmay result fromdefective equi pment, such as when a
quadriplegic's car or hone air-conditioner fails. In other cases physical

i ndependence nay be lost and the ivrrpl ications for enpl oynent can be serious.
Qearly in such cases where repairs nay be del ayed there nust be either a back
up unit supplied wth the original unit or readily available units for

i medi ate | oan.

Oten aids and appliances are customnade or require nodification to suit the

individual and in these cases reliable and pronpt |ow cost service and repairs

are particularly inportant.

In sone cases the nodification of aids to suit the user is an integral part of
their creation and may requi re know edge of mechanics, electronics, hydraulics,
and an appreciation of the interface between the probl ens and idi osyncraci es of

the user.

5. 3. 6 Infornation and advice of a "multi-disciplinary' nature is often required
if a disabled person is to obtain appropriate equi pment. There is a need to be
able to test as nany alternatives as possible preferably side by side and

w thout having to travel fromone supplier to another. The I|ndependent Living
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Centre (see bel ow) provides a conprehensive di splay and advi sory servi ce.

Traditionally the role of' advi sing users of options in the aid/appliance/
nodi fication area has gone to occupational therapists and to a | esser extent to
physi o-therapi sts, in consultation wth specialists in rehabilitation medicine.
The expertise of rehabilitation engineers is now being called upon nore

frequently.

5. 3. 7 Research and devel opnent is al so needed to ensure that the design and
devel opnent of aids and appliances for disabled peopl e keep pace wth

bur geoni ng technol ogy. It is arguable that nost gains can be made by great er
devotion of resources to the application and adaptati on of current or even ' | ow
| evel ' technol ogy. Basic nechani cal 'pri nci pl es can be applied in maki ng manual
wheel chairs to suit an individual's height, size, weight displacenent and upper
armrotation and strength thereby providing optimumutility, perhaps even
obviating the need for electric chairs in sone cases. Gt analysis using video
equi pnent commercially avail abl e can provide the key to correcting probl ens

with walking or incorrectly fitted prostheses and ortheses.
5. 4 Meet i ng t he needs

Rat her than attenpt to describe the neans by which any one or group of

ai ds/ appl i ances/ nodi fications nay be supplied, it is convenient to co nsider
the "principal' operators of prograns whi ch supply these to handi capped peopl e.
There is no programor supplier concerned exclusively wth neeting needs of
this type anong notor vehicle accident victins, sone of themmy neet the

eligibility criteria for prograns mentioned in this chapter where such criteria

exi st.
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5. 4. 1 Gvernment prograns and suppl i ers
5.4.1.1 Cormonweal th Gover nnment
5.4.1.1.1 Department of Social Security

a) Commonweal th Rehabilitation Service

Once accepted for a program of rehabilitation by the C.R.S. the rehabilitee
becones entitled to aids and appliances as assessed. These aids together wth
instruction on their use will be supplied free of charge. The aimis to obtain
maxi mum i ndependence in daily living and to enhance enpl oynent prospects so t he
range is extensive and may include all of the categories specified earlier

i . e. hone nodificati on, training and work ai ds, mobility aids and repairs and
nmai nt enance to aids while still a rehabilitee under an approved program Table
5. 1 shows the types of aids and nodifications provided in New South Wal es, and

their cost to the Department, in the fiscal year 30 June, 1983.

The two maj or drawbacks to the C.R.S. provisions are firstly that although
conprehensive they are limted to those who are able to avail thensel ves of the
program V& note in Chapter 10 below that in 1982-83 less than one in three

persons referred for admssion to the C.R.S. is accepted for entry into a

rehabilitation program

Secondly, benefits including maintenance of aids supplied are not avail abl e

nore than six nonths after the period of training has el apsed.

b) Print Handi capped Schene

In the fiscal year 1982-3 the Departnent allocated $620, 000 towards the

publication of Braille and audi o books for print-handi capped peopl ed) .
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Table 5. 1. Type and cost of aids and Mdification supplied by Departnent of
Social Security, year ended 30 June 1983 in New South Hal es.

$

Ranps 1,961
New fittings 3,216
Q her hone nodifications 13, 740
Total hore nodifications 18,917
Vork/training aids . 1,927
Prot ecti ve cl ot hi ng/ equi pnent 1,629
Books/ cal cul ators et c. 15, 543
Total training and/or work aids 19,099
Mbility training for blind people 47,978
Mot or vehi cl e nodi fi cations 8,570
Pr ost heses/ or t hoses 11, 140
Wieel chairs , 31, 315
V@l ki ng ai ds 954
Total nobility aids 99, 957
Hoi sts 1,412
Medi cal aids 26,492
Tel ephone ai ds -
QGher daily living aids 17, 557
Total daily living aids 45,461
Repai rs, maintenance and

nodi fications to aids supplied 5,394
Tot al 188, 828

Source: Departnent of Social Security, Annual Report 1982-83 (Canberra,
A.G.P.S., 1983) p.140.
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c) The Expert Commttee on Rehabilitation Engi neering

A national Convention on Rehabilitation Engi neering was held in August 1979
under the sponsorship of the National Advisory Gouncil on the Handi capped
(N.A.C.H.) - nowthe Dsability Advisory Coomittee of Australia (D.A.C.A.). A
commttee was set up known as Expert Cormittee on Rehabilitation Engineering
(E.C.Q.R.E.) wth the object of providing a continuing forum for exchangi ng

i deas. The Cormittee was intended to co-ordinate infornmation on research and to

establ i sh one centre of excellence in research in each capital city.

5.4.1.1.2 Departnent of Veterans' Affairs

a) This Departrent provides a very conprehensive schene of all owances and
benefits to its ex-service clients. 0 particular note is the fact that ex-
servi ce personnel nay be issued with a notor car by way of gift together with

an operating all onance ($708 p. a. ) incertain classes of disability.

b) Repatriation Artifical Linb and Appliance Centres (R.A.L.A C)

In the early seventies the service expanded to provide artifical linbs for all
permanent residents of Australia free of charge to the user. These prostheses
can be either made in R. A.L.A. C. workshop or on sub-contract to private linb
makers. R.A. L. A C. also makes orthoses including surgical shoes but due to
limted capacity these are essentially only free to ex-servicemen and cases of
speci al hardshi p. Thus where non-veterans require orthoses they are billed at
cost. Wiere prostheses are provi’ded and the client has had conpensation aw. rded
to cover costs of prostheses a record is kept by the Departnent and |inbs nust

be paid for until the amount of the award has been reached.
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5.4.1.1.3 Departnent of Enpl oynent and Industrial Relations

a) Conmmonweal t h Enpl oynent Servi ce

The C.E.S. is charged by its enabling legislation, the Commonweal th Enpl oynent
Service Act 1978, "t o nake special arrangenents and provide special facilities

wher ever necessary so as to assi st such persons who are . . . handi capped”.

As part of its effort to encourage equality of opportunity in enpl oyment the
C.E.S. not only pays financial incentives to enployers to take on people with a
disability but currently (1983) provides up to $2,000 for work place

nodi fication (paid to enployer) and up to $500 for the purchase of equi pnent

for work (to the enpl oyee).

5.4.1. 1.4 Comonweal th Departnent of Health

a) Provision of nedical and surgical aids and appliances

In 1981 a Programof Aids for D sabled Peopl e was introduced by the
Gommonweal th Governnent to offer people wth a permanent disability a range of
aids without charge(2). By increasing |levels of independence in the donestic

situation it was hoped that a reduction in denmand for institutional care m ght

occur.

In principle the schene was one of the nmost promsing initiatives to arise from
the International Year of DO sabled Persons. The program signalled a possible
rationalisation of all schenes for aids provision and ensured that funds which
were thus earnarked could not be diverted to general health expenses, where so
often priority goes to the denands of high technology and there is a failure to

recogni se the significance in quality of life terns offered by a sinple
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el ectric wheel chair or an accessi bl e bat hr oom

In practice the schene |eaves nmuch to be desired. Its Australia w de budget for
1983-4 of $7.2 mllion is grossly inadequate for neeting the original

obj ectives of the schene.

Although originally devised to provide aids where none would have otherw se
been available there is evidence that the programis nerely replacing previous
schenes. P.A.D.P. is admnistered in this state on behalf of the Conmonwealth
Departnent of Health by the N. S. W Department of I—Ealth on a regional basis
through public hospitals. Prior to P.A.D.P. aids were given under the

Handi capped Persons Assistance Act 1976 (Cwth) and under a welfare schene
operated by the N.S.W. Departrent of Youth and Community Services to people in
financial need. The H.P.A A. schene has been reduced and Y. A.C.S. nowwll only

fund spectacles and contact |enses.

Far from provi di ng free aids et cetera to all disabled people who need t hem
eligibility is restricted in New South VWl es to certain groups of social
security beneficiaries - this restriction has been inposed by the Sate Heal th
Departnent in an effort to nake nost appropriate use of the limted funds
available from the Conmonweal th. Sone workers in the rehabilitation field
reported being reasonably satisfied with the scheme's operation, others
conpl ained of admnistrative delays, difficulty in interpreting eligibility
gui del i nes, inconvenience to clients, and insufficient funding. O the part of
the recipients or would be recipients of benefits, allegations were nade of
arbitrary decisions as to eligibility, favouring of some applicants over
others, inappropriate ordering of priorities (for exanple giving low priority
to requests for home nodifications although these mght appear to be of very

high priority to handi capped people).




e

-96-

In 1982 the Australia Gouncil for Rehabilitation of the DO sabled prepared a
detail ed di scussion paper review ng P.A.D.P. pointing out the shortcomngs of
the scheme and suggesting i nprovenent s(?®). No doubt the schene is receiving
cl ose examnation in the course of the present federal reviewof services for

the disabl ed.

b) The National Acoustic Laboratory (N.A.L.)

Free hearing assessnent, hearing adds, services and batteries are provided
through the N.A.L. to those wth a Health Benefits card, though there is a six

nonths waiting list.
5.4.1.1.5 Department of Science and Technol ogy and C.S.|1.R.0O.

This departnent has fromtine to tine been involved in the devel opnent of
various aids to assist the disabled including a bionic ear inplant for those

w th nerve deaf ness, and a bathing ai d.

The Gonmonweal th Scientific and Industria Research O gani sation (CSIRO) has
al so been invol ved wth devel oping a deaf aid for use in schools and vi sual

aids used wth mcrofiche material. It has al so been represented on the Expert

Conmttee on Rehabilitation Engi neering.
5.4.1.1.6 Australian Taxation dfice

a) Sales tax exenption on purchase of notor vehicle or repl acenent parts.
[Sal es Tax (Exenptions and Qassification) Act - 1935, (C&L) First
Schedul e, Dvision XV, Item 135A].

In order to gain exenption fromthe inposition of sales tax on a new not or
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vehicle or parts the beneficiary nmust have "l ost use of one or both legs such
that he is permanently unable to use public transport” and "must use the notor-

vehicle for transport to and for gainful enpl oynent”.

A claimfor the exenption on a new vehicle automatically precludes the
beneficiary fromreceiving the Departnent of Social Security's $10 per week

nobi lity allowance for two years fromthe receipt of that exenption.

Being a benefit contingent upon enpl oynent there is a "Catch 22" operating for
it may be that a car is a prerequisite to obtaining enpl oyment. Yet a purchase

prior to obtaining ajob precludes benefit under the Act.

Furthernmore the conditions fail to recognise the non-vocational need of
di sabl ed person has for a nmotor vehicle. Citen a car is his only possibl e neans
of transport. A handi capped non-wage earner is less likely to be able to afford

a car and so needs nmore hel p than the one who is working.
5.4.1.1.7 Australian Tel ecormuni cation Conmi ssion

Tel ecomhas a unit which is engaged in devel opi ng special phones and
attachnents for people wth disabilities. They also have a range of products
desi gned particularly for the hearing inpaired. However aside fromthe one
third rental rebate where the owner has a Health Benefits card these special

products nust be paid for or rented by the user at the usual rates.

5.4.1.1.8 Departnment of Industry and Commerce

At present Comrmonweal th custons |egislation levies tariff against aids and

appl i ances used by disabl ed people. Unlike sales tax, no autonatic exenptions

are nade for such articles. This policy has been justified as supporting |ocal
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industry and enpl oynent. However, the sane result could be achieved with a
subsi dy, thereby lightening the burden of the disabled consumer, rather than
having to pay an inport to keep his fellow countrynan in enpl oynent while he

hinsel f nay be on a pension.

A.C.R.0.D. has found that application for special exenptions involve so mich
red tape as to not warrant application for anything but the nost expensive

equi pnent .
5.4.1.2 N.S. W Qover nnent

5.4.1.2.1 Departnent of Health

a) Second and Third Schedul e hospitals supply the foll ow ng ai ds and appl i ances

to inpatients and non inpatients:

1. Al prostheses and appliances pl aced internally during the operative

procedures, excluding naterials used for breast enlargenent for cosnetic
reasons only

2. ltens supplied for cosnetic purposes related to congenital abnornalities

3. Cosnetic appliances supplied followng renoval of breast for medi cal
reasons, for exanple, cancer

4. Ol ostony appliances fitted at hospital
5. Braces, neck supports and calipers

6. First catheter on discharge (i f patient is a registered non-inpatient; to be
repl aced as necessary)

\‘

Qrutches and splints - on | oan

8. Frst surgical stockings
9. Dentures to necessitous persons
10. Oxygen and necessary equi pnent o loan for short termterninal patients

11. Atificial ears, noses, etc., foI'Iovxing operations of neoplastic di seases
and trauna conditions

12. Artifical eyes

13. Artificial larynx




14. Hone dialysis equi prent and supplies except dialysis fluids provided under
Section 100 of the National Health Act, 1953.

These ai ds and appl i ances are provi ded under the foll ow ng conditions:

1. Wiere an inpatient is discharged and cont i nues ongoi ng treatnent as a
regi stered non-inpatient, any of the listed aids and appliances may be

provi ded w thout charge.

2. Wiere a person attends a hospital for treatnent as a regi stered non-
inpatient and, as part of that treatnent, requires provision of any of the

listed aids and appliances, they may be provi ded w thout charge.

3. Were a person has a pre-existing disability at the tine of registration as

a non-inpatient, aids and appliances associated with that disability shoul d

not be provided.

4. Were possible, listed aids and appliances shoul d be provided to eligible

patients by way of |oan.

They do not however supply such itens as artificial linbs (see R. A L.A.C.),
hearing aids (see N.A. L.) wheelchairs or orthoses free of charge. Aside from
the list above patients nust look to alternative funding where avail abl e.
However where the aids are necessary, and the patient is ineligible for other
assi stance but still unable to pay the hospital can charge the cost to its

mai nt enance funds.

In addition hospitals can where necessary loan aids to patients. The PADP

schene nentioned above is admnistered through nomnated public hospitals.

It appears there are also informal arrangenents whereby hospital staff wll fit

items such as grab rails to bathroons charging only the cost of naterials to
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the patient.

The hospital will claimall costs where conpensati on becones avail abl e, agai nst

t‘hat awar d.

b) Independent Living Centre

Qperating fromthe Royal Ryde Rehabilitation Hospital Conplex the centre
provides a display of aids, appliances and commercially availabl e products

whi ch may have particular use to people wth disabilities. Qccupational
therapi sts provi de advice in person and by phone on the suitabi lity and
availability of such products and al so keep updated reference files including

nmany overseas devel opnents.

Wiere a nore individually tailored product is required they will often refer to
the private organisations of Technical Aid tothe Dsabled (T.A.D.) or Techelp -

see under non-governnent vol untary agenci es.

There is however a need for the servicing of country areas where know edge of
products by consuners and heal th professionals is often outdated. Thus funding

for at |east one conprehensive nobil e display appears desirable.
5.4.1.2.2 Departnent of Youth and Community Services (YACS)
This departnment has a programto nake surgical aids available to pensioners and

ot her needy groups upon application and production of nedical evidence. S nce

the introduction of P.A.D.P. they will now only supply spectacles and contact

| ens.

In regard to information on aids and equi pnent the Departnent funds the
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D sabl ed Persons Resource Centre of N.S.W. (see below), a consuner based
or gani zati on whi ch provides informati on on issues and services relevant to
di sabl ed people, including information relating to aids, appliances and

nodi fi cati ons.

5.4.1.2.3 Housing Comm ssion of N S.W

The Comm ssion has a policy of modifying homes with ranps, handrails, w dened
doorways et cetera to suit the needs of individual and groups of physically and
nmental | y handi capped people. In 1981-82, 174 hones were so nodified for

i ndividuals and 10 nodified hormes were all ocated under the Spedi al Purpose

Housi ng Programto community groups who arranged for their occupations.

5. 4. 2 Non gover nnent agenci es

5.4.2.1 Voluntary not-for-profit agencies

Technical Aid to the Dsabled (TAD), Techel p and The Parapl egi ¢ and
Quadri pl egi ¢ Associ ation of New South Vél es are exanpl es of voluntary not-for-
profit organisations active in neeting the needs of disabled people for aids,

appl i ances and nodi ficati ons.

a) Technical Aid to the Dsabled (TAD )(N.S. W)

TAD groups are non-profit organizations of volunteers who aimto design,
construct, adapt, install and maintain aids for people wth disabilities where
they are not otherw se available. Mich of the organizations effort is directed

to the provision of technical information regarding design, methods and

nmateri al s.
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Menbers of TAD provide a resource pool drawn froma range of design,
engi neering, nedical, para-nedical and other profesional and technical skills.
TAD nmenbers nake no charge for |abour. Wen possible the client covers the
cost of materials but in case of financial difficulty TAD provi des assi stance

or helps the client to obtain finance fromother sources.

In addition TAD provi des infornati on on non-commercial aids together wth
advi ce. The organization al so produces a bi-nonthly journal in which the |atest

i nnovations can be illustrated and descri bed.

The Annual Report of the N.S.W organization for the year 1981-82 stated that
about 1600 requests for assistance had been recei ved; the 1982-83 Report stated
that the nunber of requests had increased. Approxinmately one third of the

organi zation's income is by way of government grants.
b) Techel p Gooperative Limted

This is a registered charity established by technical college students in 1978.
The object is to service financially di sadvantaged people as a fornal part of

their trade or vocational courses.

The network involves students, college staff, prisoners fromlLong Bay Gal who
el ect to serve the organi zation as part of their sentence, |local councils and

trade union and enpl oyer organizations.
They of fer household repairs and nodifications to add utility and safety;
furniture repairs and nodifications; donestic appliance repairs; and the naking

of sinple aids for the disabl ed.

Higbility guidelines are based on income equivalent to the full pension,
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though this can be flexible.

At present the service operates in the City, Leichhardt, Randw ck,
Marrickville, Waverley and Wollahra and is partly funded by Y. A.C.S. and the

| ocal governnent councils in those areas.

c) The Paraplegic and Quadripl egi c Association of New South Wl es - nore than
75 per cent of whose menbers are disabled - has a Wl fare Departnent which
stocks and distributes a large range of nedical equipnent that is essential to
nost nmenbers in their daily living. Menbers of the Association who are invalid
pensioners are supplied wth equi prent under the P.A. D.P. schene (see section

5.4.1.1.4. above) through the Association's V¢l fare Departnent.

5.4.2.2 Self-hel p agencies

Among activities undertaken by self agencies are the operation of an equi pnent

pool and the provision of infornation on availabl e products and servi ces.

a) BEui pnent pool

A group called Wsthel p, nainly parents of disabled, have formed an equi pnent
pool for aids such as wheel chairs which can be borrowed. The high staffing

costs together with storage costs has mtigated agai nst governnent pursuing a

simlar program

b) Information regardi ng products and services

The Handi capped Persons Aliance of N.S.W (the Sate Branch of D sabled

Persons International) is an organization of disabl ed peopl e and has been

funded by the Departrent of Youth and Community Services to provide an
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information service to the whole of N.S.W Through its DO sabled Persons'
Resource Centre this organization provides inquirers wth infornation regarding
consuners view on the products and services they use. The D.P.R.C. also acts a
referral centre, directing queries on aids and appliances to appropriate

agenci es such as the Independent Living Centre nentioned above.

The D.P.R.C. also cooperates wth two regional resource centres at Fairfield

and Canpbel | town which aimto cater for local needs.
5.4. 3 Private profit-seeki ng agenci es

These suppliers provide requisites to handi capped persons either through

gover nnent - f unded or gover nnent subsi di sed schenes as outlined in earlier
sections of this chapter, or by direct sale. The principal suppliers wll be.
found listed in the Yell ow Pages of the Sydney Tel ephone D rectory under such
headings as 'Invalid Aids and/or Equipnent', 'Medical Supplies', 'Surgical
Supplies' . Mtor vehicle accident victins who have received |unp sum

conpensat i on paynents and other victins who do not qualify for socia security
benefits may face large and in nany cases continuing expenditure to obtain from
these sources the aids, appliances and nodifications they require as the result

of their accident.

5.5 Comments on nmeeting and not neeting needs for aids, appliances and

nodi fi cati ons.

This brief chapter does not purport to give a detailed account of the full
array of suppliers of aids, appliances and makers of nodifications of houses,
wor kpl aces and so on required by the handi capped. Thus, for exanple, no
nention has been nade of the efforts of sone | ocal governnent bodi es and

hospital rehabilitation units to have honme nodifications carried out on behal f
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of disabled people who can ill-afford the costs involved. However this review
does point to the conplexity and sone of the inadequaci es of the systemwhereby

sone of the needs are net.

It is pertinent to recall that the Australian Bureau of Statistics, inits
report on a nation-w de survey of handi capped peopl e conducted in 1981, stated
that out of a total of the estimated 1. 225 ml|ion handi capped peopl e aged five
years or nore in Australia, over 75 per cent needed aids of sone kind which
they did not currently possess. The reasons given for not having required

aids included -

- aids too costly/cannot afford to purchase 31. 1 per cent of cases
- don't know where to get it 14. 3 per cent of cases
- too nmuch trouble/did not get around to it 29. 5 per cent of cases

(5)

(ne can assune that anong these nany thousands of handi capped people in
need of aids there were sone notor accident victins - for 15. 9 per cent of all
handi capped persons on 'accident' was reported as being the cause of their

prinmary disabling condition, and 36. 1 of those accidents occurred on a street,

road or hi ghway(6) .

The 'too costly/can't afford responses remnd one of the great difficulty
faced by anyone who attenpts to estimate for a parti cul ar accident victimthe
"present value' of future expenditure on aids, appliances and nodifications.
Recogni sing the nunber and unpredi ctabl e behavi our of variabl es whi ch shoul d
enter into such an estimate, we find it difficult to inagi ne how anyone coul d

confidently use such an estinate in assessing 'l unp sum conpensation.

The ' don't knowwhere to get it' and ' too much trouble/did not get around to

it" responses indicate again the daunting conplexity of the rehabilitation and
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after care naze.

Foot not es
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Housi ng Gonmissi on of New South WAl es, Annual Report, 1982, (Sydney,

undated, p.19.

Austral i an Bureau of Statistics, Handi capped persons, Australia 1981,
(Canberra, ABS, 1982), p.43.

ld., pp.29-30.
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CHAPTER S X
| MFORVATI QN, CQUNSELLI NG ADVOCACY

In this chapter we turn our attention to the topics of infornation provision,
counsel 1ing and advocacy in relation to the needs of the handicapped. In this

context -

information provision relates to the collection, dissemnation of

material relevant to the needs and interests of those who need or demand

it:

counselling is an interactive process in which a client and a counsel | or

together formulate a plan of action to cope wth a problemsituation -

which the client may or not decide to follow

advocacy is a nmeans whereby attention is drawn to the interests and
rights of an individual or group with a viewto protecting or furthering

those interests and having those rights recogni sed and enf or ced.

The second of these functions inevitably calls for information, and may |ead on
to advocacy. Advocacy, too, should rest upon sone information base. In the care
of the handi capped, social workers, rehabilitation counsellors and | awers are

anong the prof essi onal personnel commonly called upon to engage in all three

functions on behalf of a client.
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6.2 Information types, content, users and flow

6. 2. 1Informationtypes and cont ent

V¢ are concerned wth two broad types of information:
Type 1 - information regarding availability, scope and scal e of services,

benefits, facilities; rights of individuals; policies, procedure et
cetera, and

Type 2 - infornation regarding needs, interests, derrand_s, wishes:, pref_erences,
opinions et cetera of the disabled, of those involved in their care
and of 'the cormunity' at |arge.

Arong the subjects upon which information is nmost likely to be required both by
t he handi capped and by those caring for themare: -

medi cal care

legal natters

finance

availability of and eligibility for services, benefits et cetera
acconmodat i on

educational and training opportunities

enpl oynent

personal and social adj ust nent
(including sexual and famly natters)

consuner infornation
crisis coping
For any one of these subjects both Type 1 and Type 2 infornation may be

required - though not necessarily avail abl e.

6. 2. 2Information generators and users

Four groups of people - programmers, providers, the handi capped and 't he
conmunity' - are each both generators and users of infornation of rel evance to

menbers of all three other groups. Type 1 infornation is generated for the nost

part by programmers and providers; Type 2 cones mainly fromthe handi capped
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t hensel ves, but also of inportance is infornation fromthose Who provide care,

and fromother nenbers of the cormunity, for exanple enpl oyers.
6. 2. 3 Infornmation sources and fl ows

Figure6. 1 illustrates howinformation of Type 1 gets into the 'information’

pool and how it flows out to the users of that type of information. Fgure 6. 2

shows the inflowand outflow of Type 2 infornation.

ne of the problens facing those who are concerned with the care of the

handi capped - or of a particul ar di sadvant aged grdup such as ot or acci dent
victinms - is the absence of any one repository where all the available Type 1
and Type 2 infornmation nay be found and referred to. This reviewof ours
represents a tentative effort to bring together in a reasonably structured way
sone of the nore inportant information, of both types, that can be collected
fromthe programer and provider groups. Qur report indicat es sonet hi ng of the

inmensity of the task of pooling the avail able information.
6.2.3.1 Providers' sources of information

Leavi ng aside the sources of information which programmers and provi ders need
for formulation of policies, prograns and procedures, our attention is directly
here to the sources whi ch provi dérs have at their disposal in neeting the
informati on needs of these to whomservices and benefits nay be provi ded. These

sources nay be distinguished in sone degree as being fornmal or infornal:
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Figure 6.1 The flowof Type 1 infornation

Provi ders £ Pr ogr anmmer s
Type 1 infornation
pobl
The di sabl ed A < "The conmuni tyu
Figure 6.2 the Howof Type 2 information
providers I A, Programmers
Type 2 infornation
pool
The dl Sabl ed v uwrhe communi tyll
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(a) formal, including published naterial, such as service directories
e. g. Guncil of Social Serviceof N. S. W , Handi capped Persons' _ i’

Services Directory, Sydney, N.S.W Gouncil of Social Service,
1982

bookl ets, panphl ets, newspaper advertisenents etc. fromgovernnent

departnents and ot her agenci es

circular letters and notices fromgovernnent and other agenci es,
departnental and agency procedure nanual s, legislation and | egal
resource material, annual reports

* reports of surveys, research et cetera
and fornmal training courses, semnars/ in-house training prograns et

cetera

(b) informal, particularly the infornal network of personal contacts which an
individual working inthe fieldbuilds up, draws upon and contributes to;
these contacts are established and naintai ned partly through work
directly related to individual patients and clients; partly through
participation in formal activities such as professional conferences,

semnars and the |ike; and partly through social interaction.

6.2.3.2 The disabl ed person's sources of infornation

Among t hese, inportant ones are:

(a) other disabled people, relatives, friends, acquai ntances et cetera who

constitute a sort of infornal infornation network
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( b) Information bureaux - an exanple is the DO sabl ed Persons’ Resource Centre
in Castlereagh Street, Sydney. This centre attenpts to gather a very wide
range of infornation relevant to the needs of disabled peopl e and provi des
information on a walk-in or phone-in basis to any inquirer. Subsidised by
the Sate Departnent of Youth and Community Affairs, the Bureau provides
its service to users wthout charge. Two other resource centres operate in
the Sydney area.

*
The Macarthur and Districts Association for the DO sabled Persons' Resource
Centre, staffed by a part-tine paid devel opnent officer and seventeen
vol unteers each contributing seven hours of unpaid work, and receiving
financial assistance fromthe New South Wl es Departnent of Youth and
Community Services, reported a high proportion of physically handi capped
peopl e anong its clients during the first year of operation. The Centre
stated in its response to our questionnaire that it is working towards
devel opi ng a support and infornati on group for accident victins 't o assist

themin obtaining the nost efficient and appropriate service'.

The Redfern Wlfare Rghts Gentre Limted provides assistance to clients
with social security problens; |obbies for necessary changes in the social
security system and trains lawers and wel fare workers in social

security advocacy. The Centre has a full-tine salaried staff of six and a
part-time staff of 15 vol unteers, each working an average of four hours a
week. The CGentre is funded by the Sydney Aty Gouncil and the Ste
Governnent through its Departnent of Youth and Gommunity Services. In the

period 1 March to 10 Novenber 1983 service was provided to 1165 clients.
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{c) Service agency personnel -

(d)

‘counter staff - avery inportant infornative role is played by the
‘counter staf' in governnent offices and other agencies throughout the
Sate who so frequently are the personnel of ' first contact' wth a

di sabl ed person seeking sone formof assistance. V& have no naterial
regarding the selection, initial and continuing training, or supervision

of these 'front line' workers.

prof essional workers - general |y speaking the infornation giving role of
prof essional workers is part of a wder treatnent or counselling rol%
This wll be dealt wth under the headings in this chapter relating r%ure

specifically to counselling.

self hel p and nutual support agencies - agencies such as AQA & PCA have
devel opeoi extensive infornmati on resources for the benefit of their

menber s.
journals, nagazi nes and ot her publications

In addition to arange of directories, brochures, infornation |eaflets and
bookl et s publ i shed by gover nnent agenci es and other providers of services
to the handi capped, there are nunbers of infornative journals and

newsl etters published by self hel p assoéi ations.

For exanpl e the Australian Quadripl egi cs Association produces regul af ly a
journal, 'Quad Wangle' , containing news, notice of neetings, infornmation
comment and hunorous naterial, along wth advertisenents fromfirns which
cater especially for the needs of disabled people. Thus in the 48-page

i ssue for August 1983 one finds a ' howto-do-it' articleentitled ' Howto

3
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naxi mse an accident settlement’'; a contribution froma financial
consultant ' W se investnent neans a secure future'; the report of a
lengthy interviewwth a nmotor car accident victi mwho became editor of
the journal for six years; a reviewof recent devel opnents in spinal cord

injury research.

O behal f of the Handi capped Persons Al |l i ance, the D sabl ed Persons
Resource Centre of New South V@l es publishes a regul ar

newsl etter,'Linkup'. The (ctober 1983 issue, of 28 ages, included
information regarding the N.S. W Departrment of Technical and Further
Education provisions for disabled people; advice regarding applying for
information under the Freedomof Infornation Act; notice of the
Commonweal th Governnent' s Handi capped Prograns Review and advi ce regarding
maki ng subm ssions; views on the Conmunity Tenancy Schene as it operates
in New South Wal es; reports of neetings concerned w th handi capped

peopl es' problens; a cal endar of events and an anusingly witten but
highly critical reviewof attenpts to inprove access to buildings and

service facilities, such as toilets, wthin buildings.

Anmong publications fromthe ' programm ng’ agencies is the ' ACROD

Newsl etter'. the official publication of the Australian Gouncil for
Rehabilitation of the O sabled. The 20-page issue of I\bvenber 1983
includes notes on parking rights for disabled people; devel oprent of
accreditation standards for sheltered workshops; taxation status of
voluntary agencies; the Attendant Care Pilot Project; and the effect of
the proposed assets test, announced in August 1983, upon |ow i ncone

di sabl ed peopl e. There was al so a roundup of itens of news fromthe

States, an article on transport safety and notices of comng events.
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6. 3 Counsel i ng the di sabl ed

Areviewof this nature can shed no light on the probably inportant part
pl ayed by relatives and friends of the disabled in working out ways of coping

with the various problens arising fromaccidental injury.

Qur attention is directed towards the counsel | i ng whi ch i nvol ves prof essi onal

and ot her personnel working either in agencies or private practice.

6. 3. 1 Mdical and allied health personnel - of prinary concern hereis

counsel ling as to the 'medical' and 'health' aspects of the accident victims
future; this nay be backed up by providing patients wth self care nanual s such
as those prepared for each haj or disability group by stéff kof the Prince Henry
Rehabilitation Centre. Inevitably counselling by medical and allied staff nay

touch upon nmany other areas of post-accident |ife.

6. 3. 2 Lawyers - as infornants, counsellors and sonetines advocat es, |awers nay
exert very considerabl e influence upon the course of the accident victim s life
- principally in areas related to noney. The najori tyl of accident cases

requiring legal assistance are handled by solicitors in private practice, other
agenci es whi ch engage in counselling the disabled on |egal natters include the

few community legal centres, and agencies of the Public Trustee.

Although the great bulk of legal practitioners work on a fee-for-service basis,
comunity legal centres provide a source of free access to trained lawers for
people with lowincones. Qur postal survey returns included one community
legal centre, funded from Gonmonweal th Governnent and from Sate Gover nnent
funds and staffed by a full-tine salaried solicitor, a parttime paid secretary
and six to twel ve vol unteers each of whom averages four hours a week at the

centre. Over the past twelve nonths the centre has provided nore than 2, 500

peopl e wth |legal advice (about 50 per cent of thé centre's workl oad) advocacy
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(40 per cent) or skilled referral (10 per cent) in legal and financial matters,
and regardi ng accomodation, availability of and eligibility for the services.
An estinated 4 per cent of clients are victins of road traffic accidents, about
one in two of these having been awarded conpensation before seeking the
centre's assistance. The centre's najor problemwas reported to be
insufficient funds to enploy caseworkers and community solicitors to cope wth

an increasing demand for the centre's services.

6. 3. 3 Financial counsellors - although nunbers of agenci es we contacted - of
various types - reported that they undertook the provision of financial
information or counselling on financial matters - we did not find any agency
solely or largely concerned wth hel ping the disabled to cope with financial
problens. A financial counsellor, so designated, is enployed at the Redfern

Wlfare Rghts Centre.

Accident victinms, particularly those who receive a relatively large |unp sum
conpensation paynents, may turn for advice in financial natters to | awers,
accountants, stockbrokers or other 'investnent advisers' either in private
practice or enployed by banks and simlar institutions. It is questionable
whether the victimis likely to secure the assistance of personnel sufficiently
expert and experienced in managing relatively |arge suns of other people's
noney fromnany of these sources of advice. Qertainly the nanagenent of a |unp
sum so as to secure an adequate incone over many future years calls for a very

high level of expertise - as was nentioned in Chapter 3 above.

6. 3. 4 Social workers - at present stratifiedintotw levels of terns of
qualifications - social workers and welfare officers - the socia work
profession is represented in many agencies concerned with the rehabilitation
and after care of accident victinms. These workers participate in counselling in
hospitals, rehabilitation centres, commnity health centres, and a variety of

ot her governnent and non-gover nnment agenci es.
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6.3.5. Rehabilitation counsellors - specifically trained to work wth the
di sabl ed, rehabilitation counsellors are concerned wth devel oping overal
prograns for the rehabilitation of individual clients, naking appropriate

referrals to get those prograns inplenmented, and followng the progress of
their clients. They are enployed in the Wrkers' npensati on Gonm Ssi on

service, in rehabilitation centres and simlar institutions.

6.3.6. Qher trained counsellors - clinical psychol ogists, vocational guidance
of ficers, nmarriage gui dance counsel lors are anong the range of trained
counsel lors who nay take part in the care of the accidentally injured, and are

enpl oyed in governnmental and non- gover nnent agenci es.

6. 3. 7 Training of counsellors - the training of those who participatein
counsel ling with the disabled was not examned in detail, but it was our
inpression that sone of the personnel undertaking this activity were

i nadequatel y prepared for their task. In particular there appeared to be

deficits in training regarding financia nanagenent and perhaps regarding the

| aw.

6.4 Bowwell are infornati on needs net?

Because our reviewdid not include contact wth victins of notor vehicle
accidents, we are in no position to assess the degree to which their denands
and their needs for information are being net. The distinction between denands
and needs is inportant - the infornati on denanded nay not necessarily be the
infornation really needed. In other words, those seeking infornation may not
know the 'right' questions to ask, or through ignorance, apathy or fear they
may accept infornation which is inconplete, inappropriate or incorrect. Qur
postal questionnaire contai ned the foll owng checklist regarding the respondent

agency's infornation giving and rel ated activities -
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I'n which areas of information provision, advice, professional counselling,

skilled referral do you provide service to your clients -

None

Financial matters

Legal natters

Vocational natters

Educational & training opportunities
Accommodat i on

Avail ability of other services
Famly natters

Sexual counsel I'ing

Soci al / personal  adj ust nent

Higibility for social service benefits etc

*Consuner advi ce

Qisis Qounselling service

Qher ( specify)

* Qonsuner advice - advice regarding availability, quality, price etc of

equi pnent, appliances etc.'

It was rather surprising to find that in returned questionnai res sone agenci es
whi ch do not enploy trained social welfare workers, for exanpl e sone sheltered
wor kshops, ticked all boxes except the first and the last. (Even nore
surprising, perhaps, was one returned questionnaire on which all boxes except
the last were ticked!) In nunbers of questionnaire forns where a nore

sel ective approach had been taken there were instances where the itens ' Sexual
counsel ling and ' Soci al / personal adjustment' were ticked although the staff
conpl ement of the agency concerned did not appear to include personnel trained

in these areas. Agencies which reported enpl oyi ng persons designated as
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" social workers' and 'social welfare workers' generally ticked the itens
"Financial matters' and 'Legal matters', but so did sone agencies not reporting
enpl oynent of such staff or other staff whose fornal training includes sone
exposure to these topics. O course ticking an itemon the checklist saya
not hing about the level or quality of service given in respect of that item
But having regard to the conplexitieis relating to every one of the matters
specified, one may express sone doubts as to whether all clients received the
information, advise, professional counselling or skilled referral required to

neet their heads.

Apart fromwhat mght be seen as an over-readiness to di spense infornation and
advi ce, agency personnel and professional workers such as doctors in private
practice nmay al so be msled or inadequately inforned by the reference nateri al
available to them The fewdirectories and infornation handbooks available to
themrapidy becone out of date only recently has it been possible for
"outsiders' to have access to sone governnent departnents’ policy and procedure
nanual s which are essential to a proper understandi ng of departnental
activities. Were directories of services et cetera do exist, they rarely
include infornation regarding for-profit agencies and practitioners who may be
particularly appropriate in neeting a client's specific probl em V%ile In nany
cases skilled referral is the appropriate response to a client's enquiry, this
may wel | present considerabl e problens to the handi capped client - problens of
travel, of tine and of expense. Such problens are particularly likely to arise
inrelation to handi capped people who live in country areas where the sources

of information and advice are inevitably limted in nunber and scope.
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6.5 The advocat es

The role of lawers as advocates representing the interest of notor vehicle

accident victins wll not be discussed here.

Anong the other agencies acting as advocates on behal f of the disabl ed, sone
are concerned with the interests of the handi capped generally - for exanple the
Handi capped Persons’ A liance - and others are concerned with the interest of
speci fied groups of handi capped people - for exanple the Australian
Quadriplegic Association. Gher agencies cater for di sadvantaged peopl e
generally, for exanple the Redfern Vélfare Rghts Centre described in Section
6.2.3.2. above.

The necessity for and difficulties in establishing an effective advocacy agency
is illustrated by the followng case. It is wdely acknow edged anong
rehabilitation workers that accident victins suffering serious brain damage
present very considerable problens in treatnent and after care. Facilities for
the long termcare needed by these people are at present inadequate. In
acknow edging this deficit, a Sate Governnent officer expressed the view that
one contributory factor was the absence of an effective |obby pursuing the
interests of the brain-damaged. There is a body whi ch has been established for
this purpose under the nane ' Cerebration'. A spokesnan for Qerebration agreed
that the organisation did have difficulty in serving its menbers adequately,
but stated that it |acked financial resources. A senior officia in another
Sate Governnent departnent confirned that applications for funding Gerebration
had been refused, because the limted subsidy funds had al ready been cormtted

to support already wel | established agenci es.

6. 6 Action agai nst discrimnation agai nst the handi capped




-121-

6.6.1 Advocacy groups

Sone advocacy groups of the types nentioned above have been active in attenpts
to focus public attention upon the needs and potentialities of the handi capped,
wth aviewto renoving discrimnatory practices and prejudicial attitudes

towards the handi capped.
6. 6. 2Actionby other bodi es

Avariety of bodi es have been active in attenpting to gain support for the
Lhited Nation's Declaration on the Rghts of D sabled Persons, 1975, which

reads -

"D sabl ed persons have the right to economc and soci al
security and to a decent level of living. They have the
right, according to their capabilites, to secure and retain
enpl oynent or to engage in a useful, productive and

renunerative occupation and to join trade unions.'

Thus in 1981 the Australian Gouncil of Trades Lhions (ACTU) and the
Gonfederation of Australian industries ( CAl) introduced and adopted their own
charters for disabled people to promote equal ity of opportunity in e’rrpl oynent
and to provide gui dance to those concerned wth the enpl oynent of the disabl ed.
“In 1982 the National Labour Gonsultative Gouncil followed up these initiatives
wth the publication of "D sabled People: Wirking for a Better Future: A

statenent of principles and guidelines" (Canberra: AGPS, 1982).
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6.6.3 N.S.W. Anti-D scrimnation Act

The N.S.W. Anti-D scrimnation (Amendment) Act, 1981, provides disabled persons
with the legal right to be treated equal ly w th non-di sabl ed peopl e an
inportant aspects of their public |ife. "Handicapped Person" is defined as a
person who, as a result of having physical inpairment to his body, and having
regard to any community attitudes relating to persons having the sane physical

i npai rnent as that person and to the physical environment, is limted in his
opportunities to enjoy a full and active life, and "Inpairment” is defined as
any defect or disturbance in the normal structure and functioning of the body,
whet her arising froma condition subsisting at birth or froman illness or

injury.

In 1981-82,, which was the first full year in which the Act included the ground
of physical inpairment, 91 conplaints were received, but in the year 1982-83
the nunber dropped to 47. Nnety-two conplaints were received in 1983-84, of
which 58 were still under investigation at the end of the financial year.
Seventeen of the 92 conplaints were fromwonen; 65 conplaints alleged
discrirmnationin the area of enploynent (54 fromnales and 11 fromfenal es)
and two thirds of these related to discrimmnation in nmatters of recruitment or
sel ection. QGher conplaints related to conplaints in the area of goods and
services such as public access, entertainment/recreation, insurance and

transport.

The ADB Report for 1982-83 drew attention to |limted effectiveness of the act
whi ch, because of wording of section 491, excluded anyone whose physi cal

handi cap has nore than a mnor inpact on their working life. The Board's 1983-
84 report proposes amendnents to the Act to widen its application, in
particular regarding the idea that a person should make a reasonable attenpt to

acconmodat e anot her person's inpairnent, but that this 'reasonabl e
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accoranodati on' should not. cause ' undue hardship' ¢« The Board has set. up a
Physical Inpairnent Gonsultation to obtain the views of specific groups covered

by the legislation it admnisters. Sone of the nmajor groups represented are:

D sabl ed People's International (N.S. W)
Austral ian Quadripl egi ¢ Associ ation
Better Hearing Australia

N.S.W, Dvision of the Australian Qouncil of the Disabled. (1)

6.7 Mich material, but hownuch communication?

It is apparent that there are very many sources of infornation, advice and
counsel ling, that much informative naterial is produced. But enunerating the
sources and describing the naterial does not tell one whether needed
information et cetera reaches the appropriate person at an appropriate ti me.
It was certainly our inpression that nost of the people we contacted were wel
inforned regarding needs, resources and problens. But we were contacting the
"experts' - we did not examine the extent to which appropriate and tinely

information is recei ved by accident victins thensel ves.

Qur reviewdoes point to difficulties in ensuring that counsellors and
providers of information and advice are adequately trained and that they are
kept up-to-date wth the nmany changes that occur in such a wde field as
rehabilitation and after care. It does draw attention to the particul ar
difficulties which nmay ari se when handi capped peopl e have to be referred from
one agency to another. It did not enable one to assess the frequency and
nmagni tude of the particul ar probl ens whi ch ari se because of | anguage and
cultural differences - despite the existence of interpreter services and of
efforts to sensitize personnel, patients and their relatives to the possible

effects of these differences.
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Foot not es

1. Anti-Dscrimnation Board, Annual Report, 1982-83, (Sydney, Governnent

Printer, 1983) and personal communication fromofficer of the Board,

Sept enber, 1984.
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CHAPTER SEVEN

ACCOMMCDATI ON

7. 1 Many accident victins receive institutional care - perhaps a succession of
institutions such as hospital -nursing hone-residential training centre. But

sooner or later the majority of themwl!l |ive nore or |ess pernanently ' at

home' . In this chapter we consider the ways on which the need for acconmodation

on a relatively | ong-termbasi s nay be net.
The princi pal categories of acconmodati on to be di scussed ar e: -

7.2 ne famly hones - houses, apartnents and 'self-contained units'
7. 3 Boar di ng houses

7. 4 G oup hones

7.5 Hostel s _

7 . 6 Nursi ng hones

7. 7THospital s

7.2 One famly hones

No precise figures are available but it is obvious that the najority of people
suffering sone accidental injury return to live wthin a famly unit - which
may be a one-person famly - in a house or apartnent which they may own, are in

the process of purchasing, or rent.

7. 2. 1 Hone owner shi p

Peopl e who at the tinme of their accident thensel ves own or are part of an owner-.

occupi er famly generaJ |y face no maj or accommodati on probl emwhen they are fit
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to return home. It nmay be necessary for a house or apartnent to be nodified in
sone way to neet the changed needs of the accident victim- financial and other
assi stance in maki ng horre nodi fications may be avail abl e from governnent and
other agencies (see Chapter 5) . If it becomes desirable to nove to ot her

acconmodat i on then the property nay be sold or leased to permt this nove.

Reci pients of lunp sumpayments arising fromtheir accident may use all or part
of that sumto purchase or conplete the purchase of a dwelling. In viewof the
uncertainties of other forns of investrment and the great problens of preserving
capital value in times of high inflation and high taxation, this may be a very
sound way in which to use the lunp sum it may have the added attraction for
sone di sabl ed peopl e of ensuring their eligibility for a social security

pension with its associated fringe benefits.

Peopl e who at the tine of their accident are in the process of paying off a
nortgage or other |oan and who do not receive sufficient corrpehsation to either
conpl ete the purchase or nmaintain regul ar paynents may face very serious
difficulty in nmeeti hg{their commtments. Problens may arise, too, when paynent
of | unmp-sum corrpensati on is either long del ayed or, after a lengthy del ay,

r ef used.

A handi capped person with a low incone, |ike nenbers of other disadvantaged
groups, may benefit frompreferential treatnent when the N.S.W Housing

Commi ssi on nakes houses avail abl e for purchase.
7. 2. 2Rent edhores

In general handi capped peopl e obtain and occupy rented accommodation on the

sane terns as the non-handi capped, in sone cases home nodification schenes

apply to rented prem ses, provided the landl ord gives consent to the changes to
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be made to the property.

The Housi ng Commi ssion of New South V¥l es provides rental accommodation for
peopl e on |ow incones (including pensioners). Applications to the Gonm ssion
are reviewed by Housing Application Coormttees and are considered on the basis
of 'need" conpared with the applicant's ability to neet this 'need on the
private market. Successful applicants are placed on a waiting |ist. Sydney
famlies wth housing problens of a particularly serious or pressing nature may
be assessed by a Special Alocations Conmttee. In country areas the task of
review ng urgent cases, which are usually associated wth natural disasters
such as fire or flood, remains with the | ocal Housing Application Conmttee

whi ch adopts the sane principles as the Sydney Conmttee. These cases are

provi ded with accomodation wthout being put on the waiting |ist.

Kates of rental payable for Housi ng Comm ssion accommodation are fixed at 80
per cent of the narket value of rentals for equival ent accormodation in the
same area in the private sector. However, a rental rebate schene operates to

ensure that tenants pay no nore than approximately one fifth of the famly

i ncomne,
7.2.3 Self contained units - governnent subsi di sed

The CGonmmonweal t h ®ver nment nakes grants under the Aged or DO sabl ed Persons
Hones Act 1954 to assist private organisations (usually religious, charitable,
or benevol ent organi sations) and | ocal governnent authorities to meet the cost
of providing hones in which aged and adult disabled and incapacitated persons
may live in conditions resenbling ordinary donmestic life as closely as

possi ble. The grants are made, subject to subsidy linits, on the basis of $2
for each $1 (excluding governnent assistance and borrowed noney) raised by the

organi sati on. The acconmodati on provi ded under these arrangenents nay be self-
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contained units, sonetines wth sone shared facilities such as conmunal
di ni ngroons and | ounges available. In the period md-1954 to md 1983 grants
were approved for 9,597 self contained units to be provided in New South VMl es.

Mbst of these units are occupi ed by aged persons(1)
7.2.4Popertyratereductions

Persons hol di ng Pensioner Health Benefit cards are entitled, on application to
their local councils, to have the rates levied on the premses they occupy
reduced by one half up to a specified maxi num per year. The maxi num reduction
is $150 for general rates, and $150 for water and sewerage rates a year.
Qounci | s are recouped by the Sate Gvernnent for the full amount of rates
witten off up to the maxi numspecified, and they may also wite off further

anounts at their own cost.(2)
7. 3 Boar di ng houses

Private for-profit boardi ng houses provi de accommodation for a significant
proportion of handi capped persons in New South Wal es. A systemof inspection
and registration has been established by the Sate Departnent of Youth

& Conmunity Services, in cooperation wth the Sate Health Departnent. (3)

A survey by the Boarding House Action Goup of the N.S.W Qouncil of Social
Services is to be published shortly. (4) Awng the findings al ready announced

is a 25 per cent reduction in nunbers of boardi ng houses in Sydney over the
past three years; the loss of sone 500 household units due to closure, selling
off or conversion to strata title units; charges from$20 to $5 a week for one-

r oom acconmodat i on.

Severel y physical Iy handi capped accident victins are unlikely to be
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accommodat ed in boardi ng houses, but anong boardi ng house residents there are

undoubt edl y nunbers who are suffering from severe accidental brain damage.
7. 4 G oup hones

The trend over the past three decades towards de-institutionalization of
residential care of disadvantaged children, the nentally-ill and the

intell ectual Iy handi capped has led to the establishnent of group honmes. Here
smal | groups live as a famly group i n, typically, a suburban house purchased
or rented by a governnent or voluntary agency. The agency provides the
residents wth sone assistance, such as visiting comunity health and wel fare
staff, or perhaps a housekeeper, to enable themto cope with the probl ens of
daily living. Residents wth sone incone contribute towards the cost of
maintaining the "famly' and its hone. The N. S. WMnister for Heal th announced
in Decenber 1983 that, as recommended in the R chnond Report(5) a

consi derabl e nunber of additional group homes woul d be made avail abl e over the

next three years.

Among the small nunber of handi capped persons currently accommodated in group
hones a snal | percentage may be brain damage accident victinms. There is scope
for devel oping a policy of including sone physically disabled persons anmong

group hone residents. (obviously care woul d be needed to obtain a suitable mx

of physically handi capped and nental ly inpaired residents in a group hore.

The proper functioning of group hones denmands the ready availability of

appropriate backup services fromwel fare and heal th agenci es.

The Mnister's statenent indicated that $2. 5 mllion woul d be nade avail abl e

fromSate funds for the acquisition of houses over the next seven nmonths, and

$3 mllion would be provided to meet costs of staffing this expansion up to the
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end of the 1983-84 financial vyear.

See sections 7.9 and 7. 10 for sone details of N.S.W Housing Gomm ssion

i nvol venent in group hone provi sion.

7. 5Hostel s

The term ' hostel', in welfare workers' termnology, inplies a boarding house
where there is sone elenent of 'caring' in the nanagenent of the institution,
and that the hostel residents need sone care or protection that woul d not
necessarily be provided in a typical for-profit 'boarding house'. Hostel type
acconmodat i on may be particul arly suitable for handi capped persons who,

al though having a considerabl e capacity for self care and independent |iving,
require a nore sheltered environnent than is provided in boardi ng houses or can

be secured by a person living alone "at home'.

The Commonweal th had by 30 June, 1983 subsidised the provision in N.S. W by
religious, charitable and | ocal governnment bodies of hostel accommodation for
6, 301 persons under the Aged or DO sabl ed Persons Homes Act 1954 and for 5, 324
persons under the Aged or DO sabled Persons Hostels Act 1972.(6) The N.S. W
Departnent of Health's survey of geriatric and rehabilitation services reported
inlate 1983 that of 12, 127 hostel beds, 8, 119 ( 67 per cent) were in
netropol i tan Regions and that some hostel beds were located in each of the non-
metropolitan Regi ons. (7) Pernanently incapacitated peopl e over the age of 16
years may be accommodated in these hostels but the majority of places are

occupi ed by the aged.

Personal care subsidies and hostel care subsidies are available through the
Commonweal th Departnent of Social Services to assist hostel admnistrators to

neet the costs of providing accommodation and care - see Chapter 8, Daily
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Li ving Needs.

The return on capital invested in hostels is generally too | owto encourage

private investnent in this type of accommodati on.

Probl ens associated with the accommodati on of handi capped peopl e in hostel s

i ncl ude: -

insufficient places available; it was reported to us that every social
wor ker keeps a personal |ist of hostel s which may accept the handi capped,
but the contents of those lists are not wllingly divul ged to other

wor kers;

i nappropriate siting of host el S; it is desirable that hostels be ' on | evel
ground, next door to a shopping centre and wth a bus stop outside the

front door' - these criteria are not al ways net;

lack of governnent support for private hostels; it was suggested that if
assi stance such as the personal care and hostel care subsidies were
available to private hostels, suitably qualified peopl e such as regi stered

nurses woul d be encouraged to operate hostel s for the handi capped.
7. 6 Nursing hones

Asnmall fraction of all accident victins are admtted to nursing hones - of
these sone wll require long termnursing hone care, perhaps for the rest of
their lives. Because of shortages of nursing home accommodation individual
hones are able to operate sel ective admssion policies - for exanpl e sone hones
nay give preference to bed-fast elderly patients, others may 'specialise’ in

caring for wheel chair cases or patients wth nental imnpairment.
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Nursi ng hones are operated by the Sate Governnent, by religious and ot her
charitabl e organi zations on a not-for-profit basis, and by private profit-
seeking enterprise. Non-governnent nursing hbrres are licensed by the Sate
Governnent and subject' to inspection by officers of the Sate Heal th Depart nent
- mnimum standards for facilities, staffing, equipment, records and sone
aspects of patient care are prescribed under the Private Hospitals Act 1908
(NSW. To recei ve Comrmonweal th nursing hone funding, honmes nust be ' approved!
by the Federal Health Departnent - each approval specifies the nunber of beds,
~and thus patients, to be covered for benefit purposes. Anost all nursing hones
and nursing hone beds in both governnent and non-gover nnent nursing hones in
N.S.W. have federal approval. Approved non-government, not-for-profit nursing
homes may, under the Nursing Hones Assistance Act 1974 (Cth.) have their
operating defi cits met by the Commonweal th Government. Not al | non- gover nnent
not-for-profit hones have entered deficit financing agreenents wth the federal

government. At 30 June, 1983 there were in New South Vel es -

Approved nursing hones Approved nursing hone beds
Gover nnent 33 3,391
Deficit financed 130 6,302
Q her 352 18,991
Tot al 514 28, 684

(8)

The majority of hones and beds in the 'other' category are in private
ownership, operated for profit, but also included here are non-governnent, not-

for-profit, not deficit financed homnes.

Under the National Health Act 1953, the Commonweal th, through its Departnent of

Heal th, pays benefits to approved hones for all 'qualified patients.
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Qualification rests upon approval of the admssion by a Gormonweal th nedi cal
officer - but fewpatients are actually examned by a Gonmonweal th doctor. The
"ordinary care' benefit is reviewed annually on the basis that benefits,
together wth the statutory mnimumpatient contribution, cover fees charged
for 70 per cent of beds in the Sate in non-government nursing hones approved
under the National Health Act 1953. An additional daily benefit is payable in
respect of patients approved of as needing and receiving extensive nursing honme
care. The statutory mninum patient contribution for patients in nursing homes
other than Sate nursing hones is set at seven-eights of the standard rate
singl e age pension plus 100 per cent of suppl enentary assistance - the
rational e being that pensioners in nursing hones shoul d recei ve sone cash
income to neet the cost of itens not provided by the nursing hone or otherw se
provi ded free of charge. Patients in Sate nursing hones are required to nmake a
statutory mninumpatient contribution set at 66. 6 per cent of the single

pension rate plus 80 per cent of single suppl enentary assistance. ( 9)

Nursi ng hone fees have been controlled by the Federal Health Departnent since
1973. Fee increases are granted only if the applicant proprietor can show t hat
the operating costs of the hone have increased. As fees are related to cost

structures, fees between hones can Vary quite significantly.

Nursing hones are |located throughout the State; the 1983 survey of geriatric
and rehabilitation services by the Sate Health Departnent found that nursing
hone beds were provided in all Regions, but that 76 per cent were located in
the three netropolitan regions - 63 per cent of the Sate' a total popul ation

live in those three regions.

In conparison with sone other Sates the collection in New South Val es of
statistics relating to nursing hone patients is good, but unfortunately those

statistics do not include det ai‘Is'of the nunbers of accident victins cared for
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in nursing hones, nor of the types of accident which led to their adm ssion.
Fromthe statistics available it is clear that the ngjority of nursing home
patients are aged peopl e, and of the whol e nursing hone popul ation only a

relatively small mnority are victins of motor vehicle accidents.

Among problens reportedly encountered by social workers in the placenent of

handi capped peopl e i n nursing hones are

- low standards of acconmodation and care; although governnent health
service admnistrators maintain that there is an adequate (or excessive
nunber of nursing horme beds available to meet current needs; t he
standards attai ned by sonme hones are, in the opinion of sone social

workers and other professional personnel, |ess than adequate.

- lack of appropriate accormodation and care for sonme groups of
handi capped peopl e; inappropriate prem ses, lack of equipnent and the
additional benefits paid in respect of bed-fast patients are anong the
reasons why difficulty nmay be experienced in placing patients wth
certain types of handicap - for exanpl e those who are highly nobile in

wheel chairs; sone brain danaged cases.
7. 7THospital s

Hospitals inthis Sate are, for admnistrative purposes, classifiable into the

followng najor categories

7.7.1 Public hospitals -
7.7.1.1 "recognised public hospitals

7.7.1.2 non recogni sed public hospital s
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7.7.2Privatehospitals-
medi cal
sur gi cal
naternity

psychi atric

7.7.1 Public hospital s

The features common to all public hospitals in N.S. W which nost obviously

di stinguish themfromprivate hospitals are: -

(a) they derive the largest part of their incone fromgovernnent sources

(b) their operation is subject to either direct or close governnent

control, i ncl udi ng budgetary control

(c) they are open to any menber of the public who has need of the services

avai | ahl e.

Beyond those common characteristics there are differences between public
hospitals in terns of legal status, ownership, governance, admnistration,
staffing, financing arrangenents and services available. The majority of public
hospital s which offer relatively short termcare (including Repatriation
Hospitals operated by the Departnent of veterans' Affairs) cone wthin the
"recogni sed public hospital' sub category. From 1 February 1984 these hospital s
have offered free accommodati on and care to anyone who, on nedical grounds,
requires it; those who wsh to purchase private heal th insurance cover may be
treated in a recogni sed hospital by the doctor of their choice, provi ded t hat

doctor is a menber of the staff of that hospital.
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" Non-recogni sed”  public hospitals in Hew South Wl eé are not currently

recogni sed for purposes of private health insurance paynents under Commonweal th
heal th insurance |egislation. Mst of the non-recognised public hospitals are
Schedule Vinstitutions, listed in the fifth schedule to the Public Hospitals
Act 1929 (NSW. These are Sate (overnnent psychiatric institutions,
institutions for the intellectually handi capped and State nursing hones. Unlike
other public hospitals, which attract both Commonweal th and Sate funding,
Schedul e V institutions receive government suport only fromthe Sate Treasury.
A though patients in Schedule Vinstitutions may be required to pay for their
hospitalization, the private health insurance arrangenents do not extend any

cover over charges levied by Schedule V institutions.

In round nunbers there are 350 recogni sed public hospitals wth 34,000
recogni sed beds in New South Wl es in 1984. There are'sorrve 50 non-recogni sed
publ ic hospitals, 10 of which are psychiatric institutions and the others cater

for long stay patients in various categories.

The majority of accident victins requiring in-patient hospital treatment stay
for sone days or weeks in public recognised hospitals; some however wll stay
for nonths. Amnority of accident victins wll suffer such severe and
permanent brain damage that they will spend |ong periods in Schedul e V

institutions.
7.7.2 Private hospitals

Private hospital s are |licensed under the Private Hospitals Act 1908 ( NSW after
i nspection by officers of the Sate Departnent of Health to ensure conpliance
wth the specific mninum standards contai ned in regul ati ons pronul gated under

that Act. Licences state the nunber of beds permtted and their classification

as nmedical, surgical, nmaternity or psychiatric. Sonme private hospitals are
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operated by religious or charitable bodies, others by private investors as

profit seeking enterprises.

The maj or part of private hospital incone derives fromfees charged to
patients. There is no governnent control over these fees at present.
GCommonweal th subvention to private hospitals from1l February 1984, has been
scal ed according to the level of accommodation and services provided - private
heal t h i nsurance cover to neet private hospital charges to patients in whole or
part is available. The cover provided in a particular case is linked to the

Health Departnent®s rating of the hospital providing accommdation and care.

S nce private hospitals are essentially short stay institutions and have
generally little by way of facilities for energency rehabilitative and after
care, the fraction of all accident victins treated in the inmediate post
accident period in private hospitals is small. Very few accident victins

receive long termaccommodaton in private hospitals.
7.8:N.S.W. Housing Coomssion - Special Purpose Housing Commttee

Requests fromvarious community groups for Special Purpose Housing are

eval uated by the Special Purpose Housing Commttee, which conprises
representatives fromthe Housing Conm ssion, Health Gonmission and the
Department of Youth & Community Services, and when considered appropriate
Cormi ssi on approval is given for the provision of acconmodati on either fromthe
Comm ssion's existing stock, by constructing accomnmodation, or in the private
sector. Such approval generally depends on the organi sation denonstrating
expertise in their particular field of operation, there being an established
denand for residentia accomodati on fromthose the organi sation represents and
there being clear evidence the organisation does not have the financial

capacity to nake its own arrangenents to provide residential accommodati on.
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The tenancies granted to these organi sations are established on the basis that
a mximumrental is charged which is equal to 80% of the local narket |evel.
This is subject to reduction by way of rental debate if 20% of the total incone
of the group in residence is less than the maxinumrental of the property. The
maxi numrental level is reviewed annually to retain its relativity to the |ocal
market situation but currently increases are restricted to $5. 00 per week in

any one year.

The follow ng organisations, specifically requesting special purpose housi ng
accommodat i on for the handi capped, are anong those whi ch have been of f ered

accommodat i on or approved for special purpose housing:

Aldto Retarded Persons (t he Sunnyfield Associ ati on)
a dwelling at St. Marys to provide housing for handi capped

per sons.

Qunnedah and D strict Intellectual |y Handi capped Chil dren' s Associ ation ( Sub-
Normal (hildren' s Association) a dwelling at Qunnedah to provide

accommodation for intellectually handi capped children.

Sunmer | and House Wth No Seps - acconmodation at Lisnore to provide

accommodat i on for use by trainees receiving vocational rehabilitation.

Lachl an House Wth No Seps - acconnodation at Forbes to provide hostel

accommodation for disabled peopl e.

Australian Association for Better Hearing - accommodation at Parranatta for

use as a therapy centre.
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illawarra Society for Qippled Chil dren-accommodati on at Bel | anbi for use by

a group of disabled persons.

The Austral i an Quadrapl egi ¢ Associ ation - accommodati on at Maroubra to house

three or four disabled persons.

Macquarie Hospital North Ryde Auxiliary - acconmodati on for use as a group

hone for retarded adul ts.

The Hunter Regional Physically Dsabled unlimted - acconmodation in the

Newcastl e area for use as a group hone for physically disabled persons.

The Sunnyfield Association - a specially nodified dwel ling at Manly Vale for

use by a group of intellectually handi capped persons.
7.9 Assistance for handi capped children living away from home

The Commonweal th Departnent of Education, through its Assistance for I|solated

Children' s Schene, provides financial assistance to famlies whose handi capped
children nust live a\/\ay fromhone to attend a special institution. There is a
basi ¢ Boardi ng Al onance payabl e free of neans test and additional anounts are

payabl e subject to neans test.
7.10 N.S.W. Housing Conm ssion - Energency Accommodation Unit

During the latter part of 1981 the Erergency Accommodation unit was established
wthin the Husing Coomssion. This Uhit is responsible for providing
accommodati on for those peopl e assessed as being in urgent need because of

extrene housing difficulties aggravated by problens of health, |ow incore,

unenpl oynent, etc. in nany instances acconmodati on nade avail abl e through the
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Ener gency Accommodation Lhit is |eased to various organisations established to

assi st these peopl e.

Q gani sati ons whi ch have been al |l ocated accommodati on through the Emergency

Acconmodation ULhit specifically to assist the handi capped i ncl ude:

The Associ ation for the Assistance of the Intellectuall y and Socially
Handi capped - three houses at Georges Hall, Rooty HIIl and Quakers HII for

the rehabilitation and training for independent living of the intellectually

handi capped.

The Bl ue Mount ai ns Handi capped Centre Limted - two houses at Faul conbri dge

for the training for independent living of the intellectually handi capped.

The Whiting Church - accommodation at Summer H Il for use as a hal f-way

house, wth supports to assist towards independent Iiving.

The Association for the Assistance of the Intellectually and Socially
Handi capped - four sel f-contai ned one bedroomground floor units at B mngton
for use to teach narried intellectual |y handi capped peopl e independent |iving

skills.

7. 11 Disabled Persons' Accomuodation project Australian Housing Research

Counci |

A study comm ssioned by the Australian Housi ng Research Gouncil was reported
under the title "D sabl ed Persons' Acconmodation, AHRCProject No. 119",

publ i shed in 1982. The fourth Chapter of the report summari sed the existing
constrai nts on housi ng choi ce for disabl ed peopl e and indi cated sone

opportunities for policy and program changes that woul d begin to overcone these
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constraints. The summary is based on infornation fromthe literature review,
"providers" semnars in Sydney and Bri shane, and response of the "users" from

the series of group discussions wth disabled peopl e.
The constraints are 'organi sed in five sets:
1. Attitudes

The first set of constraints has to dowth attitudes - societal attitudes;
local community attitudes; the attitudes of many disabled individuals; the

attitudes of disabled people as a mnority group.
2. |lubcome

The second set of constraints has to do with | ow i ncones whi ch constrain
accommodat i on choi ce; physical housing nmodification;, the availability of aids

and appl i aances; access to appropriate support services.
3. The System

The third set of constraints is in the systemof service provision - its

conpl exity; the typical problens of groups seeking governnent funds; the need

for recurrent funding;, the lack of coordination; vested interests;, the quality
of acconmodation and services; the problens of renote areas; the inflexibility
and insensitivity of the system the need to encourage self-help initiatives;

the lack of infornation; inappropriate grouping of disabled people.
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4. Housing Supply

The fourth set of constraints has to dowth problens in the supply of
accommodation - gaps in the range of housing provided by organi sations; the
unavail ability of State Housing Authority ( SHA) acconmodati on; the

inaccessibility and unsuitability of ordinary housing.

5. Support Services

The fifth set of constraints has to dowth problens relating to the supply of
support services - unavailability; lack of support to famlies; the need for
ongoing care; the need for varying levels of support over time; the need for

staff.

Al'though not intended to do so, this list of constraints presents a summary of
the constraints limting the satisfaction of the needs of the disabled in nost
areas ot her than acconmodat i on!

Foot not es

1. Departnent of Social Security, Annual Report 1982-83, (Canberra, A.G.P.S.,

1983), p. 143.

2. Australian Bureau of Satistics, NewSouth Wl es Year Book No. 68, 1983,

(A.B.S., 1983), p.123.

3. Due to staffing problens the schene has not been fully inplenented -
personal communi cation fromofficer of the Departnent of Youth and

Communi ty Services, August 1984.
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4. The report on this survey is expected to be published about Novenber m 1984

- personal communi cation fromN.S. W C.0.S.S. officer, August, 1984.

5. New South Vél es Departnent of Health, inquiry into Health Services for the

Psychiatrically ill and Devel opnental |y D sabl ed, (Sydney, N.S.W D. of
H, 1983), (Rchnond Report).

6. Departnent of Social Servi ces, op. cit., pp.142-143.

7. New South Vel es Health Departnent, Geriatrics and Rehabilitation, (1983,

unpubl i shed).

8. Cormonweal th Departnent of Heal th, Annual Report of the D rector-General

of Health, 1982-83m (Canberra, A.G.P.S., 1983) p.188.

9. Information supplied by Health Services unit. New South Vél es Heal th
Department, August, 1984.

10. New South Vdl es Heal th Departnent, op. cit.
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CHAPTER B GHT
DALY LI VI NG NEEDS

8. 1 Handi capped peopl e living independently or sem independently may require

assistance wth the routine tasks and activity of daily I'ife, including

. personal care

. housekeepi ng

. provision of neal s
. shoppi ng

. transportation

G her needs of the independent and sem -i ndependent handi capped are dealt wth
in other chapters of this review- see domciliary nursing (Chapter 4) ; home
nodi fi cation, hone equi pnent, vehicul ar provision and nodification (Chapter 5) ;

social andrecreational opportunities (Chapter 11) .

The need for those who have to provide care for handi capped people to obtain
respite fromtheir sonetimes onerous responsibilities is also discussed in this

chapter.

Figure 8. 1 depicts the major elenents of the arrangenents whereby the daily

l'iving needs of the handi capped nay be net .
8.2 The carers

Mich of the care needed by handi capped peopl e cones fromrel atives, friends and

nei ghbours. 1In 'gener'al this care is provided wthout any nonetary reconpense.

Sone financial support is avail able fromthe Conmonveal th for some parents who
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care for handi capped children (Handicapped Children's Allowance), and for some
peopl e who care for the disabled in their own homes (Spouse Carers' Pension and

Dom ciliary Nursing Benefit) - see Chapter 3.

. For those needing regul ar assistance - or episodic assistance - but who cannot
call upon relatives, friends, neighbours or unpaid vol unteers, care nust
general |y be sought from 'paid carers. |If the anount of assistance required
is not large, or the need is relatively infrequent then the handi capped person
may be able, wthout great hardship, to neet the cost of obtaining the services
of soneone who is prepared to undertake this type of work. But if there is a
continui ng necessity to have assistance on a daily basis - perhaps say on
several occasions during each day - the cost of obtaining this care may be
very high and the probl ens of organising and nai ntaini ng regulér care seven
days a week for long periods very considerabl e i ndeed. For those who have to
pay the 'nmarket price' for care, it may be possible to reduce the probl em of
finding carers by having recourse to a private enpl oynent agency - such as
"Dal-an-Angel' and private nursing services.  course such an agency

requi res paynent for the work it does.

Qvernnents - federal. Sate and local - together wth voluntary agencies
provi de assistance to eligible handi capped people in neeting their daily |iving

needs. Satew de schenes of assistance include -

the Hone Care Service of N.S. W

Meal s on Wieel s servi ces
8.2.1 The Home Care Service of N.S. W

The service is a senm -autononous organi zation of which the Chairman is directly

responsible to the Mnister for Youth and Community Affairs. The Departrrenkt
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provi des admnistrative assistance to the service. Fnance is provided Ly the
Commonweal th under the Sates Gants (Home Care) Act 1069 by way of a 1: 1

subsi dy natching Sate Governnent funds; incone is al so received from sone

recipients of service.

The Hone Care Service has sone 150 branches throughout the State. Each branch
is managed by a local voluntary commttee whi ch enjoys considerabl e autonony in

the managenent of its services. Services provided include:

housekeepi ng services such as cl eani ng, washing, ironing, cooking,

shoppi ng, care of children

handynan and gardeni ng such as changing light bul bs, nmoving |aws et

cetera

hone nanagerent such as budgetting, negotiating wth governnent

depart nent s
tenporary |ive-in housekeeper service - for up to ei ght weeks

Anyone may request the assistance of this Service; a Hone Care Assessor wl |
then assess the need and the ability to pay for services. Fees are on a sliding
scale tied to neans and do not neet the actual cost of services supplied. No

fees are charged to people living on |ow incores.
8.2.2 Meals on Weels services

Sone 230 local services operate throughout the Sate under the auspi ces of
| ocal governnent and non-profit agencies. The Commonweal th Gover nnent supports
t hese services under the Delivered Heal s Subsidy Act 1970, admnistered by the

Departnent of Social Security.
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The service ains to deliver a mdday neal on weekdays, excluding public
hol i days, to the sick or infirmhouse-bound who are unabl e thensel ves to

prepare an adequate neal and have no one reasonably available to do this for

t hem

Heal s are prepared in the kitchens of public hospitals, senior citizens clubs,

service and sporting clubs and church halls. Delivery of neals is generally by

vol unteers working on a roster system

In the financial year 1982-83 Cormonweal th expenditure in New South Vel es under
the Delivered Heal s Subsidy Act amounted to $1. 4 mllion, with nore than 2

mllion neals being delivered(1)

8.3 Attendant Care Project

Wsing a grant nade avail able by the federal Departnent of Social Security, the
Hone Care Service of N.S.W comenced recently a pilot schene of attendant care

for severely disabled people in the Sydney netropolitan area.
For the purposes of the pilot study eligibility criteria are: -

(i) severely disabl ed
(1 1) of worki ng age
(iii) nedicallystable

(iv) inneed of between 2-4 hours assi stance per day wth personal care tasks
such as bathing, toiletting, transferring and dressing

(v) at naxi num | evel of independent functioning in their present ;
envi ronnent .

A snmall nunber of people able to neet these criteria will receive attendant

care through the project or be given an all onance to purchase this type of

care.
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Findings fromthis study are not yet avail abl e.

8.4 Transportation

D sabl ed peopl e who, as part of rehabilitative prograns or of after care are
required to attend hospital out-patient or other clinics, rehabilitation
centres, or the like nay be provided with transportati on by hospital,
government or public transport vehicles at no cost to thensel ves. But
travelling in the course of daily living activities handi capped people will
need to use either public or other nmeans of transport nore or less in the ways
that do other menbers of the community. Anong the schenes to assist the

handi capped with transportation are -

fare concessions on public transport services;
subsi di sed taxi service
exenption fromsal es tax on vehicl es

. nobi lity al | onance

the Federal Governnent's | PTAA schene

8.4.1 Public transport fare concessions

The New South Wl es Governnent provi des subsidies and concessi ons towards
certain transport services utilised by hol ders of Pensioner Heal th Benefit
Cards. Reduced fares are payable on New South Wl es Governnent transport, buses
and ferries, and on privately-operated bus services. Rail concessions also
include travel at reduced fares on certain main interstate trunk Iines, and two
free econony class return journeys per year between any two New South Vél es
stations at |east one of which is outside the Sydney netropolitan area. Sone
travel concessions are also available to certain other groups of Cormonweal th

social security beneficiaries resident in New South Wal es. (Qoncessi ons
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avat | abl e on Comrmonweal th Rai lways and the National Shipping Line are nentioned

inChapter 3.
8. 4.2 Subsidisedtaxi service

In New South Wl es the Sate Governnent provi des subsidies through the U ban
Transport Authority to enabl e di sabl ed peopl e who are unabl e to use buses,
transport and ferries to obtain transportation in specially nodified taxi cabs

at half the normal taxi fare.
8.4.3 Mtor vehicle sales tax exenption for handi capped persons

Purchase of a notor vehicle for the use of a handi capped person may be exenpt
fromfederal Sales Tax. As noted in Chapter 3, exenption is granted only to

persons in enpl oynent and who suffer from specified disabilities.
8.4.4 Mbility all owance

From1 April 1983 a nobility all onance of $10 a week has been payabl e to,k

di sabl ed peopl e who are enployed or in vocational training for a mni numof 20
hours a week and who because of their disability are unable to use public
transport wthout substantial assistance. The allowance may al so be payabl e
for up to three nonths after the requisite enpl oynent or training has ceased.
The allowance is paid free of any incone test, is not subject to incone tax,
but is subject to an incone test. A 30 June 1983 there were 3,935 people in

recei pt of nobility all owance(2)
8.4.5 Isolated Patients' Travel and Accomodation Assistance Schene

The Gommonweal th Departnent of Health admnisters the isolated Patients' Travel
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and Accommodat i on Assi stance Schene whi ch assists people in isolated areas to
obtain specialist nedical care. Assistance is by way of contribution to the
cost of fares and acconmodation for the patient and an attendant if necessary.
To be eligible the patient nust be referred for specialist treatnent which is
available only at a centre nore than 200 kilonetres away. In the year ended 30
June 1983 $1. 9 mllion was expended on this schene i n New Sout h Wl es,

providing assistance to 24, 614 people.(3)
8.5 Developnent of daily living skills

To enabl e handi capped peopl e to |ive independently or perhaps in group settings
such as group hones and hostels, it may be necessary to provide training in
such basic skills as looking after one's personal bel ongi ngs, keeping one's
roomtidy, working efficiently in one's kitchen and so on. Training of this

type is provided at sone hospital rehabilitation units and at CRS centres.

8.6 Respite Care

The demands nade upon ot her nenbers of a househol d in whi ch a handi capped
person lives may be very heavy in terns of physical exertion and psychol ogi cal
stress. The N.S.W Departrent of Youth and Community Services has a schene to
provide care for sone handi capped children for a short period to afford parents
wth sone respite. Sone public hospitals and sone nursing hones accept, subject
to availability of beds, handicapped people for a short stay as inpatients to
give tenporary relief to those who care for these people at hone. G her
famlies may nake private arrangenents for the tenporary care of handi capped

rel atives.
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Foot not es

(1) Departnent of Social Security, Annual Report, 1982-83, (Canberra,

A.G.P.S., 1983), pp.69 and 146.

(2)1d.,p. 47

(3) Conmmonweal th Departnent of Heal th, Annual Report of the Drector-General
of Health 1982-83, (Canberra, A.G.P.S., 1983), p.179.
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CHAPTBR N NE
EDUCATI ON

9. 1 For those suffering serious accidental injury wth residual handicap early
inlife the educational opportunities open to themmay be crucial determnants
of the quality of life they will later enjoy - or suffer. Here nention will be
made of educational opportunities available in the pre-school years; at the
primary, secondary and post-secondary |evels of formal education; and of sone

other special educational prograns.
9. 2 The pre-school ers

The Children's Services program ( CSP) of the Commonweal th Departnent of Social
Services provides funds to Sate Gvernnent and to community groups for the
provi sion of preschools and other services to children; all services funded
under CSP are expected to give priority to neeting the needs of disabled
children, and, in addition, the Commonweal th CSP nakes avail abl e funds for
services specifically serving disabled children (not necessarily only pre- -

school ers) .

Fees are charged at sone pre schools. It is generally expected that parents
will contribute to the operation of pre schools by participating in the care
and training of the children or by assisting with the provision of naterials,
nmai nt enance of premises et cetera. The N.S.W Departnent of Youth and Community
Servi ces provides sone financial support to community pre school s which enrol

handi capped chi | dren.

The Departnent of Youth and Community Services, assisted by funding fromthe

Commonweal th Departiment of Social Security Cffice of Child Care, operates the
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Young Handi capped Children's Program This programhas an establishnent of 14
field coordinators to cover the Depprtnent's metropolitan, Hunter and Illawarra
Regi ons. The Program provi des advisory and referral services to famlies wth
handi capped children in the 0 - 6 years age range. The coordinators' role
i ncl udes devel opi ng parent and community awareness of and participation in

coping with the probl ens associated with neeting the needs of these young

chil dren.

A very detailed examnation of educational services for handi capped children
was published recently by the N.S. W Education Departnent under the title
"Strategies and Initiatives for Special Education in N.S. W (1) Regarding

services for the pre school age group, the report comented -

"The youth and Conmunity Services provisions are inequitably distributed
and the Departnent of Education's provisions insufficient and based on

chronol ogi cal age rather than children' s needs."
9.3 and 9. 4 Primary and secondary school i ng

The 'Strategies and Initiatives' report referred to in 9. 2 above presents a
descriptive and eval uative account of educational services for handi capped

children of primary and secondary school age.

Sone disabled children are enrolled in regular classes or special classes in
Sate Schools. The Departnent of Education al so operates special schools for
handi capped children in Sydney and at a few non-netropolitan centres. Sone

school facilities are provided in hospitals for long stay patients.

Detail ed recomendations for renedying acknow edged shortconings in t he school

systemare included in the report referred to above.
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Table 9. 1 presents estinates of the nunber of handi capped children aged 4- 18
years in New South Wles in 1980. nly a snall fraction of all these woul d have

been not or vehi cl e accident victins.
9.5 Post-secondary education
9.5.1 Technical and further education ( TAFE)

The N.S.W. Department of Technical and Further Education, which receives sone
fundi ng fromthe Conmonweal th Governnent through the Tertiary Education |
Cormssion, offers an extrenely w de range of vocational and non vocati onal
courses - over 1200 of them Mst courses are free; for sone there is a snall
charge. (ourses nay be taken on a part-tine or full-tine basis, concurrently
w th enpl oynent or by external (‘correspondence) study. Qourses nay be 'tail or-
made in response to the needs of particular groups of students. The variety

and flexibility of TAFE prograns nakes themattractive to sone di sabl ed peopl e.

Handi capped peopl e eligible for benefits through the Commonweal t h
Rehabi [ itati on Schene nmay recei ve assi stance by way of training and ot her

al | onances to enable themto pursue TAFE cour ses.
9.5.2 UWiversity and ol | ege of Advanced Educati on cour ses

F nanced nai nly by the Commonweal th Gover nment universities and ol | eges of
Advanced Education (CAE's) make no charges for tuition of4 students pursui ng
di pl oma or degree courses. Handi capped peopl e w shing to pursue these courses
may be accepted as trai nees by the Cormonweal t h Rehabi litation Service ( CRS)
whi ch may provide a training all onance and other benefits such as |iving- anay-

fromhone and nobility allowance if these are necessary, plus costs of books,

student service fees et cetera. People refused assistance by GRS may apply for
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Gommonweal th financial assistance under the Tertiary Educati on Al onance Schene
(TEAS) - the schene is open to anyone Wi shi ng to study an approved course at a
university or CAE, but allowances are payabl e subject to neans test (parents
nmeans nay be examned in the case of young students living at home), and the

benefits are | ess generous than those obtai nabl e through the CRS.

9.6 Special types of education

9.6. 1Basicskillstraining

At CRS centres and sone hospital rehabilitation units training in literacy,
el enentary numeracy, typing and simlar basic skills nay be provided for
adol escents and adults who lack them

6. 6.2 Englishlanguage skills

Instruction in English as a second | anguage is availabl e at CRS centres,
through the Sate Educati on Departnent and through TAFE to assist disabl ed
magrants acquire proficiency in the English | anguage.

9.6.3 Vocational training through the CRS

Vocational training of disabled people is available to selected applicants
t hr ough the GRS (see Chapter 10) . Intotal number of people going through this

type of training, which nay be of the post secondary categories nentioned

above, is not large.

For the year ended 30 June 1982, for the whole of Australia, the figures were




-156-

Nunber of peopl e who commenced vocational training 1526
conpl eted training 1409
had training cancel | ed 62

Details of disabl ed peopl e undergoi ng vocational training through the CRS at 30

June 1982 were

Type of course Nunber in training
Ful | -time cl asses 444
cor r espondence 8
Part-time cl asses 101
cor r espondence 15
n-the-job 257,
Tot al 825_(2)

The Annual Report of the Departnent of Social Security for the year 1982-83 did

not show any figures relating to vocational training.

Foot not es

(1) NewSouth Vel es Departnent of Education, Srategies and Initiatives for

Speci al Education in N.S.W., (Sydney, Governnent Printer, 1982).

(2) Departrment of Social Security, Annual Report 1981-82, (Canberra, A.G.P.S., -

1982), p.148.
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GHAPTER TEN
OCCUPATI ONAL ASSESSMENT, TRAI NI NG AHD PLACEMENT
10. 1 Pathways to post-accident enpl oynment

The possi bl e out conmes for the accident victimwho was in enployment prior to
acci dent are shown inFigure 10. 1. For many peopl e who suffer an acci dent there
is no, or very little disruption of their normal routine, and even if sone
hospital or other medical care is required this nmay not cause any serious
upset. Sone unfortunates whose enpl oyment has been interrupted find that,
although left wth no residual physical or nental handi cap, the job they had
prior to enploynent is no longer open to them These people are in the same
position as other 'normal' unenpl oyed peopl e and have open to themthe sanme
avenues to enpl oynent; however their accident may lead to loss of incone,
perhaps of long duration, and thus they are a category to be considered in

di scussi on of acci dent conpensation schemes. W wll not pursue that discussion

her e.

The maj or concern of this chapter is wth accident victins who, despite nedical
care, including medical rehabilitation, will be left with a resi_ dual handi cap
whi ch pr events their resun ng their previous enpl oynent or sonething closely
simlar toit. The first step towards eventual enpl oynent is assessnent of

their potential which will lead to one of three prognoses -

- enployable in a different capacity wth no further training or

retrai ni ng

- potentially trainable or retrainable for sone different enpl oyment, or




ACCIDENT

MEDICAL CARE
INCLUDING MEDICAL
RHABILITATION

HANDICAP PRECLUDES RETURN
WORKFORCE IN PRE-ACCIDENT

RETURN TO WORKFORCE
IN PRE-ACCIDENT OR

.SIMILAR EMPLOYMENT OR SIMILAR EMPLOYMENT
ASSESSMENT
TRAINING UNTRAINABLE
OR OR TRAINING
RETRAINING FAILURE

EMPLOYMENT
SEEKING
EMPLOYMENT UNEMPLOYMENT UNEMPLOYABLE
NORMAL OR : (OR MAYBE SHELTERED
SHELTERED EMPLOYMENT)

Figure 10. 1 Pathways to post-accident enpl oynent or unenpl oynent
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- untrainabl e and handi capped to the point of unenployability or perhaps
enpl oyabl e irn shel t'ered condi ti ons; .aI so comng into this category will
be those who commenced training or re-traini hg but did not satisfactorily

conpl ete that process.

For those who require no additional training - for exanple an unskilled worker
nmay be abl e, despite some handi cap, to undertake another type of unskilled work
- and for those who successfully conpl ete sone formof training, there follows
the search for a job. This search may, particularly in times such as the
present, prove unsuccessful; the future may hold years, perhaps a life-tine of
~austerity on a social services pension. Those who secure enpl oynent nays find

thensel ves in normal or in sheltered enpl oyrent .

There is no one agency responsible for overall assessnent, training and

pl acenent of handi capped woul d-be workers. Assessnent may be made by t he
Vocatiohal Qui dance Section of the Sate Education Departrment; the Sate
Department of Youth and Community Servi ces has a vocational gui dance service
for young people in its care. I—bspital rehabilitation units and private
rehabilitation centres may undertake assessnent and offer |imted opportunities
for training; the largest agency in this field is the Commonweal th

Rehabi [itation Service. Sonetines enpl oyers provide sone training or retraining
of enpl dyees who have acquired an accidental handi cap. Sone rehabilitation
units, voluntary agencies and self help groups are able to assist in finding
enpl oynent but the largest agency concerned wth pl acenent of handi capped

workers is the Commonweal th Enpl oyment Servi ce.
10. 2 Assessment and Traini ng agenci es

Al agenci es undertaking the assessnent and training of injured people who nay

be able to' return to or enter the workforce engage in simlar tasks but vary
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wdely in the scope and scale of their activities. Here we wll describe in
outline the Commonweal th Rehabilitation Service of the Departnent of Social

Security, this being the agency which covers the w dest range of activities in

the assessnent and training field.
10.2.1 The Commonweal th Rehabilitation service (CRS)

The service was originally established to assist disabled people to enter

enpl oynent, entrants to the service's prograns being sel ected on the basis
renedi ability of disability and |ikelihood of engaging in suitable enpl oynent
wthin three years of the conmencenent of treatnment or training, in recent

year s theré has been a shift in GRS policy. The present policy is to offer
services to any disabled person who can substantially benefit fromthe prograns
whet her for enpl oynent, household duties or sinply living at home. The
followng information (10.2.1.1 to 10.2.1.6) is extracted fromCRS

publ i cati ons.
10.2.1.1 What the CRS provides

(bj ective assessnents of a person's functioning by multi-disciplinary teans,
establ i shnent of realistic rehabilitation objectives and individually tail ored

programmes that will hel p overcone problens and attain rehabilitation goal s.

Treatnent of a person's condition so that the disabling effects are
mnimsed. Such treatnent can include specialist nedical, speech therapy,

physi 0 and hydrot herapy, renedial physical and psychol ogi cal therapy,

counsel ling and renedi al educati on.

Aids - all aids essential to a person’ s increased i ndependence in ordinary

activities are prescribed, supplied and training given in their use.




-163-
Equi prent that is generally supplied includes nobility aids, nodification to
hones, aids for increasing independence in activities of daily Iiving,
devices that help in mnimsing pain and in inproving physical confort, and

communi cation and work ai ds.

Wrk assessnment and training - a person's ability to performat |evels that
nmeet the requirenents of industry are assessed in a variety of work settings
in the rehabilitation centres. Mtal and wood workshops, autonotive bays,
clerical areas and printing shops provide suitabl e environnents for disabl ed
peopl e to increase their know edge of job requirements, |earn and practise
new work skills and upgrade their physical tolerance to levels that wil

enabl e themto return to conpetitive enpl oyment .

General activities and i ndependence at home. A goal of open enpl oynent is
unrealistic for sone disabled people. The rehabilitation programme provided
for these people will concentrate on identifying satisfying recreational
activities and ensuring that they are as independent as possibl e when they
return to their own hone. Arrangenents for home support services and
referrals to community support and activity groups are conpl eted, prior to

finalising the rehabilitation programme.

Gf-Centre training. Vocational training is provided to ensure that disabled
peopl e are adequately prepared to conpete for positions for which they have
shown potential. Training can take various forns but the two nost common are
on-the-job training (work therapy) and attendance at formal vocationally
oriented courses at tertiary and technical training institutions. Al
necessary books and equi pnent are supplied to trainees, a training allowance
is paid and trainees are covered for workers' conpensation purposes by the

Departnent of Social Security. Al training is supervised by a rehabilitation
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counsel lor who wi |l offer support and gui dance throughout the training

peri od.

Enpl oynent pl acenent. Once a person has successfully conpl eted a
rehabilitation and/or training programre, assistance in finding suitable
enpl oynent is provided. Anunber of different neans are enpl oyed to achi eve
pl acenent - the C.E. S, personal contacts. Wrk Therapy, subsidised training
schenmes and direct placenent are used when, and as appropri ate, to the client

and t he circunst ances.

Fol l owup on conpl etion of a rehabilitation centre programme. Resettlenent in
wor k, community activities or at hone is an integral part of the
rehabilitation programme. Rehabilitation counsellors are prinarily

responsi bl e for resettlenent activities but they are often assisted in this
work by other C.R. S. staff or community workers who are better placed
geographi cally or who have a particul ar expertise that wll facilitate

attainnent of the resettlenent plan for the client.
10.2.1.2 CRS facilities
Rehabi l'itation Centres

Persons entering a rehabilitation treatnent programme are assessed by a team
of rehabilitation practitioners and a programme is designed to assist in
overcomng identified problens and to uprade a person's functioning. The
rehabilitation teamincludes mx of professionals skilled in particul ar areas
of human functioning e. g. nedical consultants, physiotherapists, occupational
t her api sts, speech pat hol ogi sts, nurses, socia workers, teachers, trades
instructors and rehabilitation counsellors. Aclient entering a progranmme

wll be directed to any or all of these teammenbers, according to the
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presenting disability and assessed needs. Two multi-diagnostic centres are
situated in Sydney - M. WIlga at Hornsby and the Queen Hizabeth Il centre
at Canperdown. In country areas, centres are conducted in conjunction with
the Heal th Departnent of N.S.W. at Newcastle and Bathurst. Residential

facilities are available at Bathurst and at M. WI ga.
Regi onal Rehabilitation unit

Rehabi litation counsellors, and in sone cases social workers, provide |ocal
contact for disabled persons in netropolitan and country regional
rehabilitation units. These units are able to organise |ocal treatnent and
training or to facilitate referral to a rehabilitation centre. Rehabilitation
units are located at Al bury, Oange, Canberra, Newcastle and Wl | ongong; and

Parranatta and Liverpool in Sydney.
Vérk Preparation CGentres

Two specialist centres at Ganville and Marrickville cater to the needs of
mldly intellectual |y handi capped adol escents. Training in social

i ndependence, work habits and work skills is provided by a team of
rehabilitation practitioners - psychol ogi sts, social workers, rehabilitation
counsel | ors, teachers and trades instvruct ors. The aimof the centres is to

i ncrease the independence and enpl oynent potential of devel opaental |y

di sabl ed young adul ts.
Work Adjustment Gentre (Reset Manufact uring)

A Wrk Adjustment Centre located at Artarnon in Sydney, provides an

opportunity for disabled people to increase work skills and work tolerance in

a simil ated work environment. The enphasis in this centre is on realistically
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neeting the demands of a work situation, and therefore, involvenent of
therapeutic staff is limted. Rehabilitation counsellors and trades
instructors are responsible for a person's well being and progress whil st at
the Centre. n-the-job or formal vocational training or placenent or
enpl oynent is the usual outcone for those who conpl ete programmes at the Wrk

Adj ust ment Centre.

10.2.1.3 Rehabilitation and training al |l onances

Al owance repl aces their existing pension or benefit. If a personis not in
receipt of a benefit, their eligibility has to be established before payment of
the Rehabilitation Al lowance can comrence. This allowance is equivalent in rate
to the Invalid Pension, attracts the sane fringe benefits and is subject to the
same means test. Paynent can be continued for a period of 6 nonths follow ng

conpl etion of a rehabilitation tretnent or training programe.

For persons attending Wrk Preparation and Wrk Adjustnent Centres, an

Incentive Allowance is paid in addition to the Rehabilitation Al owance. The

rate of Incentive Allowance varies according to a person' s work productivity,

time keeping and work behavi our.

Fares are refunded for attendance at all programmes and appoi nt nents connect ed

wth a rehabilitation programre.

ATraining Allowance is payable to all persons undergoi ng fornmal vocational or

work therapy training who are sponsored by the C.R.S. This allowance is a set
weekly amount paid fortnightly wth Rehabilitation Allowance and is adjusted in

line wth the rates payabl e under Manpower Trai ning Schenes.
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If a person is required to |ive-away-front-hone in order to undertake C.R.S.
sponsored training, a Living-Any-F omHne-A | owance becones payable, this is

paid in addition to and in the same manner as Training A | onances.

10.2.1.4 Higibility criteria

As noted above, entry into CRS programis open to persons who are assessed as
being likely to benefit substantially, whether for enploynent, household duties
or sinply living at horre.

Entry is limted to the followng age groups -

adol escents of 14 and 15 who, wthout assistance, are likely to becone
invalid pensioners on attaining 16 years of age;

. males of 16 to 65 years of age;

. females of 16 to 60 years of age.

Gommonl y occurring disabilities anongst persons accepted for CRS assistance

are:

. Anput ati ons . Psycho-soci al disorders
Back pai n . Athritis
MId intellectual handi cap . Repetition injuries

. Miltiple fractures . Qardi o-vascul ar probl ens

Spinal cord injuries

Head injuries
10.2.1.5. CRS charges for service*

The services offered by the CRS are provided free of charge, but where a person

has a successful claimfor conpensation or danages for the disability for which
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rehabilitation is provided, the cost of rehabilitative treatnent and training

wi || be recovered.
10.2.1.6 Referrals to CRS

Rehabi litation counsellors located at the centre or unit closest to the
person' s honme address w il discuss a possible referral. Aternatively, if one
centre appears to offer a nore rel evant programme, a counsellor at that centre

can discuss the referral process and centre programmes in greater detail.

Followng referral, assessnent and admission procedures are different at each
of the centres. There are al ways pre-acceptance interviews by rehabilitation
counsel lors and nedi cal consultants (i n the case of Rehabilitation Centres),
psychol ogi sts and other staff in the case of Wirk Preparation Centres. Feedback
to the referring agency as to acceptance for rehabilitation, or otherwse, is

provided at this point.

Adm ssions to centres are organi sed according to the availability of the
particular services required by a client. Witing tines for admssion therefore
vary but, in general, first preference is given to persons conpleting prinary
treatnent or undergoi ng prelv imnary rehabilitation programmes to ensure
continuity in managerment. Persons with disabilities of a nore chronic nature

are admtted in order of referral.
10.2.1.7. Scale of CRSactivitiesinNSW

For Australia as a whole, there were nearly 21,582 referrals to the GRS in the
year ended 30 June 1983. O these, 6, 108 commenced and 5, 787 persons conpl et ed
prograns. In other words, less than one in three persons referred was actual |y

accepted by the CRS( 1) At 30 June 1983, again for Australia as a whol e.
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there were 3,658 peopl e reported as undergoing rehabilitation in CRS and CRS
rel ated prograns -

tinber of people undergoing rehabilitation at 30 June 1983 (classified
according to maj or progran

Nunber of peopl e

Through centres

Rehabilitation centre prograns 1 055
VWrk preparation centre prograns 222
VWrk adj ust ment centre prograns 90
External rehabilitation prograns 115
Vocational training courses 284
- the-jobtraini ng 173
Through rehabilitation units
Regi onal centre prograns ( a) 343
External rehabilitation prograns 621
Vocat i onal training courses 436
n-the-job training 175
Suspended 144
3 657

(a) Treatnent prograns provided in conjunctionwth Sate and Territory
hospitals and other facilities. (2)

For New South Vel es during the year ended 30 June 1983 the nunber of peopl e who

conpl eted rehabilitation prograns and their subsequent placenents were -

pl aced i n enpl oynent - open 327
- sheltered 64
- part tine or
hore bound 50
- other enpl oyrment 88
529
seeki ng enpl oynent 390

Not in enpl oynent -
Househol d duti es 21
I ndependent or seni-i ndependent

['iving 384
405
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Qher placenent e. g. voluntary wor Kk,

activity therapy centres, return to

educational studies, limted

rehabilitation gain 602

Total conpl etions 1,926

Cancel l ations, including discharge

by centre, self discharge, transferred

to institution, deceased 302 (3)
(obviously these statistics must be interpreted cautiously, but it seens
reasonabl e to say that less than half of the people conpleting a CRS
rehabilitation programin New South Wiles in the year 1982-83 actual |y escaped
fromthe rehabilitation/after care naze - and those who entered the prograns
were, as we have seen, a selected group - less than one in three of people

referred.

Expendi ture on these rehabilitation prograns by the Departnent of Social
Security in N.S.W for the year 1982-83 was $11.63 mllion. Departnental
expendi ture through CRS on aids and hone nodifications et cetera was, for that

year, in New South Wl es, $188,828. (%

10.2.18 Drections for the Commonweal th Rehabilitation Service in 1980s

The Rehabilitation Dvision of the Departnent of Social Security has published
its forward plan for the trienniumJuly 1984 to June 1987.(5) This docunent
wthits 118 pages and 96 itemsed recommendati ons for action foreshadows a
nmarked change in the orientation and activities of the CRS. It contains very
little that bears directly upon the future role of the CRSin the retraining of

injured workers to return to the workf orce.

10. 3 Job seeking and j ob pl acenent

Handi capped peopl e seeking j obs nmay secure enpl oynent through their own

efforts, they nay be assisted by relatives and friends, or help may be provi ded
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by workers in a wde variety of agenci es. The principal agency specialising in
job finding and job placenent is the Cormonweal th Enpl oynent Service (CES), an
armof the Departnent of Enpl oynent and Industrial Affairs. Wthin the CESis
the Special Enpl oyment G oups Section (SEGS) which is particularly concerned
with pronoting the enpl oynent opportunities for di sadvantaged peopl e, including

those wth physical or nental handi cap.

CES Job Centres are distributed through the Sate - sone 40 in the
netropol itan area and about 50 el sewhere. Wthin each Job Centre is a
desi gnat ed O sadvant aged Persons O ficer ( DPO) whose responsibilities include

service to the physically and nental |y di sabl ed.
10. 4 Job or workpl ace nodification

Quite conmonly it is possible to nodify a job so that it can be handl ed
adequately by a disabled worker. Were changes need to be made to the workpl ace
to accommodat e a di sabl ed enpl oyee the cost of approved nodifications may be

net under schenes adm nistered by Commonweal th Gover nnent Departnents -

costs of nodifications nay be met for di sabl ed peopl e who are accept ed

by the Commonweal th Rehabilitation Service, or

. the Departnent of Enpl oynent and Industrial Relations nay provide
financi al assi stance for workpl ace nodifications so that job training

can be provided for the disabl ed.
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10. 5 Enpl oynent opportunities and enpl oynent stat us
Handi capped peopl e in the workforce nay be

. self enpl oyed
i n open enpl oynent - full tine
part tine
per nanent
casual
in sheltered enpl oynent - in sheltered workshops

- under 'slow worker's pernmt' arrangenent

The Australian Bureau of Satistics reported that in February 1981, for the
whol e of Australia, there were 226. 2 thousand handi capped persons in the

workforce ( 67. 8 per cent mal es). The enpl oynent status of these peopl e vas

Hal es Fenal es
% %
Sl f enpl oyed 23 17
Wage and salary earners 73 77
Shel tered enpl oyrent 4 6
100 100 (6)

10.5.1 Self enpl oynent

Handi capped peopl e attenpting to establish thensel ves in sel f-enpl oynent nay
utilise conpensation or damages received as the result of an accident as
capital for a business venture of sone kind - or start-up finance nay be
obtai ned fromother sources. In our survey of sheltered workshop sponsors it

was reported that snall anounts of noney mght be nade avail able fromthe
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agency funds to enabl e handi capped people to set up in business on their own
account. People with a handi cap enbarki ng on such ventures nmay have recourse to
the generally available private and governnent advisory services, such as the

Sate Governnment's Snal | Business Agency Managenent Advi sory Servi ce.
10.5.2 Qpen enpl oynent

The maj ority of handi capped people in the workforce are in open enpl oynent
(open as opposed to sheltered enpl oyment). Federal assistance is available to
enpl oyers to make necessary nodifications to the workpl ace (see 10. 4 above).

The Special Enpl oynent Goups Section of CES has produced a booklet " A Quide to
Enpl oyi ng D sabl ed People"(7) to provide practical suggestions and advi ce to

enpl oyers to help renove difficulties or doubts which mght be inhibiting the'

enpl oynent of the handi capped.
10.5.3 Sheltered enpl oynent

"Shelter' may be provided by way of working environment specially adapted for

the enpl oynent of handi capped people, or by way of slow worker permts.

10.5.3.1 Sheltered wor kshop*

These workshops are usual |y sponsored by | ocal communities and by bodi es
representing particular disability groups, such as the Paraplegic and
Quadr apl egi ¢ Association. At least one in N.S.W is sponsored by a comerci al

firm

The najority of disabled people working in sheltered workshops suffer from
mental rather than physical handicap. A know edgeabl e infornmant estinated that

about one in four of these workers is physically handi capped, and that only a
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very small percentage of all people working in sheltered workshops are

handi capped as the result of notor traffic accidents.

Soonsors of not-for-profit workshops may be assisted by the GComrmonweal th

Gover nnent under t he Handi capped Persons Assi stance Act. 1974. Under this
legislation, eligible organisations may apply for subsidies towards the cost of
provi ding capital projects, naintenance and equi pment. Gants are also

available in respect of rental and certain salary paynents.

Qants on purchases of buildings, equipnent etc. take the formof a $4 subsidy
for each $1 raised by an eligible organisation fromnon-governnent sources.
Rent is subsidised at a rate equal to 80 pervcent of the approved rental paid
subject to certain conditions. Salary costs nay be subsidised to an anount
equal to 100 per cent of salary paid to staff enployed in newventures, but

this is reduced to 50 per cent after the premses have been providing the

service for 2 years or nore.

As vell as assisting organisations wth establishnent and running costs, the
legislation al so provides financial encouraganent to sheltered workshop
admnistrations to provide the type of training for the handi capped which wil|
prepare them where possible, for open enploynent. Atraining fee of $500 is
paid to organisations providing approved sheltered enpl oynent for each

handi capped enpl oyee who, having regei ved at |east 6 nonths training in the

wor kshop, graduates to open enpl oynent and renmains there for at |east 12

nont hs.

Shel tered enpl oynent al | owance is payabl e to disabl ed peopl e who are enpl oyed
in shel tered workshops and are otherw se qualified to receive an invalid |
pensi on or woul d becone so qualified if they ceased to be provided wth

sheltered enpl oynent. The allowance is subject to the sane incone test as
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applies to invalid pension and is paid at the same rate. It is payable in the
formof a supplenent to the sheltered enpl oyee's wages. The allowance is not

taxabl e unl ess the sheltered enpl oyee has reached age pensi on age.

A sheltered enployee is entitled to the sane additional paynents as an invalid
pensi oner except that no suppl enentary assistance is payable. Instead, all
peopl e in receipt of sheltered enpl oynent al | onance recei ve an incentive
al | ovance of $8 per week. There is no incone test on the allowance, but a
person precluded by his or her incone fromreceiving sheltered enpl oynent

allowance is not entitled to incentive all owance.

Shel tered enpl oynent al |l onances are paid by the Departnent of Social Security

t hrough t he wor kshops.

Soonsors of sone shel t ered workshops al so provi de acconmodation, usual ly of
hostel type, for people enployed in the workshop. This too may attract
Commonweal th capital subsi dy under the Handi capped Persons Assi stance Act .
Charges to residents may be |ess than cost of providing accommodati on and board

- for exanpl e one hostel charges $50 per week per resident.

At 30 June 1983 there were in New South Vil es 86 shel tered vor kshops
through which federal rehabilitation allowances were being paid to a total of

3,688 allowees. ()

Ment al | y handi capped peopl e make up a | arge proportion of persons working in
shel tered workshops - in sone there is a mxture of physically and handi capped

nental ly people, in others all the enpl oyees nmay bel ong to one or other group.

Anong probl ens reported by admnistrators of sheltered workshops and ot her

peopl e famliar with their operation -
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. difficulty in obtaining sufficient and appropriate work to keep
enpl oyees occupi ed

conpetition and 'under cutting to secure Wrk contracts

the snall amount paid in addition to the invalid pension rate gives
[ittle incentive to work in a sheltered workshop

. the nature of the work to be done in workshops is not considered to be
appropriate by sone enpl oyees

sore physi cal |y handi capped peopl e do not w sh to work in workshops
where nental | y handi capped workers are al so enpl oyed.

10.5.3.2 Sanple summary reports from sheltered workshops

The followng brief summaries represent a sanple of reports recei ved from

shel tered wor kshops in response to our postal questionnaire.

Vrkshop in Hinter Valley

- the workshop enpl oys 40 handi capped peopl e none of whomis a notor
vehicle accident victim has a salaried staff of eight - a manager,
assi stant nanager, trainee nanager, four supervisors and one clerk; hours
of work are 9 to 4, five days a week; there have been three applications
from handi capped persons for enpl oynent in the past twel ve nonths but
none was accepted because there were no vacant positions. The nanager
stated that the workshop faced no problens at present.

VWrkshop in south western N.S. W

- provides up to 50 places for handi capped persons - nost of those worki ng
In the workshop are mldy nental |y handi capped - one is a notor vehicle
accident victim salaried staff of ten; waiting tine for places in the
wor kshop is about six nonths; inthe past 12 nonths 20 applications for
admssion were received, and 19 were gi ven enpl oynent; anong probl ens
stated was the difficulty experienced by notor traffic accident victins
in adjusting to a work environnent where the najority of fellow workers
are intellectual ly handi capped.

G oup of workshops in Sydney
- provides about 200 pl aces for handi capped peopl e, of whoman estinated 10
per cent are notor vehicle accident victins; salaried staff G 24; anong

probl ens reported was the inability of people wth brain injuries to
concentrate and work effectively.

10.5.3.3 Accreditation of sheltered workshops - a pilot project
At the present tinme (August 1984) a pilot project, funded by the Federal

Departnent of Social Services and conducted by the New South Vil es Associ ati on

of Sheltered Wérkshops in association wth A.C.R.0.D. and the Sate Departnent
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of Youth & Community Services, is in progress to assess the val ue of a system
of accrediting sheltered wor kshops as a neans of ensuring high standards of
operation and of facilities. An independent eval uation of this project to be
carried out by a teamfromMacquarie University. This pilot study may lead to
the establishment of a nation-w de accreditati on program supported. by the

Departnent of Social Security.
10.5.3.4 Sowworkers permts

Under section 89 of the Industrial Arbitration Act 1940 ( NSW the Industrial
Regi strar may issue a Sow Wrker's Pernmit relating to a person who is aged,
infirmor nentally handi capped; the enployer is not then bound to pay the full
anard rate for the job to be perforned by the 'slowworker'. Permts are issued

on a renewabl e annual ly basis. In 1982 thirty-nine permts were issued, in 1983

to md Decenber, thirty two.(10)

Foot not es

(1) Departnent of Social Security, Annual Report 1982-83, (Canberra, A.G.P.S.,

1983), p. 60.
(2) 1d., p.60
(3) 1d., p.139.
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(5) Departnent of Social Security, Rehabilitation D vision, Connunity-based

Rehabi litation for PeQQIeWth Dsabilities: Drections for the

Gommonweal th Rehabilitation Service in the 1980s, (Canberra, A.G. P.S.,

1984) .

( 6) Australian Bureau of Statistics, The Labour Force, Australia, 1981,

(Canberra, A.G.P.S., 1982).

(7) GCommonweal th Enpl oyment Service, Special Enpl oynent Goups Section,
A Quide to Enploying D sabled People, (Canberra, A.G. P.S., 1983).

(8) Departnent of Social Security, Annual Report 1982-83, (Canberra, A.G.P.S.,

1983) , p. 101.

(9) TheAustralianDisability Review, 1984, 1( 2) contains areport onthe

onference of New South Vel es Association of Rehabilitation Facilities,
Sydney, 22-24 NMarch 1984. Several papers presented at the Conference were

highly critical of the sheltered enpl oynent and activity centre industry.

(10) Personal conmmunication fromofficer of the New South Vel es Industri al

Registrar's COffice, Novenber, 1983.
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CHAPTER ELEVEN
SOO AL AND RECREATI ONAL ACTI M TI ES

11. 1 The organi zation and provi sion of social and recreational activities for
the disabl ed people in their care formpart of the rehabilitative and after
care prograns offered by many agencies including hospital rehabilitation units,
CRS centres, hospitals, nursing homes, hostels and sheltered workshops.

Vol untary hel pérs and auxi| i ary groups are inportant participants in

establ i shing and nai ntai ning these activities.

Qoups of people suffering fromsimlar handi caps have established their own

organi zations for social and recreational purposes, for exanple -

- the N.S.W Anputee Sporting Association
- the Parapl egic and Quadriplegic Sports Qub of N.S. W

Sel f-hel p, nutual support and special interest agencies are also active in
provi ding and pronoting socia and recreational opportunities for the

handi capped peopl e they serve; anmong these are

- Osabled Wnlimted
- Munt Duitt Parents Support G oup for Handi capped Chil dren

- Newcastle and Dstrict Association for Qippled Children

Activities may be organised by field workers of governnent departnents, such as
community health workers in the N.S.W Health Departnent's community heal th
centres and coordinators of the Young Handi capped Chil dren's Program oper at ed

by the Departnent of Youth and Gommunity Servi ces.
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Sonme agenci es having broad concerns for welfare may offer, anong their

prograns, some designed specifically for handi capped people's recreation

i ncl udi ng

- Y.M.C-A.

- Australian Jewi sh Wl fare Society

We have mentioned sonme of the social and recreational opportunities offered
specifically to nmeet the needs of some handi capped people.  course very many
handi capped peopl e participate in social and recreational activities which are

available to their non-handi capped relatives and friends.
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CHAPTER 12

THEPROGRAMMVERS

12. 1 Here we descri be the agenci es whi ch are concerned with identifying the

needs of disabl ed peopl e and devel opi ng t he means wher eby t hose needs may be

met. Programm ng activities include

- policy nmaking

- pl anni ng

- advi sing

- coordinating

- advocacy and | obbyi ng

- eval uating

Sone agenci es whi ch undert ake pf ogrammng activities of these types are

t hensel ves al so service agencies in the sense that they provide services and
benefits directly to handi capped peopl e, those nentioned in this chapter have
programmng as the sole or maj or paft of their operations. W& first [ook at
governnment agencies - federal, Sate and local - and then at those in the none
governnment sector. Towards the end of the chapter we nention ad hoc activities

relating to programmng in the field of rehabilitation and after-care.

W& recogni se the fact that there are numerous international organisations,

academ c bodi es, professional associations and individual s having direct and

indirect inpact upon policies and prograns which affect the manner in which the

needs of disabl ed peopl e are net .

In the case of international organisations their perspectives and policies




-182-
would largely be reflected in their Australian menber groups who nay be
nentioned here as non-governnent national programmng bodies - for exanple

D sabl ed Persons International (Australia).

12. 2 Gover nment progranm ng agenci es

At governnent |evel one finds sone extra departnmental or supra-departnental
agenci es whi ch al though operating under governnent auspi ces have representation
from out si de governnent departnents and services, and which take a broad view
of the field such as the Dsability Advisory Gouncil of Australia (D.A C.A. ).

(ne also finds sone government departnents which play inportant programm ng

rol es.

2.2.1 Federal Gover nnent

2¥2.1.1 Extra- and supra-departnental agencies

12.2.1.1.1 Disability Advisory Council of Australia (D.A C.A.)

This new body in 1983 repl aced the National Advisory Coomttee for the

Handi capped (N.A.C.H.) and like its predecessor w || advise the Comonweal th
Governnent on all aspects of its policies affecting di sabl ed peopl e.
Sgnificantly the fourteen menber Gouncil has a greater representation of

di sabl ed people than N.A.C.H., eleven in all. Its nenbership includes equal
nunbers of nen and wonen and all states are represented. The new body reflects
the Government's recognition of the need to nove away fromreliance on the

opi nion of traditional service providers, whether nedical or voluntary and to

l[isten to the views of disabl ed consuners.
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D.A.C.A. has taken over many of the functions of N.A C. H such as producing
"Australian Dsability Review' a quarterly journal, (the journal's title was
changed from 'Australian Rehabilitation Review in 1984), and a nunber of the

Commttees which operated under the auspices of N.A. C.H including:
i) The Sanding Interdepartnental Cormttee on Rehabilitation (S.1.D.C.0.R.).
i) Expert Coomttee on Rehabilitation Engineering (E.C.0.R.E.).

In viewof the reorientation of this national advisory body it nmay be that sone

of these N.A.C.H. functions will not remain under the auspi ces of D.A.C.A.
Activities presently being pursued by D.A C.A. include

i) Followng up on the Handi capped Prograns Review (see 12. 4 Ad Hoc Program
[ nquiries).
ii1) Reviewof P.A. D.P. and pensions entitlenent,

iii) Mnitoring the success of a pilot attendant care program
12.2.1.2 Commonweal h departmental agencies
12.2.1.2.1 Departrment of Social Security

a) Social Wlfare Policy Secretariat: Responsible for review ng broad policy
options of the D.S.S.

b) Handi capped Persons ¥l fare Program This programoperates under the
Handi capped Persons Assi stance Act 1974 providing both capital and recurrent
subsidies to voluntary, non-profit or |ocal governnent bodies for prescribed

services such as training, activity therapy and sheltered enpl oynent with a
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snmal | but grow ng conponent of non-institutional residential accomrodati on.
Atotal of $71. 2 mllion was spent on the Australia-w de programin 1982-83.
Subsi dies were allocated to 213 sheltered enpl oynent ventures, 200 activity
therapy centres, 277 training services, 432 residentials and 75 ancillary

services. No Sate figures are given. ( 1)
c) Accommodation and Care for Aged or DO sabled Peopl e
Thi s program operates under the -

Aged or D sabl ed Persons Hones Act 1954
Aged or D sabl ed Persons Hostel s Act 1972
Del i vered Heal s Subsidy Act 1970

Sates Gants (Home Care) Act 1969

and agai n provi des financial assistance through Sate Governnents and
directly to voluntary and charitabl e organi sations and | ocal governnent

bodi es.
12.2.1.2.1 Departnent of Health

The Departnent’ s Policy and P anning O vision has a Rehabilitation and Services
Section. The Departrent is represented on the Sanding Interdepartnental
Commttee on Rehabilitation. Many of the policies and activities of the
Departnent in relation to hospitals, nursing homes, community heal th services,

et cetera have inplications for the care of accident victins.
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12.2.2 N. S. W. Government

12.2.2.1 Extra- and supr a- depart ment al agenci es
N.S. W Advisory Qouncil on the Handi capped ( now defunct)

Having its statutory base in Section 7 of the Youth and Community Services Act
1973 (NSW the Qouncil was established with the object of providing the
Mnister for Y. A.C.S. and through him other appropriate nni steré of the
government of N.S.W and the Inter-Departnental Sanding Conmttees wth advice

on all matters affecting the well being of handi capped persons in N.S. W

It was made up of equal nunbers of governnent and non-governnent nmenbers. In
1982 it disbanded itself in protest of the failure of Y. A.C.S. to naintain
adequate secretarial facilities. There is a possibility it nay be re-
constituted or a. simlar body created once the current re-organi sation of

Y.A.C.S. has been conpl et ed.
12.2.2.2 N.S.W Covernnent departnental agencies
a) Department of Youth and Community Services (Y.A.C.S.)

The Handi capped Persons Bureau has been given the role of managenent, planning
and coordination of current and future services for handi capped people. In
addition it has to advise the Mnister of Y.A.C.S. on the formul ation of new
initiatives for all handi capped people including intellectual |y handi capped
people in the social welfare and community areas. It was al so responsible for
Ensuring adequate standards in all types of comunity residential facilities/
shel t ered wor kshops and activity and day attendance centres for peopl e who are

handi capped.
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Nunbers of infornmants expressed the viewthat the Bureau has not achieved a
very positive i‘ npact in planning and coordi nation of services for handi capped
people. This perhaps is partly due to inadequacy of funding, problens of
devel opi ng a program of regionalisation and confusion over inplenenting

revision of coomunity welfare |egislation.
b) Public Service Board - Special P acenents Gficer (D sabled Persons)

Duties of the Special Placenents CGificer relate only to positions within the
N.S.W. Public Service. The job description indicates that this officer is to
" . devel opdetail edpolicies and procedures for t he enpl oynent of di sabl ed

people, in line wth positive affirnative action taken by this Board. As well
as researchi ng aspects of job design, technical aids and rel evant infornation,

this person will liaise wth various departnents and authorities on pl acenent

of disabl ed persons and apprentices”.
c) N.S.W Departnent of Health

The Departnent of Health is devel oping a regionalised assessnent and
rehabilitation service to' facilitate the appropriate care of disabl ed peopl e at

centres reasonably close to their homes and at hone.
12. 2.3 Local gover nnent

Local government councils may, and very many do, engage in the provision of
wel fare prograns whi ch nay be utilised by handi capped peopl e. The scope and
scal e of these prograns vary fromcouncil to council. Sonme councils have

establ i shed a departnent or sub departnent of welfare enpl oying prof essi onal

staff such as soci al A\/\orkers and wel fare officers.
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12. 3 Non- gover niment pr ogr am ng agenci es

Again one finds sone programmng agencies operating at national |evel, others
at state level. Anong the agencies at State level in New South Wal es, sone are
branches of federal bodies. The progranmng agenci es nay be concerned wth
broad coverage of the handi capped popul ation's needs, or may confine their
concern to the interests of a defined group of handi capped people. Sone of

these agencies receive grants-in-aid fromfederal or Sate governnent sources.

12.3.1 National Programm ng Agenci es
a) The Australian Council for the Rehabilitation of the Disabled (A.C.R.0.D)

A.C.R.0.D. is the national federation of voluntary organisations, hospitals,
rehabilitation centres, schools, departnents; institutes of |earning and

pr of essi onal bodi es providing services and facilities to di sabl ed peopl e or
concerned wth their welfare. It was established by these organisations to
undertake work for handi capped peopl e which the organisati ons could not achieve

individually. It is the national nenber of Rehabilitation International.

Activities have included a review of financial and philosophical alternatives
in Australia regarding incone naintenance and attendant care; developing a
Shel tered Vrkshop Accreditation program (see 10.5.3 above) and | obbying for

reduction in inport duty on aids and appliances.
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b) D sabl ed Peoples International (Australia)

This is the national body of D sabled Peoples International, a world w de body
wi th Non-Gvernnment Satus recognised by the Uhited Nati ons QO gani zation with
headquarters in Geneva. In essence it is disabled peopl e speaking for

t hensel ves and arose fromwhat was seen as the overwhel mng need for disabled
peopl e to have a voice of their ow in contrast to the nedical and charity
nmodel s which so often rule disabled peoples lives. D.P.I.(A) is constituted
also at Sate level and in N.S.W the Sate Branch is the Handi capped Persons
Al liance. The Federal Governnent has made an initial grant in this year's

budget. Afull tine secretariat is not yet in operation.

The issues in which the organization is particularly interested are broadly
national and international in flavour, such as tariffs on aids and appl i ances

and immgration policies as they relate to disability.

This body is gradual |y bei ng accepted by governnent departnents and private
organai zations and individuals as representing the views of disabled people and
this acceptance is instanced in its recognition by the Australian Cent enni al
Aut hority when planning the invol venent of disabled people in the Gentenary

cel ebrati ons.

c) The Australian Council of Social Services (A.C.0.S.S.)

Established in the md-50"s, A.C.0.S.S. has a nenbership of nore than 40
national organizations working in the field of welfare or having an active

interest inits promotion.

A.C.0.S.S prepares, researches and |obbies topics relevant to national welfare

issues such as famly | aw, full enploynment, funding of welfare agencies,
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pension trends and inplications and the feasibility of national conpensation

pr ogr ans.

Sone of the menber bodies are concerned di rectly with specific disability
issues at the national |evel, for exanple the National Federation of Bind
Gtizens, the Australian Deafness Gouncil and Australian Association for the
Mental |y Retarded. A so there are nenbers whose prinary interest is not
disability but sone other common denominator but they find that their nenbers
nmay have special difficulties relatedtodisability e. g. the Federation of

E hni ¢ Communi ti es.
12.3.2 N.S.W programmng agenci es
12.3.2.1 General interest agencies

The main national groups A.C.R.0.D. and D.P.I, also have N.S.W. branches, the
latter's being the Handi capped Persons Aliance. H.P.A. was established in
late 1980, being initially funded frompart of the proceeds of the Royal Gala
Concert, and subsequently received governnent grants through the Handi capped

Persons Bureau of the Departnent of Youth and Comrmunity Servi ces.

The Alliance board is constituted of individual disabled people and regional
group representatives. P aces are reserved for representatives wth
intellectual inpairnment in recognition of their need to be involved in policy
nmaking and the difficulty they may have succeeding in open el ections. A great
effort is made in representing views of disabled people living in country areas
who often are poorly serviced and their needs ignored by city based

bur eaucrat s.

At the regional and local |evel many of the groups forned as part of the

activities of the International Year of the Dsabled (1981) have renai ned
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(usual Iy where there was strong invol venent of disabled people) to formlocal

action groups and |obby for local issues as well as the more general ones.

12.3.2.2 Special interest agencies

Nunerous charitabl e and sel f-hel p agenci es and organi sations attenpt to have

their views accepted by policy nakers and neet with varying | evel s of success.

12. 4 Ad hoc programinquiries, reviews et cetera

At the present time a major inquiry into the provision of services for disabled
people is in progress, The Federal Mnister for Social Security is review ng
the Commonweal th Governnent's prograns of special services for disabled peopl e,
particularly those admnistered by the Departnent of Social Security. The
revieww || consider the effectiveness of prograns, their coverage and

admnistration, and the directions they shoul d take.

The revieww || reflect the Coomonweal th GCovernnent's stated policy of ensuring
the "l east restrictive alternative" for services to handi capped people (i . e.
opting for that approach which, in providing support for disabled people,

devel ops and enhances their personal freedon) and encouraging consuner

participation in planning and managenent of these servi ces.

Terns of Reference

To revi ew -

(a) The effectiveness of current prograns, their coverage and the broad

directions they should take in order to correct any identified deficiencies

in existing arrangenents;
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( b) the needs of disabled peopl e which are or coul d be appropriately catered

for by these prograns;

(c) The suitability of the existing range of programand service obj ecti ves;

( d) the adequacy of financial and hunan resources avail abl e to conti nue

existing and desirable additional |evels of service provision;

(e) the efficacy of the neasures currently enployed to facilitate consuner
participation in the planning and nanagenent of services and those neasures

aimed at .inproving the accessibility of services;

(f) the specific nature of changes to existing organisational and financi al
arrangenents and/or admnistrative procedures likely to enhance service

efficiency and effectiveness; and

(g) the nature and effectiveness of the neasures by whi ch organi sations in
recei pt of assistance are accountable for their operations, both to the

funding source and to clients.

In the course of the review, those issues which are identified as requiring
resolution in the context of other prograns wll be referred to the responsibl e

authority.

Consul tati on

The Mnister will be assisted by a secretariat of officers of his Departnent
and will be initiating an extensive programof consultation wth individual s,

gover nnent agenci es, voluntary wel fare organi sations and ot her interested
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gr oups.

The Mnister is hoping to receive an expression of views froma w de cross-
secton of the community. The revieww || take account of the views of

organi sations and individuals directly involved in the provision of services,
of other interested bodies and of disabled people, particularly clients of

subsi di sed services and their parents or advocates (as appropriate).

12. 5Comment s

Al t hough the programm ng agenci es are ostensibly pursuing the best interests of
handi capped pedpl e, the picture they present is one of a very diverse group of
departnental , sectional and personal interests. Their effectiveness is
constrained to a narked degree by the overall inadequacy of available funds to
neet needs, by a failure to agree on any m ni num standards of provision, by

conpetitition for a share of what funds are avail abl e.

There is no one body at either federal or Sate |evel which has the resources
interns of staff and finance to act as a central policy maki ng body guidi ng
and directing prograns to provide a really conprehensive Sate-w de system of
rehabilitation and after care. ne has to ask whether sonething in the
nature of an Cifice for the Handi capped at a very high level in either the
federal or the Sate admnistrative structure is a possible neans to inprove

the present situation.

Foot not es

1. Departnent of Social Security, Annual Report, 1982-83, (Canberra,

A.G.P.S., 1983), p.70.
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CHAPTER TH RTEEN
THE PRESENT Sl TUATI CN
13. 1 Adequacy and short comngs of present arrangements for care.

This review examnes the maj or structural and sone procedural features of the
rehabilitation and after care arrangenents in New South Wl es. Such an
examnation can point to admnistrative strengths and weaknesses in these
arrangenents. Sone of these strengths and weaknesses have clearly apparent
advant ages and di sadvant ages fromthe poi nt of view of those who nake and

i npl enent the arrangenents and our discussions wth sone of those peopl e
brought out their satisfaction and dissatisfaction wth the existing state of
affairs. But as we renmarked above, sone very inportant groups of inplenmenters
were not consulted by us. V& have had no discussions with the [ arge nunbers of
private practitioners of nedicine, |aw and sone other professions who play key
roles in caring for the handi capped; we have had but little contact with the
lower level workers in the field of rehabilitation and after-care; nor have we
had any contact wth the many nany thousands of rel atives, friends and

nei ghbour s V\hd provi de so nuch of the care required by handi capped peopl e. Thus
our concl usions regarding the adequacy of present arrangenents as seen fromthe

"supply' side are inevitably limted.

As to the extent to which the needs, demands and w shes of the handi capped

t hensel ves are presently met, again an examnation of structures and processes
w || denonstrate sone clear strengths and weaknesses of the arrangenents now in
operation; but because we did not contact handi capped peopl e, we present no

concl usions reflecting their opinions or actual experiences.

The following points, then, highlight some inportant inpressions, sone




-194-
concl usions, as to the adequacy and shortcomngs of the present arrangenents -

i npressions and concl usi ons inevitably based on an inconpl ete canvass of peopl e

invol ved in these arrangenents and their workings.

13.2 Qganization and responsibility - governnental |evels

There are nunbers of exanples of countries which have, over a period of not
many years, swung fromhaving separate national mnisterial departnents of
health and of welfare (social security et cetera) to having a dual purpose
departnent, and then sone years |ater reverted to a two-departnent structure.
These noves underline the difficulty of separating the care of the individual
into conpartnments such as health, socia well-being and so on. The
rehabilitation and after care of accident victins well denonstrates the multi-
faceted nature of the care required by many di sadvantaged and di sabl ed peopl e.
In Australia at federal level there is division of sone national responsibility
for the care of, say, accident victins between the Health and Social Security
Departnents (and several other departments). Again at Sate | evel wthin New
South Wil es one sees a simlar division of responsibility between two

departments - Health and YACS - and sone ot her departnents t oo.

It is arguable that since handi capped peopl e constitute a significant
proportion of the total population there should be a federal 'O fice for the
Handi capped w th appropriately defined role, staffing and other resources.
Smlarly one could argue for such an 'office' being established at Sate

l evel. GCertainly one mght question whether the present 'consultative
councils' at federal and Sate levels are adequate in terns of 'clout',
conposi tion, and back-up staff to be really effective 'programmers' for neeting

the conpl ex needs of the handi capped.

The division of responsibility between the federal and Sate governnents is
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another central issue. Ve wll not discuss these matters further here, but

note that they should be matters of concern to the present federal ' Handi capped

Prograns Revi ew .
13. 3 Regionalizationof State Government activities

Theoretical ly regionalization of services as inplenented by the NSW Depart nent
of Health should facilitate the attainnent of equity in distribution of

servi ces throughout the Sate and nake for appropriate allocation of existing
resources in relation to local needs. It appears that recent noves by the
Heal th Departnent towards the devel opnent of 'assessment and rehabilitation'
units and after care teans on a regional basis wll be of benefit to the

di sabl ed.

Qur attention was drawn to the 'magnet' effect of certain highly specialised
hospital rehabilitation units; these units have to serve a regional catchment
area but al so, because of the reputation of their nedical staff and the range
and standard of facilities and care they offer, they attract referrals from
other areas. It was suggested that preference nay be given to the admssion of
referred private patients, irrespective of their place of residence, over
patients fromwthin the regionally defined service area. It was also
suggested that a hospital rehabilitation unit having regional responsibilities
was not able to neet those responsibilities adequatel y because the board of the
hospital required that |ocal residents be given priority for admssion to the
unit. The possibility that such problens may arise calls for careful
nonitoring of rehabilitation admssion patterns at the regional rather than at

the individual hospital |evel.
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13.4 Dfferential and preferential care

13.4.1 It is inevitable that where nunbers of people, each one having at | east
to sone degree a unique set of problens, have to be catered for, sone
inequities in provision will arise. But it is desirable that, so far as is
possi bl e, the catering system should not have inbuilt mechani sns which create
and sustain inequities. Such inequities are built into the systemof caring
for the handicapped in this Sate - one needs only to reflect briefly on the
post accident courses to be followed by four parapl egi cs whose i npairnent
fol |l owed, respectively

an acci dent at work

a notor vehicle accident where the victimis covered by third party
i nsur ance

a notor vehicle accident where the victimis not covered by third party
I nsur ance

an acci dent at hone

13.4.2 In relation to rehabilitative care and after care one coul d consider two
peopl e, both having the sane physical disability, but one is accepted as a
trainee by the Commonweal th Rehabilitation Service, the other for some good

reason is anong the two of every three referrals not accepted by CRS.

The one accepted by the CRSw |l be supported and pilotted through assessnent
procedures, rehabilitation counselling, training, obtaining appropriate

al l onances and benefits; transported daily to and fromthe rehabilitation
centre; found, if necessary, accomodation and, if possible, enploynent, guided
and assisted in many ways. The rejectee, having been judged as 'less likely to
succeed', has to make her own way through the rehabilitation and after-care

nmaze - certainly assistance nay be available but finding it nay not be easy.
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13.5 Conpeting clains

(a) Qur attention was drawn to probl ens faced by sone groups of handi capped
peopl e in obtaining what mght be regarded as a 'fair share’ of available
resources. It was suggested to us that sone agenci es which are | ong
established and represent the interests of groups havi ng considerabl e
enotional appeal to the comunity at |arge are obtaining, fromgovernnents
by way of subsidies, and fromthe public by way of appeals for charitable
support, an inappropriately large fraction of the total funding within the
field of care for the handi capped. Al so, instances can be found where the
interests of one particular group of disabled people, say quadriplegics or
the blind, appear to be chanpioned by nore than one agency wth sone

apparent overlap of roles and possible conpetition between t hem

Determning the criteria to be used in allocating resources between
conpeting agencies and applying themis a difficult and tine consum ng

taks. No one body inthis Sate is charged wth that responsibility.

(b) Goups which in the past have not gai ned recognition for subsidy pur poSes
may find it difficult to do so, particularly in tinmes of financial
stringency. Problens of this type nay beset groups representing
handi capped peopl e who, until recently had but short |ife expectancy or
whose nanagenent is affected by changes in policy such as the now publicly
announced government closure of long-stay institutions for those wth

psychiatric disorders and intell ectual inpairnent.
13.6 Short fall, gaps and unnet demands

As nentioned el sewhere in this report, our nmodus of operandi cannot quantify

W th any exactitude shortfalls and gaps in neeting the nul tifari ous needs of
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handi capped people. The report entitled 'Cold Confort; a Regional Analysis of _

Dstribution and Need for Services for D sabled Pewopl e in New South \al es'

prepared by Lyn Gain, Sue Hlis and Dana Gay and dated August 1983 but not
then nade publicly available, presents the nost recent and conprehensive review
of short falls and gaps in the provision of services to neet estinated needs.
But, again as we have renarked earlier, identifying needs does not necessarily

reveal denands.

Fromthe materials examned by and the information presented to us, it appeared
that there is a demand com ng from handi capped peopl e which is not being
adequately met, the demand to be consulted and invol ved in naking decisions
affecting their care, well-being and independence. Mtor vehicle accident
victins are not as yet organised as a group having specific and perhaps uni que
needs and demands, but it seens sensible to suggest that if any noves are nade
to establish sone new system of neeting at |east sone of their needs, these
victins should be given a clearly defined and effective set of roles in the

fornmul ation and operation of that system

13. 7 Carers' choice

Those who have to attend personal ly to handi capped peopl e's needs may find the
task unacceptable. For exanple it is said that a narriage in which one partner
sustai ns serious accidental brain danage has a very high probability of

breaki ng up; some nursing hone operators do not admt certain types of

handi capped patients whomthey regard as difficult to manage; handi capped
peopl e living at home who require 24 hour-a-day care at hone or require care
intermttently for short periods throughout each day w Il probably have

difficulty in securing such assistance from 'paid carers'.

Probl ens such as these reflect the legitinate choice of an individual not to
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undertake tasks which they regard as too denanding. Their sol ution probably
denands the nobi | isation of nore resources rather than the display of such

slogans as ' Your attitude is our greatest handicap' .

13. 8 Professional handi cabpers?

In the course of our contacts wth people working in the rehabilitation and
after care field one social institution and one professional group were cited
on a nunber of occasions as exercising a particularly nmalign influence upon the
rehabilitation and after care of sone accident victins. That socia institution
was the law- nore specifically the lawrelating to conpensation for accidental
injury and the way in which that lawis inplemented. Solicitors consisted the
professional group; we met wth no nenbers of this group. However, these

practitioners were not the only ones to be criticised.

13.9 Inter-professional criticism

Athough it was not our purpose to collect such information, it becanme apparent
indiscussion wth workers in a variety of agencies that sone professional
wor kers may hol d sonmewhat negative opinions regarding other groups of workers

inthe rehabilitation and after care field. The nost striking exanpl es were -

criticismof nedical practitioners on the grounds that their behavi our
conforned to 'the nedical nodel' which inplied that they ignored
non-nedi cal aspects of rehabilitation and after carer our encounters
wth doctors inthis inquiry did not reveal any clear evidence of such
restricted behaviour; on the contrary they appeared to favour and

encourage a 'mul ti-disciplinary" approach to the care of the handi capped

- but our contacts were wth specialists in rehabilitati on medici ne;
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criticismof solicitors on the grounds that their advice to clients was
sonetines ill-informed, inappropriate, not in the best interests of
their clients and perhaps favoured the interests of the advising
solicitor; we neither sought nor became aware of any specific evidence

to support or refute this criticism

criticismof social workers on the grounds that they sonetinmes attenpted
to 'take over' the care of patients, usurping the roles of nurses and
nedi cal practitioners; again we neither sought nor became aware of any

speci fic evidence for or against this assertion.
13. 10 Patient m x

Sone informants expressed concern that there might be a change in the present
arrangerment s whereby rehabilitation units in hospitals accept patients
irrespective of whether their disability results fromaccidental trauna or sone
other cause. It was said that the establishnent of separate units to manage
accident victins apart fromother cases requiring rehabilitative care woul d
lead to wasteful duplication of facilities and services. Patients enjoyed, it
was sai d, being in an environnent where there was a mxture of age groups and a
range of disabilities; we did not attenpt to di scover whet her these opini ons
were unaninously held by patients. There was however, an apparently generally
accepted view that motor vehicle accident victins do not usually adjust well to

t he shel tered workshop type of environnent.

13.11 Uniformdata collection

It becane obvious as our review proceeded that the routine data coll ecting
systens and reporting systens of many agencies were of very |imted useful ness

for purposes of planning, nanaging and eval uati ng the provision of care. This
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reflects the absence of any body charged wth overseei ng the devel opnent and
provi sion of conprehensive rehabi litation and after care in New South VMl es.
Even in the absence of such a body it is desirable that agencies receiving
public funding by way of subsidies be required to keep at least a prescribed
set of 'mninum operating data as a condition of receiving subvention. The

m ni num set shoul d be prescribed by the funding authorities.
13.12 dosing comrents

This review denonstrates the conplexity of the rehabilitation and after care
field in New South WAl es. Sone nmaj or areas of provision have been sketchily
outlined, nuch detail omtted. As stated at the outset, our aimhas been to
cover the field widely, rather than in depth. It is noteworthy that wth a
rather snall nunber of exceptions, our sources of infornmation did not provide
nmuch detailed information relating specifically to the rehabilitation and

after care of motor accident victins, probably because they forned but a mnor
part of their workload, or their problens were no different fromthose of other

handi capped per sons.

John Dewdney
lan Irwn

Shool of Health Adninistration Sept enber, 1983
Lhiversity of New South Wl es, ‘

Kensington, N.S.W 2033,

Austral i a.

Tel ephone: (02) 697-2585.













REHABI LI TATI ON AND AFTER CARE SERVI CES, 1983

QUESTI ONNAL RE USED IN PGBTAL . SURVEY

APPEND X A

Nare of agency:

" Addr ess:

Tel ephone no:

Nane of Chief Executive Oficer:

Gontact person: (Name and tel ephone nunber of person to contact regarding any

gueries arising fromresponses to this questionnaire):

EXPLANATCRY NOTES; Pl ease read before proceeding to conplete the

questionnaire.

This questonnaire is being sent to a wide variety of agencies
Not all the itens in it wll relate to all agencies

If any itemdoes not relate to your agency, please wite N R against that
item

If any itemdoes relate to your agency but the information requested i s not
avail able please wite I/U against that item

Wiere an itemrequests that nunmbers or percentages be given, but accurate
figures are not avail able, please make an estimate and wite EST al ongside
the estinate

For several questions, exanples are given of the type of answer that m ght
be given - these exanpl es are provided to show you how a brief but adequate
answer mght be witten

Sone itens request data covering a 12 nonth period - this may be the last 12

nonths or the last reporting year (eg 1 July 1982 to 30 June 1983) whi chever
is nore convenient for you

if the space provided for any response is i nadequate, please attach extra
pages as necessary.

QBIECTI VES CF YOUR ACENCY - please state briefly
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SERM ES PROMDED - P ease tick if your agency provides the service

Medi cal rehabilitation | L
Doniciliary care - Nur si ng
Physi o !
0.T.

Attendant care
Housekeepi ng .
Social visiting
Del i vered neal s
Shoppi ng

Qher (specify)

Accommodation - type of facility
Hospital - short stay

- long stay

Nur si ng hone

Host el

G oup hone

Respi t e accommodat i on

G her (specify)

Accomodat i on - type of users
Total |y dependent

Partial ly dependent

Sl f care

Home nodi fication ||
Home nai ntenance | _ |
Training in activities of daily living, living skills

Vocati onal Rehabilitation

Assessnent for Housi ng
\ocat i onal gui dance

Vocational training/retraini ng
clerical
industrial skilled
sem skilled
pr of essi onal
Qher (specify)

A acenent i n enpl oynment

Assessnent for pl acenent

Job finding

Referral to other enpl oynent
agency eg CES

Provision of enpl oynent

Shel tered wor kshop
transitional
per nanent enpl oynent
Activity therapy centre
Qher (specify)
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| ncone nai ntenance and other financial aid

Does your agency provide clients wth any continuing, regular
(eg weekly) incone? YES NO

If YES, please give details: - '

Does your agency provide clients wth any |unp sumor short-term
financial aid to neeting inmedi ate needs? :

- YES NO
If YES, please give details: -

Does your agency provide any other formof financial assistance not covered
by the above questions? YES MD

If YES, please give details: -

Transport

Does your agency operate it' s own vehicles etc? YES' NO

If YES, please give details: -

Do you provide your clients wth financial assistance to nake use of other
transport services? YES NO

If YES, please give details:-
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Do you assist your clients to obtain or maintain a vehicle for their
personal use, nodified if necessary to neet their special needs? YES NO

If YES, please give details:-

Provision of information, advice, professional amlimelling and referral
Servi ces

I'n which areas of information provision, advice, professional counselling,
skilled referral do you provide service to your diets nts -

None

Financial natters

Legal matters

Vocational natters

Educational & training opportunities
Accommodat i on

Avail ability of other services
Famly matters

Sexual counsel | i ng

Soci al / personal  adj ust nent
Higibility for social service benefits etc
*Consuner advi ce

Qisis Qounsel ling service

G her ( specify)

* Consuner advice - advice regarding availability, quality, pfi ce etc of
equi prrent, appl i ances et c.

Is the provision of information/advice/counselling/referral the major activity
of your agency YES NO

Is information etc provided:
Routinely as part of the general activities of your agency? YES NO
nly on request fromclients or other inquirers? YES NO

Social and recreational activities

Does your agency provide social and recreational facilities and/or activities
for your clients - eg friendly visiting services, sporting facilities,
organi sed hol i days, social clubs etc? YES NO

If YES, please give details:-
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Goor di nati on/ pl anni ng/ advocacy/ | obbyi ng group rol es
Does your agency engage in

Qoordination of rehabilitation/after care services

A anning of rehabilitation/after care services

Advocacy for individual cases

"Lobbyi ng" activities on behal f of groups of, or all,
di sabl ed per sons '

Sel f-hel p groups and agenci es

the role of your agency? YES NO

If YES, please give details:-

YES NO
YES NO
YES NO

YES NO

Is the pronotion of mutual self-help activities anong disabl ed persons part of

Any other services provided by or activities undertaken by your agency - _pl ease

‘ specify briefly:
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Facilities and services available - brief description

(Thi's section provides the opportunity to describe the services identified at
the beginning of the questionnaire.)

Description -

. Coments:

P ease give brief description of facilities and services
available (eg nursing hone with 24 beds, gymmasium visiting
physi ot her api st; shel tered workshop with 24 pl aces for

physi cal |y handi capped persons aged 21-55, principally Iight
assenbly work, transport provided for workers, canteen on
prem ses; home help service for up to 60 non-bedfast clients,
workers may spend up to 2 hours daily in a client's home).

Qher services and facilities frequently used - please describe briefly (eg

Patients taken by agency's bus to Bl ackville Hospital

physi ot herapy centre daily or as required; close cooperation
with Redtown District Home Nursing Service; hospital residents
are usually enployed at the Geentown Dsabilities Unlimted

wor kshop) .




ADM N STRATI CN

Does your agency produce an annual report? YES NO

If YES, please attach a copy of the nost recently published annual report to
this questionnaire.

. Managenent structure - if the "organisation chart" of your agency is not
shown in the annual report, please draw the chart on the back of this
. sheet. (I n the case of Sate-w de organisations, please indicate how you
service clients/nenbers in country areas eg branch offices, field officers,
regul ar visitstomenbersetc.)

o STAFFING - PA D STAFF (Does not include rehabilitees, trainees, etc)

- Professional and technical (please specify each category of
staff enpl oyed, menber enpl oyed and whether full-tine or part-

tine eg physiotherapists 1HT 2 P/ T, psychologist 2 HT 1 PT
etc)

_ Admnistrative and clerical

- Donestic and ancilliary

- TOTAL NOMBER PAID STAFF  HT| | PT[ ]
VOLUNTEERS

Nunber of volunteers on staff | __|
Approxi mate total hours worked
weekl y by vol unteers | |

- If possible indicate bel owthe types of work perforned by
vol unteers eg driving, supervising sporting activities,
counsel lingetc.
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Saff nenbers having disabilities - of the staff |isted above, pl ease
indicate -

Nunber of paid staff having disability in the area which your
agency offers services (eg blind enpl oyees of an agency for the
blind). .
| | If none, wite O

Nunber of other disabled paid staff (eg anputees working
in an agency for the blind).

| | If none, wite O

Nunber of volunteers having disability in the area
in which your agency offers services

| If none, wite O

Nunber of other disabled vol unteers
L1 If none, wite O

Do di sabl ed persons who are not nenbers of the agency staff participate in
nmanagenent of your agency? YES NO

[f YES - to what extent and how do they parti ci pate:

e PWBLIATY - does your agency have any publicity programto informpotential
users of its services? YES/ NO )

If YES, please give brief details:

Fl NANCE
Does your agency prepare annual financial statenents? YES NO
If YES, please attach a copy of the statement for the last financial year.

If NO, or if financial statenent for last financial year is not avail able,
pl ease state: -

Sources of capital funds (include funds for new buil di ngs, major
equi pnent, extensionsetc) .

Total capital expenditure in last financial year $ (1f none,
pl ease wite NONE)
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Sources of recurrent funds (includes funds for sal aries, maintenance,

suppl i es, operation of services etc) for the last twel ve nonths or |ast
financial year.

Total expenditure of recurrent nature in last financial year $

CHARGES TO REA PLENTS OF SERM CES

Does your agency nmake any charges to recipients of services? YES NO

If YES, please give details: -

(LI ENTELE - pl ease state -

Geographic area served: (eg Blackville nunicipality; Health Departnent's
Wstern Metropolitan Regi on; Vodl and Bay district; V\hole of NSW

Higbility criteria - criteria nmay include such considerations as sex, age,
financial status, nature of disability, sources of disability (occupational
injury, road accident etc), social security benefit status, workers

conpensation or third party coverage etc, potential for independence and
ot hers.

Principal source/s of referral to your agency - if possible indicate
approxi mate percentage of referrals fromeach source ( eg self referral
30% Kurall Hospital 20% Gvernnent | nsurance Gfice 509 :

If self referred, howdo clients come to know of your agency? (eg from
friends, fromnewspaper advertisenents, fromphone book etc)
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CUTCOME

. Wsual destination/s of your clientele - if possible indicate approxinate
percentage of clients going to each destination (eg to own home 60% to

nursing homes for long termnursing care 30% to part tine enpl oynent
through CES 10%)

L]
s

. Dependency status on |eaving your agency - please indicate approxinate
percentage in each category: - '

Total |y i ndependent
M ni numy dependent
Mbder at el y dependent
Heavi | y dependent
Total | y dependent

\O&ﬁwd’&

0

100

. 'Followup" arrangenents - if none, please wite NONE..

CASE LOAD

Nunber of applications for your agency's services received over past 12
nont hs

Nunber of applicants accepted for service by your agency over the past 12
nont hs

. Age and sex of clients accepted for service over the past 12 nonths -
Mal es Fenal es ~ Total

0- 14 years
15- 29 years .
30-64 years
65 year s and over

Tot al

. |If any applicants were not accepted for service, please give principal
reasons for non-acceptance:

Nunber of clients who, wthin the past 12 nonths, comenced rehabilitation
program in your agency but wthdrew from that program

— — =




[f none, wite NONE; if any did w thdraw please give principal reasons for
wi t hdrawal :

. Average frequency and duration of a client contact with your agency
(eg - once admtted, patients usually stay here indefinitely;
- rehabilitees usually attend daily for 2-4 nonths;
- two or three counselling sessions each of about 45 m nutes;
- fewmnutes to obtain required i nformation):

. Does your agency have a waiting list of clients? YES NO

[f YES, how many persons are on the list today?

. Witing tine for admssion to service - please indicate average tinme; if no
waiting time wite NONE, (eg 5-10 mnutes; one to two weeks for counsel ling
appoi ntrrent; applicants are put on waiting list for inpatient adm ssion and
at present there are 200 on waiting tine and average waiting tine is twelve
mont hs) : ‘

. Do any particular categories of applicant receive priority in allocation of
vacant pl aces? YES' NO

If YES, please give details:-

Language and cul ture

. Approxinately what percentage of the clients utilising your agency's
services in the past 12 nonths did not have English as their first
| anguage? %

. O these, what proportion probably experienced difficulty in gaining nmaxi num
benefit fromyour agency's services because of |anguage and/or cul tural
probleprs?

If difficulties were encountered by these clients, what was the nature and

severity of these difficulties?
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'CASE M X

Conpensat i on st at us

P ease indicate percentage of clients in each of the follow ng categories
entering your agency's service in the past 12 nonths: -

Wrkers' conpensation - awar ded
pendi ng
Traffic accident conpensation - awarded
pendi ng

QG her conpensation ( eg mari ne,
personal injury etc)- awarded
pendi ng
No conpensation awarded or pendi ng
Conpensation status not known

TOTAL 100%

Cause of disability

Pl ease indicate percentage of clients in each of the follow ng categories
entering your agency's service in the past 12 nonths: -

Trauna - occupat i onal
- road acci dent
- other trauma
Congeni tal causes
Geriatric conditions
G her causes

TOTAL 100%

Wrk |oad demand; please estinate the percentage of the resources of your
agency (time, staff, finance etc) devoted to each major activity
(eg - hostel inmate care 70% hostel nai ntenance 20% transport of innates
10%
- nedical rehabilitation 60% vocational training 30% recreational and
social activities 10%
- manufacture and fitting of prostheses 80% patient education 20%) .

Agency' s principal achievements and probl ens

Achi evenents - What do you regard as the principal achi everments of your
agency over the past 12 nont hs?




. Problens - What, if any, major problens is your agency now facing? please
be specific in your response - if possible indicate the size and urgency of
the problem( eg require $5, 000 i rmedi ately for urgent nai ntenance of
vehi cl es; need no nore rehabilitation counsellor in 1984; cannot place

clients satisfactorily due to shortage of nursing hone beds in this town,

etc)

Secial probl ens of road accident victins

Does your agency experience any particular problens relating specifically to
road accident victins? YES' NO

If YES, please give details
(eg particular problens relating to conpensation matters and/or to
specific types of disability such as spinal injuries, anputees, brain
injuries, miltiple injuries etc and/or to any other types of probl ens):

Proposal s and suggestions for the future

If your agency is currently proposing sone new devel opments or changes in
its activities, what are these proposals? (If none are currently proposed,
pl ease wite DONE) ‘

. Are there any other devel opments or changes affecting your agency whi ch you
would like to see coming into effect? (If none, please wite NONE)
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. Are there any devel opnents or changes in the rehabilitation and after care
field, apart fromthose directly affecting your agency, which you would Iike
to see comng into effect? (1f none, wite NONE)

. |If you have any personal comments or points you would |like to nmake not
covered by this questionnaire, please wite themhere: -

PLEASE ATTACH OGCPY CF LATEST ANNUAL REPCRT AND ANY OTHER RELEVANT NMATER AL

Nanme and position of person conpl eting questionnaire

Dat e

THANK YOQU VERY MUCH FCR YOUR GOCPERATION IN TH S SURVEY

D. Wes. Govemment. Printer. New South Wales 1983
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CHAPTER SEVEN

REHABILITATION

Introduction

7.01. Nomention is made of rehabilitation in the Board's Terms of Reference.  Nevertheless
it became obvious from the beginning that this subject could not be ignored, not only because the
cod of rehabilitation forms a substantial ﬁart .of the compensatory process but more importantly,
because the extent to which it succesds when it has been undertaken ,olays amog significant part in
the debate on the amount of compensation required for future losses

7.02. Asthe Inquiry proceeded more and more was the Board convinced that the provision
of rehabilitation facilities and the use to which they are put by victims of motor accidents claming
compensation has an importance which goes beyond their monetary sgnificance.  Anyone whose
attention is drawn to the plight of the injured and handicapped in our present day society cannot
ecape the strong conviction that one of the most compelling needs in a suitable system of
compensation is the provision of adequate rehabilitation facilities together with a co-ordinated effort
on the part of al concerned to see that those who require rehabilitation care recaive it.

7.03. The_subH'ect of rehabilitation care is confusing and complex, the more 0 as there is
no mora or equitable reason to justify ate treatment of the motor accident victim from that
required by the substantia body of people handicapped from other causes who are in need of
rehabilitation and whose needs are not being met by society. However the Terms of Reference of
this Inquiry enjoin the Board to confine itsdf to the sysem of compensation for the victims of
motor car accidents.  Although much of what it has to say will of necessty relate aso to the needs
of the handicapped generdly, it is to the need and provison of rehabilitation for the motor car
accident victim that it now turns. ‘

The Need )

7.04. A congderable amount has aready been sad on this subject by the Woodhouse
Committee and the Board has profited from the breadth of investigation and views expressed in
Volume 2 of its Report.  No better statement exists of what the author of that Volume styles " The
Chdllenge of Rehabilitation " than is contained in Part 2, which the Board takes the [iberty of
repeating. It reads —

" Dissblement is one of the greatest persond afflictions.  Yet, in the ped, the
handicapped have been nqrgla:ted and often isolated. Society has paid far too little
attention to their needs.  Thisis dl wrong. It is a widespread problem and it should
gfe %lveg urgr(tant and comprehengve attention. That is the generd theme of this part

the Report.

Rehabilitation which implies the restoration of the disabled to their fullest physical,
mental and socid capecity is the principal means of lessening their burdens—and indeed of
lessening that part of their burden that should be accepted by sodiety itsdlf. Accordingly,
we firmly believe that a universal and complete range of rehabilitation services should
be avalable to every handicapped person—regardiess of dgeograohlcd locetion or of the
fcause or rggtg;e of the disability—and those sarvices should be available on an equd bess
or everybody.

~Medical science succeeds in keepin? dive more and more of the serioudy injured,
the sck, and those with congenitd malformations. Incressed indudtrial activity and
increases in traffic are daiming an increasing number of industrial and road victims.
Moreover, the number of geriatric patients continuesto rise. Thus ev% year the numbers
of the handicapped have been increasing.  In the result the need for rehabilitative services
has reached proportions that demand scientific and long term planning.”

7.05. The Committee recognized the tremendous soope and difficulty of the work that has
to be done on the problem. It commented in an Augtralia-wide context how fragmented, unevenly
soread and inadequate are the facilities for rehabilitation.  In the Victorian context and from a far
less exhausdtive review, the Board finds itsdf in complete agreement with those comments.

The Rehabilitation Process

7.06. It is pertinent at this Sage to consder what isinvolved in the process of rehabilitation
and why it is that the Board places S0 much importance on the subject. = The latter quegtion is
~acv 10 ansver. |t is because the whole emphass of proper rehabilitation is to return the injured
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to society in a condition in which they can play a useful and contented role in that society as far as
human skill can ensure.  According to an outstanding authority in the United States when reporting
to the Department of Transportation as part of its survey in 1968, rehabilitation should be an
individualised process in which the disabled person, professionals and others through comprehensive -
co-ordinated and integrated services seek to minimise the dlsabl|lt%/ and its handicapping effects
and to facilitate the redlisation of the maximum potential of the handicapped individual. The
report went on to recommend that the programme for rehabilitation should provide —

1. early high quality medica care ;

2. compr%heﬂsive totd care including scientific multi-disciplinary evaluation services ;
and that

3. both the foregoing be applied in a god directed manner recognizing and accepting
the objective of returning the whole person to a useful and satisfying life.

To this end the system should deal with a person requiring rehabilitation as requiring more
than medica cure aone and should treat that person as " awhole man ", i.e. afather with children
and wife, a worker with a boss and colleagues, a communlt% member with friends, with worries
and aspirations, a socid participating living being whose health is clearly related to his satisfaction
in a changing inter-persona world.

7.07. The Law Reform Commission of Ontario, in discussing the subject of rehabilitation of
motor accident victims, looked to what had been done in the field of workmen's compensation in
that Province. It saw the basc premise of workmen's compensation as being rehabilitation and
that almost every aspect of the Ontario system was organized to that end.  Rehabilitation it sad
requires a postive approach in which the accident victim immediately begins to concentrate on the
problem of recovering his health, freed to the maximum (Joogble extent from worry over problems
such as meeting his expenses and supporting his dependants. It saw and gpproved the features
of workmen's compensation, conducive to that end, as being —

1. the earliest possible treatment of the injury and the earliest possble provison of
emotional support to try to prevent depression, and the development of
post-traumatic neurosis or functional overlay ;

2. the guarantee of al necessary medicd and hospital services and the provision of
compensation for lost income during periods of disability ;

3. a hospital and rehabilitation centre staffed and equipped to ded with the problems
of industrial injuries and disease from a rehabilitative point of view ;

4. the provision of socio-economic counselling, vocational evaluation, vocationa
training, and sdective placement in employment.

Availability

7.08. The Woodhouse Committee stressed the necessity for the availability of rehabilitation
sarvices immediately disability is recognized, and the continuance of those services without
interruption and on the basis of complete co-ordination until optimum recovery has been achieved.

7.09. Victoria is fortunate in that the accident victim generaly speaking can rely on
obtaining early high quality medicd care in the acute and O{Jost-a(;ute dages of his disability.
Through the Motor Accidents Board the necessary medical and hospital services are provided free
of charge to him and he receives limited compensation for logt income,

~7.10. ThisBoard has been greetly assisted by discussions with Dr. R. O. Summers, Director
(Medical Sevices) Victoria who is the Medical Officer in charge of Commonweslth rehabilitation
services in Victoria. He strongly supports the loosmve approach recommended in the Ontario
Report.  In his opinion the time to begin rehabilitation is when the patient in hospital is aware
enough of his postion to wonder what is going to happen to him. It isat this point that effort
should be directed to his motivation to rehabilitation. In his opening address to a Seminar on
ﬁggat?]i_litation of the Road Accident Victim held in Sydney in November 1974 Mr. A. McSweeny

this to sy —

" The task ahead must include co-ordination of al disciplines with alowance for
overlgp in fringe areas for persons suffering from combined handicaps—physicd,
psychologica, as well as the handicaps of the specid senses of hearing, of vison and of
speech.  Far from wishing to dominate the scene, we orthopaedic surgeons believe that
each rehabilitation group needs a medica leader with expertise in his or her own field,
whatever that dlSCéPllne_ is.  The objective is the ultimate rehabilitation of the individual
by appropriate delegation to various therapies including, where appropriate, socid,
vocational and educational guidance. The potential for re-employment needs early
ases3ment before motivation 1s logt and frustration begins™
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- 711 It is @ the point referred to by Dr. Summers that successful or any rehabilitation
becomes problematical.  In Victoria, apart from a amdl geddig unit a Mont Park, there are
no facilities ficaly desgned for motor accident victims. They must take ther Place in the
queue with dl other handicapped persons for the use of such facilities as are avalable.  This is

not sad in criticism of the sysiem of motor accident compensation but rather to illustrate the generd
Stuation in this State.

7.12. Sr Colin Syme and Sir Lance Townsend in reporting on their inquiry into hospital
and hedlth sarvices in Victoria seam to agree that rehabilitation of chronicaly handi ) e
is not achieved at a satisfactory level here, that organization is to alarge extent based on diagnogtic
groups or prognosis or other arbitrary criteria and that there is no dear focus of responghility for
Plannlng or advocacy of needs. It gppears clearly from their report how administratively
ragmented and unco-ordinated are our rehabilitation services, and how communication in the

Is,ystelem is dmogt exclusively at the service worker level and very little at the policy and development
evdl.

7.13. Because of the lack of any coherent advocacy of nesds or any focus of planning
responghility, there is a dearth of datistical data concerning needs—indeed this Board has not been
able to come upon any such data. 1t should aso be g that as thereis no directorate of, or GQ/
central body lr)g)gm e for coordlnatlgfg. rehabilitative facilities in this State the Board has h
to inquire as it can from a number of individuds who are active in this area

7.14. What then is the postion of the victim of a motor car accident in Victoria in regard
to rehabilitation ? Firs, he hasto be sought out and identified as a person who needs and will benefit
from rehabilitative treatment or procedures. Thisin part depends upon whose care he comes under.
As far as the Board has been able to discover, training in, or consderation, of rehabilitation, does
not form part of any medica course in this State.  If the victim finds himsdf in a large hospital he
may be lucky enough to come under the eye of a doctor who has interested himsdif in this branch of
medicing, or a therapist or socid worker who is aware of his needs and of the facilities available.
If he is lucky, he may find himsdf in the Royal Melbourne, Alfred, Prince Henry's or S. Vincents
hospitdls.  If a the former, he ma%, after he has sucoseded in surmounting the acute sage, be
transferred to the Mellor Ward at the Royal Tabot Rehabilitation Hospitd, and if his case cdls
for it, eventualy pass to the rehabilitation section of that hospital which indeed is its major activity.

_ 7.15. If on the other hand, the victim finds himsdf in the Western Generd Hospitd, he is
in a much more unfortunate Stuation. Whilst that hospitl hes some physiotherapists,
therapists, and socid workers atached to it, it has no rehabilitation section as Such, and unless there
IS someone who has the time to be sufficiently dert to the victim's post-hospital needs, he has to fend
for himsdf as best he can with the help of family and friends. Mention is made of the Western
Generd HosPltaI because it is a hospital serving a district in which there are Stuated some 350,000
e, and there is no rehabilitation unit or hogpit anywhere within that area.  In fact, apart
rom the cases wherein by reason of specid negatiaions victims of accidents are takeninby the Mount
Roya Hospitd, there areno rehabilitative facilities in the northern and western suburbs of Melbourne.

7.16. From . Vincents Hospitd after surviving the acute Sage, the victim may betransferred
to the After Care Hospitd.  In the case of the Alfred td and of Prince Henry's Ho&ﬂd, there
is a forma attachment to the Caulfieddd Rehabilitation Hospita and to the Hampton Hospital.

_ 7.17. Intotd, Royd Tdbot, Caulfield and Hampton itas provide approximately 272
in-patient beds and there’is some provision for out-patients at these ingtitutions. However, the
rincipal facility for out-patients or day atendance care is a Mount _Wa/erl% and Cponec

ehabilitation centres which between them provide the Cﬁlsty to ded with 150-1/5 out-patients ;
Mount Waverley having dso approximately 100 in-patient It must be pointed out that the two
latter ingtitutions do not belong to this Siate and are part of the Commonweslth Socid Service
sructure.  Further, they are confined a present to providing rehabilitetion services of a vocetiond
nature and not generd rehabilitation care.

7.18. Whilgt there is obvioudy the best of goodwill existing at service level between the
Commonwedlth and State ingtitutions, as could be expected procedures are different as are evaluation
techniques and at the time of its physicd investigation the Board found control exercised from
Canberra tended to cause dlays in admission.

7.19. The Board is not unmindful of the work being done by the National Advisory Council
for the Handicapped under the chairmanship of Mr. Justice Meares of New South Wdés In its
197576 Report the Council has made its first recommendation one that the Commonwedlth
Government should take Sieps as soon as possible to dter the exigting el(ljglblhty criteria 0 as to

mit rehabilitation services to a wider range of handicapped persons and as amatter of urgency
or the extenson of facilities to housawives. The Council has dso recommended high priority to the
training of rehabilitation staff and the provison of State Advisory Councils  The Board commends
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these recommendations but redises that their implementation depends upon a number of aspects of
Commonwedth-State relations in this field which are currently under review and which it appears
will be difficult of solution. It L%gards attention to the need for rehabilitation as urgent and for that
reason it recommends the immediate action proposed later in this Chapter.

7.20. The Austin Hospital is in a specia position. It contains a spina care unit which
undertakes the treatment of al spinal injury cases occurring in Victoriaand Tasmania.  Rehabilitation
facilities exist for those cases and there is a close association between the organizers of these facilities
and the hospital—to which spinal cases have to return from time to time for management.

Training

7.21. The recognition and achievement of provision of rehabilitation care for the injured
seems to the Board to be a problem which goes deep into the approach to the patient which should be
made by the medical profession and associated disciplines. Discussions with the Medica Directors
of the two largest rehabilitation institutionsin this State and with Dr. Summers, although individually
held, revealed the unanimous opinion that there is an urgent need for the inclusion of some training in
rehabilitative medicine in undergraduate studies in medica education.  If this were only to achieve
a greater capacity in the medical profession itself to recognize the need for rehabilitation care when
it arises, the Board believes this would rgPr@ent aprofound advance and improvement. Rehabilitative
Medicine is taught a the University of New South Wales and in both Se/dney and Addaide there
are hospitals carrying a Director of Rehabilitation or Rehabilitative Medicine. The Board sees a
genera need for a to provide organized liaison between the acute stage hospitals and the
rehabilitation services. Even in the absence of such a body it envisages evaluation teams working in
hospitals to evaluate the needs of patients so that rehabilitation services could begin to operate at the
earliest possble moment. In its view, the existing rehabilitation services should be grestly enlarged
and immediate consideration should be given to establishing rehabilitation facilities in the northern
and western suburbs of Melbourne as a matter of urgency. It further suggests that rehabilitation
services should be established in the major provincia cities throughout the Stae.

A Sarting Point

7.22.  Some of the foregoing suggestions would undoubtedly require large i gg'ections of capital
funds—fundswhich are the responsibility of thecommunity asawhole rather than of themotor venicle
owning sector to be provided as a condition of owning a vehicle. But there are ways in which a
beginning can be made with motor accident victims. In small degree a beginning has aready been
made. The Motor Accidents Board has concerned itsdf with rehabilitation as in some measure it
is bound to do by Section 30 of the Motor Accidents Act.  This Section requires the Board to pay
80 per cent, of the reasonable costs of therapeutic services provided in Victoria by reason of motor
accident inj urY, and " therapeutic services " is defined to include the provision of medica or surgical
aid to rehabilitation. Already the Board has expended over $0-5m. on rehabilitation and has
ggPointed a medical director to supervise rehabilitation of motor accident victims as far as he is
etodo s0. The Board is both willing and anxious to further expand its activities and this Board
believes that it should be empowered and encouraged to do 0.  From its very nature it is the logical
body to which the task of supervision of rehabilitation of motor accident victims should be entrusted.

7.23. The Accident Compensation Commission of New Zedand is directed by the legidation
constituting it to take all practical steps to promote awell co-ordinated and vigorous programme for
the medical and vocational rehabilitation of persons who become incapacitated as a result of personal
injury by accident. The programme is to have as its objectives the restoration of victims as Speedily
as possible to the fullest physical, mental and socid fitness of which they are capable having regard
to their incapacity and where applicable their restoration to the fullest vocationd and economic
usefulness of which they are capable and aso their reinstatement or placement in employment.
Section 49 of the New Zealand Accident Compensation Act 1972 gives to the Commission very wide
functions and powers, extending to the adaptation of home, of vehides financia assgtance whilst
training and assistance in the obtaining of and payment for training and education.

Recommendations

7.24. ltistheview of the Board that ssimilar types of powers included in the Motor Accidents
Act would not only be of benefit to the victims of motor car accidents but to the community at
large in that their provision would in the long run tend to lighten the financia burden on
the community. However the Board does not envisage that the Motor Accidents Board should
at once spring into full flower as a rehabilitation organization. There are many difficulties in
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the Wg?/. The lack of accommodation and a trained saff are formidable obstacles.  The full
scope of the

. problem may not yet be properly understood. Nonetheless, the Board is firmly of
the view that agtart should be made and accordingly it makes the following recommendations :—

1. That a small rehabilitation section be raised as part of the Motor Accidents Board
and that its primary and preliminary function be that of research to investigate
the rehabilitative needs of motor accident victims and the ways in which those
needs can best and most quickly be met.

2. That the Motor Accidents Board recruit and gppoint a smal number of liaison officers
to function in the way in which those officers do in New Zealand—that is to sk
out motor accident victims and to identify and assst them so far as they can
with their problems, at the same time providing the rehabilitation section and its
research component with information.

3. To provide financial assistance and encouragement to the rehabilitation hospitals
I.e. Royd Talbot, Caulfield and Hampton to enable them to employ evauation
v teams S0 that the aready hard working staff at these hospitals would not have
imposed upon them the necessity to engage in the evauation of motor vehicle
accident victims in the acute stage hospitals. These teams could be engaged in
the work of assessng those most suitable for admission to the rehabilitation
hospitals at present in existence and of devising rehabilitation plans and
rogrammes for those unable to gain admittance to such hospitals which could
carried out in the home environment or in such other ingtitutions as may be
temporarily acquired to accommodate them.

4. The provision of a Chair of Rehabilitation Medicine a one of the universties.
his has not been discussed with any of the university authorities but arises
out of discussons with Dr. Ford, the Director of Rehabilitation Services
for the Alfred and Caulfield Hospitls. The Board regards this matter as of
P_rime importance because of the lack of undergraduate training in this vita
eld. It has been suggested that because of the existence of the two chairs of
Preventative and Socia Medicine and Community Medicine & Monash University
this may well be the most appropriate university for the chair suggested. However,
with the responsbility for rehabilitation entrusted to the Motor Accidents Board
it seams to this Board that that body can best negotiate the establishment of a
chair. In the viev  d this Board, the expenditure of moneys to fund such a

chair would be a proper and desrable use of portion of the moneys levied
upon the Victorian motorist. '

Other Suggestions

~7.25. In discussions with the Motor Accidents Board certain particular subjects have been
rased. Mention has been made of the prevalence of whiplash injuries amongst motor accident
victims and the need for research into and study of the treatment for this type of injury. A pilot
project for what was referred to as a decanting ward was suggested.  This, it was said, could be
accommodation at one of the existing hospitals to be used both for in-patients and out-patients
who had been discharged from acute wards in hospitals and who were fit subjects for rehabilitation.
I'n the case of the Preston and Northcote Community Hospital, for example, the policy isto discharge
patients as quickly as medicaly possble. Those who are motor accident victims are dmost
universally discharged to their homes and have very little chance of receiving rehabilitative treatment
unless they are fortunate enough to somehow be " picked up " by the Commonwealth Sodd Services
For this type of person, such a decanting ward would no doubt be of very greast value.  However,
the problem is 0 vast and far-reaching that the Board has not felt able to make any far-reaching
recommendations and feels that if the Motor Accidents Board is given the power and through its
rehabilitation section develops the expertise, as it should, an effective start can be made in this area

of rehabilitation.
» _ 7.26. The Board makes no apology for stressi nﬂ thet the earlier the problem of rehabilitation
is attacked the better and although it would not wish the doctor-patient relaionship to be disturbed

it does recommend such facilities as the availability of evaluation teams to doctors should be

r provided 0 that from the moment the patient begins to ask himsaf and his medical advisors what
IS to become of him, aready answer and the provision of the means of achieving it can be embarked
upon. In many cases it will undoubtedly be true that the best gpproach is that commonly in use
dready of keeping a person in hospital for as short a time as conveniently can be done and then
discharging him home.  But quite often the problem is not solved by trandlating a person who is
worryi r)gl In hospital into one who is worrying at home, and the Board secs it as being part of the
responsibility of the suggested evaluation teams &t the ingtigation of and with the assistance of
liason officers to arrange for the provison of rehabilitation services a home.

7.27. The Boad is aware of the f_)r_oposal made by Judge C. W. Harris for an Accident
Commission with rehabilitation reponghilities.  The concept is a large and exciting one but this
Board has felt it to be beyond the scope of its Terms of Reference to condder it in detail.  Problems




80

of considerable mag?nitude and complexity would have to be solved and the Board would like to have
the advantage of longer experience of the running of the New Zealand Accident Compensation
Commission and a more extensive study of the difficulties encountered and results achieved.  In the
current economic climate it is difficult to foresee any large capitd expenditure on the provision
of rehabilitation facilities.  Any finance would seem to have to come from the premiums or levies

paid by motorists and premiums paid by employers.  Because of this climate, the Board has
concentrated on what could justifiably be termed as small beginnings and on foreseesble

developments which in its view can be paid for out of the type of income currently being received
into the motor vehicle accident compensation system.  As has been recommended elsewhere in this
Report, the system and its operation should be reviewed again in say four or five years when further

advances may be planned.

7.28. Confusion in this area is further compounded by reason of the fact that the provision
of rehabilitation facilities is divided between the Commonwedth and the State of Victoriaa The
former confines its services to those of a vocationa nature and not the more genera rehabilitation
care with which this Board is concerned. At the service level goodwill and co-operation abound.
At the higher policy level these attributes are difficult to find simply because, as the Board
understands the situation, there is no identifiable rehabilitation division in Victoria at this level.
The Board has consulted with and received the utmost co-operation from the Minister for Socid
Security and her staff concerned with the provision of rehabilitation services. It believes that
as a matter of urgency the Government of Victoria should take up with the Commonwealth
Government the question of the use of Commonwealth rehabilitation facilities existing in the city
of Melbourne and throughout the State with a view to negotiating an agreement whereby access to
Commonwealth rehabilitation facilities may be gained more readily by motor vehicle accident
victims, particularly those whose needs are not specifically vocational rehabilitation training.

Rehabilitation and the Compensation System.

7.29. Much has been said in this Chapter on the role of the Motor Accidents Board in
rehabilitation and nothing on the place of the fault liability system in thisarea.  There seems little
placefor it in the system as it operates at present.  The Ontario Law Reform Commission expressed
the view that if one set out to design a system aimed at impeding the objective of rehabilitation,
one could scarcely do better than invent the tort regime. It saw the features of the tort sysem
subversive to the rehabilitation process as being—

(@ the contentious, time consuming and expensive nature of the proceedings,
(b) the uncertainty of ultimate success,

(c) the once for all assessment of compensatio‘n,

(d) the premium that attaches to non pecuniary losses.

It saw the motor vehic'e accident victim tending to be treated from a forensic rather than a
clinical point of view and diagnosis, therapy and prognosis as tending to be formulated with a future
claim to compensation in mind rather than with all attention focused on returning the individual to
productive employment. It viewed the forensic approach to the injury and its consequences both
physical and psychological as having the effect of persuading the injured person to believe the worst
whereas the rehabilitation approach is based on the need to persuade the patient to believe the bedt.
Whilst not feeling so strongly about the matter, as did the Ontario Commission, the Board feels
that there are many cases which exemplify its statements.  The question of lump sum and periodical
payments is intimately bound up with the question of rehabilitation. It holds the opinion that
there are many cases where payment of a lump sum has a definite therapeutic and consequently
rehabilitatory value. However as has been pointed out, where the lump sum is delayed as it often
is for a very long time in serious injury cases the net effect may be detrimental.  This matter is
dealt with more fully when discussing the method of making payments of compensation but the
Foi rit is mapled here that in the making of those payments, the rehabilitation factor must be kept
irmly in mind.

7.30. If effect be given to the Board's recommendation for the extension of the powers
of courts to award periodical payments, it may be that those concerned with fault liability will become
more involved. The Board feels unable to hazard a forecast. It is difficult to see the Bar playing
any part in this process and although many solicitors assist the victims in handling their affairs and
the compensation awarded them, it is difficult to envisage the solicitor in his professiona capacity
forming part of a rehabilitation team.

7.31. The Board sees the course of action recommended as making the first steps towards
providing aclearer picture of the direction in which the provision of rehabilitation care could develop
In the future. No precise data or solid evidence to guide this development are available at the
present time.  Not only would the messures advocated by the Board provide a means of easng
the victim's path at present but also a source of information which would be required before the
larger task which must be tackled at some stage is begun.




