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How Do I Use This Resource
What’s This
About

This resource provides strategies that will assist to embed a culture of choice and control in residential services
for people with a disability. Research has confirmed a close relationship between exercising choice and control
and perceptions of well-being and subjective experiences of independence and participation. Putting choice and
control into effect over a wide range of daily tasks and over broader lifestyle choices are key outcomes sought in
community based residential services for younger people with disability.

Structure of
the Document

The document is divided into three parts:
1. Part A: Literature Review – a summary of literature and the evidence base for approaches to facilitating
a culture of choice and control.
2. Part B: Key Factors in Maximising Choice and Control - key principles that embed choice and control into
every day service delivery and practice suggestions that translate these into action.
3. Part C: Summary and Checklist – a summary of the key factors and a checklist for residents, families and
staff to check the extent to which choice and control is an everyday reality in their service.

Good…
Better…
Best

As discussed later in this report, the available literature provides only limited evidence-based best practice
material relating to choice and control in residential services. Therefore, in the absence of clearly delineated,
evidence-based ‘best-practice’, this review has identified ‘better’ practices - ideas and suggestions derived from
the experiences of others for consideration as to whether they may add value to services. Some of these might
be considered minimum levels in provision of choice and control (ie mandated by legislation and policy), while
others are ‘stretch’ targets; however, given the scope of the review and the range of different circumstances
within which services are delivered (eg stages of organisational development; available resources), the review
has not sought to differentiate. Rather, this document attempts to provide a broad array of suggestions that will
facilitate continuous improvement in service delivery regardless of starting point.

Who Should
Use This
Resource

People with a disability and their families, service policy makers and managers, and support workers are the
target audience for this resource. The literature review will assist in developing broader frameworks and
organisational policies that promote resident choice and control in community based residential services; the key
factors are useful in structuring and directing services; and the better practice suggestions and checklist are
intended to guide the translation of key principles into practice on a day-to-day basis.
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Overview of
Main Findings

With reference to inclusive and responsive community based accommodation support services, the capacity
for residents to exercise choice and control rests upon:


Certain pre-requisites to meaningful and informed choice including adequate and accessible
information and the availability of viable options from which to choose.



Flexible, self-directed funding that facilitates choice making.



Supported choice and decision making that focuses on aspirations and preferences with involvement
of natural supports or third party independent support where appropriate.



A balance between acceptance of reasonable risk and the obligations imposed by regulatory or
organisational factors.



An individually focused, dynamic approach with a long-term perspective.

The following should be embedded as everyday practice in service delivery:


A broad-based, inclusive view of participation as a core activity, allowing individuals to make choices
concerning their daily lives.



Resident-focused staff and structured work practices organised around the principles of empowering
choice and decision making.



Recognition of opportunities to make incremental improvements in daily routines to support
empowering changes in daily practice.



Age, cultural and life stage appropriate approaches to ensure that the ‘small things’ such as daily
choices are not overshadowed by focusing upon the bigger choices in a person’s life.



Workforce management that ensures that values embedded in policy goals are specifically
interpreted/demonstrated for support staff by team leadership.

A holistic response that combines housing solutions, community integration, community development,
leadership and guidance of the support workforce with the protection of individual rights will be required to
respond to the wide range of individual needs and lifestyle choices being sought by younger people with
disability living in supported accommodation.
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Background to Development of the Resource
Preface

Introduced by the Council of Australian Governments in 2006, the Younger People with Disability in Residential Aged
Care (YPIRAC) initiative has focused on developing alternatives for younger people with severe disability living in
residential aged care, and has directed significant resources towards systemic and consumer level responses to meet
the specific support needs and preferences of this group. The program also provides for enhanced environments for
those who continue to reside in residential aged care, as well as preventive responses to limit inappropriate entry into
the aged care system. The environment in which the YPIRAC program seeks to have impact is one of great
complexity with intersections between health, disability, housing, community services and aged care.
The determining factors in housing for a person with a severe disability gives a context in which to appreciate the
make or break issues around sustainable community-based residential care. For people with a disability, housing is
not just a roof over one’s head but a linked relationship between housing, health, disability and support. Integrated
support or linkages between these key areas at both a policy level and at an operational level have been found to be
necessary for a stable and secure home base. One element rarely works well in the absence of the others - successful
placements depend upon security of suitable accommodation, appropriate equipment and environment, and the
ongoing provision of individualised, quality support.
The literature establishes a link between choice and control and subjective feelings of improved quality of life.
Research has identified that increased independence, choice, opportunity and access to responsive services all
contribute to engagement, participation and community integration. The YPIRAC program seeks not only to develop
better accommodation choices and alternatives for people but to infuse operations with a culture of resident choice
and control and to embed supports, structures, attitudes and values within these systems that sustain an
environment in which younger people can thrive and engage with their chosen community.

Context

Over the last decade there have been significant changes in the way the rights of people with a disability have been
recognised which has driven change to the ways in which supports and services are delivered.
In 2007, Victoria became the first Australian state to pass a law formally recognising and protecting its citizens’
human rights, the Victorian Charter of Human Rights and Responsibilities. The Principles of the Charter – freedom,
equality, dignity and respect – underpin all government policy and action. The Charter requires new laws and
regulations to state whether they are consistent with the Charter, and makes it unlawful for public authorities to act
in contravention of the Act or not to take the Act into consideration when making decisions.
In 2008, Australia ratified the United Nations Convention on the Rights of Persons with Disabilities (one of the first
Western countries to do so), in a global effort to promote the equal and active participation of all people with a
disability. The Convention puts the responsibility back on society to ensure that all people must be provided with
opportunities to reach their full potential, regardless of their situation or disability.
In 2009, the Commonwealth, States and Territories signed the new National Disability Agreement (NDA) which aims
to improve and increase services for people with disability and their families and carers by developing consistent
standards and frameworks across jurisdictions. The NDA commits Commonwealth and State/Territory funding to help
people with a disability to achieve economic and social inclusion, enjoy choice, wellbeing and the opportunity to live
as independently as possible, and to support their families and carers.
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In Victoria the State Disability Plan 2002–2012 (State Plan) was the first whole-of–government approach to disability
reform that articulated a vision for Victorians with a disability ‘to have the same opportunities to participate in the life
of the community and the same responsibilities as all other citizens of Victoria’. Significant reforms have flowed from
the State Plan including:


The new Disability Act 2006 (effective 1 July 2007) which gives effect to the State Plan. The setting of
disability services standards are mandated in the Act.



A revised Quality Framework which includes Outcomes Standards (measuring changes in the lives of people
with a disability) and Industry Standards (organisational systems and processes); and continuous quality
improvement which incorporates independent and external auditing of services.



Self-directed approaches which put the person with a disability at the centre, and to the extent that they are
able, in charge of the planning, funding and support they receive. A significant change is the provision of
funding (direct and indirect) to the person with a disability to determine and purchase the range of individual
supports that meet their needs.



The Victorian Industry Development Plan, a strategy to address workforce challenges in supporting people
with a disability and their carers

Within the reform agenda there was recognition that young people with a disability living in residential aged care
faced significant disadvantage. These people may have acquired their impairment later in life through trauma
(accidents or injury) or through the progression of a degenerative disease (e.g. Multiple Sclerosis, Huntington’s
Disease), and until that point led full and independent lives with significant control over their decision making.
Changes to their physical or cognitive function frequently mean that family and friendship networks are unable
(without significant additional help) to provide the level of care required. Demand for supported accommodation
specifically addressing the needs of younger people with a disability often exceeds supply – consequently, younger
people with a disability have often found themselves inappropriately accommodated in (or at risk of entering)
residential aged care facilities due to the nature and urgency of their needs and lack of suitable alternatives.
YPIRAC, a joint Commonwealth and State/Territory initiative, has seen $60.2 million committed over five years to
implement the program in Victoria, where it is known as my future, my choice (mfmc), through the Department of
Human Services (DHS). The mfmc initiative places an emphasis on young people with a disability under 50 years of
age and has three strategic objectives:


Move younger people with a disability currently accommodated in residential aged care into age-appropriate
supported disability accommodation in the community.



Divert younger people with a disability who are at risk of entering residential aged care to more appropriate
forms of accommodation.



Enhance the delivery of support to younger people with a disability who choose to remain in residential aged
care or for whom residential aged care remains the only suitable option.

Progress within Victoria to date includes:


Individualised planning to identify the needs and preferences of younger people in residential aged care; and,
in some cases, the provision of individual support packages to create more appropriate placements.



Establishment of a capital program to deliver 22 new mfmc supported accommodation services across Victoria
to provide accommodation to 104 younger people.
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Project
Objectives

Shared Supported Accommodation (SSA) is a residential program funded by DHS that aims to provide highquality, supported housing in the community. Accommodation is usually offered in shared housing with other
people with disabilities and support is provided in household management, personal support and with
participation in the local community.
This research project was commissioned to generate practical advice for service providers seeking to maximise
resident choice and control in supported accommodation settings. DHS’ stated objectives for the project included:
1. Identify best practice approaches, structures and strategies that will maximise resident choice and control
within SSA settings, including in the following areas:


Governance arrangements (that impact on day to day service operation, ongoing service evaluation
and setting of future directions).



Aspects of the physical environment.



Workforce practices and management, including rostering arrangements (that impacts on capacity
to meet individual needs/preferences and outcomes).



Personal and combined finances and decisions about household responsibilities.



Personal relationships and support networks (including families, friends or colleagues, and new
connections through engagement in meaningful activities).



Communication approaches (particularly where residents have impaired communication capacity).



Advocacy and social inclusion – the role of family members and key others.



Service transition arrangements for individuals transitioning from home, hospital or a residential
aged care setting into a new setting.

2.

Identify key factors that promote or impede a culture of resident choice and control in SSA (that would
create an environment which empowers the individual and their family members or significant others in
decision making about their own lives and support and in the operation of their household).

3.

Recommend a suite of action-oriented, practical and dynamic strategies for service providers, residents,
families and others that will embed a culture of resident choice and control (including consideration of the
use of resources which are practical, easily accessible and can be embedded into service practice).

www.nucleusgroup.com.au
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Methodology

This review sought to gain an understanding of current thought and best-practice in facilitating resident choice
and control in residential settings. In particular, the focus was on younger people with a disability in the context
of the development of new accommodation models within Victoria’s my future, my choice initiative – although
research was not contained to this area.
International and national developments were reviewed to identify current trends and practice. Of particular
interest were models of service provision, best-practice examples in empowerment, choice and decision making,
participation and inclusion, and how these were translated into practical, everyday actions.
Project methodology incorporated a number of discrete initiatives, as follows:
Literature Review
A broad-based search of the literature was conducted and evidence-based research was sought that provided
insights into the following research questions (aligned to project objectives):


Identify and document best practices approaches, structures and strategies for resident choice and
control within shared supported accommodation.



Identify key factors that promote or impede a culture of resident choice and control in shared
supported accommodation.



Identify practical and dynamic strategies for service providers, residents, families and others to
incorporate into residential care practices.

Australian and international peer reviewed literature was searched as were government department websites and
the websites of relevant non-profit organisations and research institutions. Information was sought on several
key themes and current trends in disability policy and services. The search included a broad range of search
terms incorporating disability, shared supported accommodation, residential care, community residential units
and acquired/late onset disability, in combination with factors such as care; complex needs; service models;
funding; choice and control; participation; integration; active support; outcomes; transition; service quality;
social inclusion; consumer satisfaction; empowerment and decision making.
Databases searched included Medline, CINAHL, PsycINFO, Austrom Health collection, and Proquest Health &
Medicine. The DHS library assisted in the acquisition of a number of articles for review.
Documents reviewed ranged from articles published in peer-reviewed journals through to industry consultations
and research reports. As disability policy has undergone significant change in the past decade, the search was
restricted to articles appearing after 2004 in order to produce more recent and relevant materials. The
bibliographies from seminal articles or reports were used to back-search for additional materials.
Most of the results of the literature search were either high level policy documents that articulated the policy
intention or vision with little practical implementation guidance, or academic and profession-specific literature
evaluating rehabilitative strategies that addressed primarily functional limitations but rarely ventured into the
areas of choice and control. Much of the literature that did address choice and control and offered useful practice
guidelines and ideas was derived from the fields of intellectual disability services and aged care.
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A key observation arising from the literature was the difficulty faced in translating policy goals concerning choice and
control into practice.1 Some authors noted that research and best-practice on how best to facilitate or achieve choice
and control for people with a severe disability is in its infancy.2 Others noted that rigidity in service systems impede
the principles of diversity, choice and flexibility.1 System related dilemmas concerning unresolved tension in such
things as the residence being both a home and a workplace, and role conflicts where staff are expected to achieve a
supportive network that enabled choice and yet meet restrictive regulatory and operational requirements, have yet
to be satisfactorily resolved.
Several studies observed that evidence-based best-practice in choice and control was difficult to identify – perhaps a
reflection on the state of the research to date. ‘Best-practice’ implies the existence of rigorous evaluation,
demonstrable success, perceptible impact, and replicability. This level of evidence did not seem to exist in the
literature. Therefore, in the absence of clearly delineated, evidence-based ‘best-practice’, this review has identified
‘better’ practices  ideas and suggestions derived from the experiences of others for consideration as to whether
they may add value to services.
Consultations with Service Providers, Residents, Families and Advocacy Groups
Attachment 1 provides a list of all those consulted during the course of this project. Where possible, visits to
services to consult with service managers and staff included discussions with residents and any visitors to the house
on that day.
In addition, to help identify good practice, a survey was developed and distributed to people with a disability, family
members, carers, friends and advocates. The survey was also available to be downloaded from the relevant area of
the DHS website. Attachment 1 also incorporates survey respondents (respondents were not required to provide
personal details and most returns were anonymous).
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Better Practice Approaches
Self-Directed
Approaches

Part A: Literature Review

Program and service design in the disability sector has increasingly moved towards more individualised models of
support. In Victoria today, policy and program development supports ‘self-directed approaches’ to service delivery.
Self-directed approaches recognise that the person with a disability is at the centre, and to the extent that they are
able, should be in charge of planning, funding and support responses.
Self-directed approaches wrap up and integrate many of the waypoints in program development of the last decade:


‘Person-centred planning’ has been described as support designed around the preferences and needs of the
individual2,5 and as a way of discovering what people want, the support they need and how they can get it.6
Recent literature champions person-centred planning as a methodology that enables and supports informed
choice by individuals with a disability.3 Person-centred planning and support aims to ensure that all people with
disabilities can exercise maximum control over their lives and participate in the community. The person is at the
centre of all planning and ‘plays the role of senior partner in all aspects of intervention and assessment’.4
Person-centred planning is perceived as being both an empowering philosophy and a set of tools for change
at the individual, team and organisational level that shifts power from professionals to the people who use
services.7,8 It gives the opportunity to explore lifestyle, accommodation and healthcare options and models
of care and support that best meet the individual’s needs and preferences.9



‘Person-centred practice’ shifts the focus from needs and limitations to identifying aspirations and
preferences expressed by a person with a disability, their families and supporters. An adequate level of
support is considered to be the key to achievement and environmental barriers are viewed as things to be
overcome rather than constraints upon desires.4



‘Individualised support’ combines services drawn from a variety of sources in a coordinated manner to
deliver the best outcomes in response to the individual’s needs.11 Independent personalised support
arrangements have been seen as particularly useful in individualised funding programs – either through
third party organisations or through specially trained care managers.19



‘Individualised funding’ is consistent with a person-centred approach6 and has been linked with
improvements in well-being through exercising greater choice and control over activities of daily living.10
Studies have found that people with individualised funding experienced greater feelings of control over a
range of critical life areas.15

Support Your Way59 is the key Victorian policy document describing how people with a disability can self-direct the
services and supports they use to help them live as independently as possible. Support Your Way puts into practice
the reorientation of disability supports set out in the State Disability Plan 2002–201260 to provide more
individualised approaches that respond to individual goals and needs. It explains the shift from people with a
disability being provided with services based on what service providers consider to be important to an approach
where people with a disability make decisions for themselves to the extent they are able. Support Your Way
recognises that self-directed approaches require collaborative working relationships, flexible service provision and
an ongoing commitment to build more inclusive communities and a sustainable service sector.

www.nucleusgroup.com.au
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Supporting
Decision
Making

Choice and control may occur at many levels ranging from day-to-day decisions about what to wear,
time, through to decisions about service management or future plans.34 Participation in everyday life
human right and refers to a person having a legitimate right, role and responsibility in decisions that
Participation is conceptualised in relation to key life domains - domestic life, interpersonal life, major
education and employment and community, civic and social life.14

or how to spend
is seen as a basic
affect them.35
life areas such as

Independent brokerage or advocacy services have been seen as useful vehicles through which to secure unbiased
support for decision making.15 Independent organisations have also been found useful for developing and implementing
assessment and planning frameworks as well as providing advocacy support of individuals through these processes.6
The skills and experience of those assisting with individual planning were identified as being key factors in influencing
choice outcomes.6 Inclusion of specialist support workers and planners in the planning and decision-making processes
were found to make the whole experience more positive and personal.20 Choice-making was enhanced for those with
individualised funding and an advocate or intermediary to assist with financial decisions.3,21
The role and contribution of family members and friends to service planning raised mixed responses in the literature
with suggestions that involvement of family, friends or paid staff may both enable and constrain choice.2,12 Some argue
that the active and voluntary involvement of family and friends is an essential element for the success of communitycare.3,13,14 Others suggest that real choice may be constrained by an imbalance of skills and information between the
person with disability and others involved in decision making processes, with outcomes being influenced towards more
restricted forms of living.2,12
Choice is dependent upon the knowledge-base of those making choices, including insight into their own circumstances
and familiarity with the range of opportunities available.10 Furthermore, in order to make a choice, there must be two
or more meaningful options from which to choose.16 Glendinning et al15 point out that choice can be constrained due to
supply side issues such as lack of provider capacity or the absence of sufficient incentives to encourage the
development of a range of sought-after services. Inherent in the development of more options from which to choose is
taking a proactive, ‘bottom-up’ approach to problem solving to develop more opportunities for participation.
The literature indicates that accessible information (which may include source, format, language and content) is an
essential pre-condition for exercising choice.10 Research has identified that some people may need information and
support over a long period of time to make informed decisions about accommodation and support.6 Individuals were
best assisted to make personal choices and meaningful participation when decision making was structured in a manner
that was acceptable to the individual and was minimally intrusive.17
Best-practice work is being undertaken in Australia examining models of supported decision-making.48,49 Supporting
Decision Making for People with a Disability is an initiative underway in DHS Disability Services Division to support selfdirected approaches; the initiative provides assistance, guidance and advice to people with a disability, supporters,
government and community staff relating to decision making, choice and risk.61 Elsewhere in Victoria, several different
models of supported decision making have been proposed for consideration. Based upon the level of formality of the
decision involved, these models cover the space between the informal assistance of family and friends and stop short of
formal substitute decision making mechanisms such as guardianship or enduring power of attorney.48 The suggestions
include an unpaid voluntary support group that assists a person to make decisions; a representation agreement signed
between the person with a disability and at least one other unpaid person that specifies the support or representation
to be covered by the relationship; supported decision making advocacy for significant/time limited decisions; and a
Tribunal appointed assistant decision maker (may be an organisation, group or individual).48 In all these options,
control and responsibility for the decisions made rests with the supported individual.
www.nucleusgroup.com.au
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Dominant values in the disability arena are those of autonomy and self-determination - that individuals have the
right to make their own decisions and to receive whatever supports are required to effect this.48 The literature
observes that in fact, most people in the community consult with others and seek advice or assistance regarding
significant life decisions, with some people relying on help more than others.48 The means by which to support
people with a disability to make decisions are evolving. Internationally, supported decision making has been
introduced as a means of assisting individuals reach their own decisions. Supported decision making sets up a
network of family and friends who can be called upon by a person with a disability to assist them when making
decisions. Assistance may be sought in the planning stages, when making decisions, communicating personal
wishes, and, so on.
A Canadian study identified two guiding principles that should underlie any supported decision making program: the
notion of ‘best interest or benefit’ (acting in a way that benefits the client, and, as much as possible,
accommodating and respecting his or her abilities, preferences and feelings) and the nature of the intervention –
either ‘informal’ or ‘formal’ (minimising any intervention in order to avoid restricting rights and freedom of action).50
Communication The literature raises communication factors as a potential obstacle to participation and to the promotion of choice
and control, highlighting the practical problems staff face in identifying and understanding preferences where
individuals may have restricted communication abilities.37,2 Developing support worker skills in non-verbal
interactions and skills in a range of communication methods and aids was recommended to achieve an inclusive
and supportive environment.37,42
Guidance in best practices in supported decision making from the UK identified ‘total communication’ as a
philosophy that aimed to create successful and equal communication between people with different language,
perception and/or production. This requires a willingness to use all available means in order to understand and to
be understood. Suggestions included supplementing the spoken word with objects, photographs, drawings,
symbols, gestures or signs. Best practice also requires a commitment to listen to and learn with another person.
Detailed recording of a person’s preferred communications was the key to being able to have all people around
that person able to respond to them in a consistent manner.54
The use of augmentative and alternative communication tools and techniques to assist in communication with
individuals with complex communication needs is a highly specialised field. Evaluation research in Victoria of an
innovative model designed to increase access to specialised speech pathology services identified that highly
targeted and intensive efforts did result in increased levels of recruitment and retention of specialists in complex
communication needs. This model was found to increase skill levels in augmentative and alternative
communications within the community through peer support and training. Moreover, the service model also
better supported communication partners and the general community in creating communication opportunities
for people with complex communication needs.55
Service Culture In terms of encouraging an appropriate service culture, a broad-based understanding by staff of the nature of
choice and decision-making is essential. Choices in residential settings may range from deciding what to wear or
when to eat through to significant lifestyle choices such as purchasing decisions. The literature identified that in a
residential setting, circumstances may give rise to both empowerment and disempowerment. Choices seen by
support staff to be more significant, may overshadow awareness of and sensitivity to facilitating the more
mundane, everyday life choices. It was suggested staff should be alert to and act upon any opportunities that
give rise to small changes in practice that give control to the person.

www.nucleusgroup.com.au
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Finlay et al2 examined the barriers to empowerment, choice and control in residential services. Obstacles were
found to arise through informal means such as workplace cultures and routines and through more formal
structures such as regulatory frameworks, service structure and organisational policies. Even in activities that
were intended to promote self-advocacy and participation such as service user meetings, the research found that
factors such as staff facilitation, communication barriers and failure to utilise other means of consultation and
communication more suited to the residents led to these strategies being disempowering. The research alluded to
unresolved tension between the residence being both a home and a workplace; conflicts in recognising and
resolving differences in views and opinions between individuals and staff; and to role conflicts of staff being
driven both by regulatory/operational concerns, and by the personal values and concerns that staff bring to their
work. Other research similarly concluded that there was a ‘thin line’ between a supportive network that enabled
choice and a controlling network that made it difficult for people to exercise choice.12
Effective management of risk associated with decision making (at both an individual and systems level) was a
key theme in the literature. The literature highlighted the clash between duty of care and the dignity of risk.3,49 In
the context of choice and control, risk was viewed variously as ‘part of ordinary living’ where risk management
strategies allowed for reasonable risk5 and for ‘taking chances’ 3,18 through to risk being a significant constraint
upon individual choice and preferences due to jurisdictional and organisational factors including legal
requirements and duty of care.22 At the residential level, conflict may exist between the aspirations of individuals
to manage their own choices and the service obligations to protect individuals as appropriate.23 Watson
comments on the evolving nature of the concept of duty of care, pointing out that current definitions emphasise
managing risk rather than eliminating it; that denial of choice could be seen as a breach of duty of care; and that
minimising risk maximises empowerment. 49
‘Active support’ can be regarded as a structured approach to altering workforce culture; it has been introduced
and evaluated in some residential services for people with intellectual disabilities both internationally and in
Australia over the past few years. Active support trains staff in working practices and shared home organisational
procedures to structure support and facilitate residents making their own decisions and doing more things for
themselves.13 The primary focus is on direct support of residents to enable them to participate actively in
everyday activities.38
Evaluations of active support programs suggest that staff provide more direct support for resident participation
and that residents experienced higher levels of engagement in domestic and community based activities.4,38
Furthermore, it is suggested that active support offers considerable potential to impact positively on outcomes
and choice. However, further research is needed to determine the long-term effectiveness of such strategies;39
Fyffe et al40 noted that best-practice in active support occurred and was maintained only when interactive, on-thejob training occurred. Other critical success factors included staff skill levels, modelling of good practice by
supervisory staff, worker feedback, focus on daily living skills and community integration (rather than on
administrative tasks), team cooperation, communication and team management.
Service cultures conducive to promoting choice and control incorporate a sensitivity to identify and address the
finer points of relationships and interactions that may be discordant with the values of choice and control - such
as the ways people have of talking to individuals with a disability; attitudes and values that are unconsciously
expressed or revealed in communications; and how decision making is facilitated and influenced by others (for
example how options are presented as possibilities, how different outcomes are described, and how practical
issues might be overcome).
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Staff Training
and Workforce
Management

Quality of life and meaningful participation in the community is dependent to a great extent upon the availability
of a high quality, well trained and well supported workforce.4,13,24,6 A workforce that is responsive to the
aspirations of people with a disability draws upon many interrelated threads including such factors as staff
personal values and attitudes; staff recruitment and selection; staff management; supervisory skills and
structures; organisational culture; service structure and strategies and opportunities for staff career
enhancement and advancement.40,41
Attracting and retaining suitable staff is an issue for the whole social services sector and a plan is in place to reposition the disability sector as an ‘industry of choice’ for future workers including the development of significant
career pathways.67 A key component of this is a workforce planning and development strategy, a collaboration
between peak organisations, unions, training bodies and disability service providers to ensure that there is a
skilled and qualified workforce. A sector wide staff training and development strategy focuses upon values, skills
and competencies that promote contemporary models of support.41
Appropriate training and support have been emphasised as critical in attracting and retaining quality staff.18,35
Training essentials include the practical skills, ethical knowledge and respectful attitude necessary to work with
individuals in a very close relationship that is designed to ‘empower people with severe functional disabilities to
achieve autonomy, integrity, influence and participation in daily life’.35 It has been suggested that such close
relationships should be based upon domains of participating, choosing, supporting and negotiating;35 and that
training should be tailored to the specific needs of individuals with whom the staff are working.18
Research attention has also been directed towards how staff understand, interpret and acquire the values
embedded in government policy such as the principles of choice, inclusion and participation, and how to relate
these to their day to day tasks in supporting individuals.43 It was noted that support workers often have to
exercise discretion over resource allocation and service objectives to the extent that their decisions and routines
shape the way public policy is implemented (and whether it is implemented as intended).42 Solutions identified
include detailed policy guidance setting out the expectations, goals and outcomes expected from programs;
regular staff supervision and staff meetings; and the modelling of best practice interpretations of policy goals by
supervisory staff.43,40 A successful service with good resident engagement was found to be dependent not only on
the structure of services provided but also on having well-developed orientation, detailed procedures, and staff
training and management practices.11
Service models were also critical in achieving positive outcomes for individuals. Resident outcomes were
considered by some to be highly dependent upon the quality of staff and it was noted that professional
behaviours and models can increase resident disempowerment.13 In their analysis of obstacles to choice and
control in residential settings, Finlay et al2 noted that despite the best of intentions, there were often subtle,
barely noticed or unconscious details in interactions that contributed to disempowerment and that counteracted
the choice and control empowerment objectives. Rather than training staff off-site, it was felt that these subtle,
interactive factors were best observed and remediated on-site by an independent observer, over several days.
Within the literature, translating choice and control into actions and activities in residential settings was seen as a
complex issue and difficult to achieve.2,10 Choice-making should be approached consciously, with a recognition
that simply aiming for ‘increased choice’ does not address the complex processes involved in making decisions.3
Making choices can be complicated, often involving weighing options, evaluating advantages or disadvantages
and perhaps a judgment concerning risk.3 However, it can also be straightforward, requiring just a ‘simple
change in practice to enable [individuals] to exercise a great deal more control over their lives’.2
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A number of authors reflected upon the notion of risk management in relation to choice and control. Workforce
development in relation to risk is an important component of risk management. Support staff were considered to
need skills not only in risk identification and planning but also skills in negotiation to effectively define boundaries
(including agreeing to disagree), to be able to state positions and goals and facilitation skills to effectively
support individuals.3 A tool kit for risk assessment was suggested as one method by which staff could acquire the
necessary skills and capabilities to support individuals to identify, analyse and prioritise risks that arise through
the course of making life decisions.3
Governance

Good governance seeks to ensure that individuals have the opportunity to exercise their rights and
responsibilities as citizens, to express their views, and to actively participate in and have influence over decisions
and decision-making processes that impact upon them. Principles of participation and self-determination are
reflected in best-practice internationally and in all Australian jurisdictions through steps being taken to increase
the role played by people with a disability in the design and delivery of local level support programs and
services.36 Participation is not simply about being present or taking part but should be based upon having some
influence over decisions and subsequent action.34
At a system level, opportunities have been created to facilitate contribution to and participation in public
consultations, reference groups, advisory committees, and in local advocacy organisations that draw upon the
knowledge and expertise of persons with a disability. What is less clear however, is how best to involve people
with a disability in key decision making processes, to incorporate their views, experiences and suggestions on
service delivery and improvement so that they can be actively engaged in the planning, delivery, monitoring and
review of direct services that they receive.34 The literature observes that core high level principles such as
engagement, choice and flexibility are often difficult to operationalize1 and that governments find it difficult to
translate policy goals of choice and autonomy into practice.2
It has been noted that opportunities to make choices; resident involvement in policy making; small residential
facilities; and opportunities for autonomy all contribute to a positive impact upon participation.14 Sloan et al 29,33
developed an approach that aimed to maximise participation in valued life roles through inclusion in home and
family life. Program strategies included maintaining or developing social relationships, engagement in meaningful
occupation, and focusing on skill development within activities that underpin role performance. Evaluations of the
program suggested that functional independence, community integration, and role participation, all increased as
the result of the program. Winkler et al6 found that a ‘community development approach to service development’
or active involvement and input by service users into the design, planning and development of new
accommodation services was more likely to result in services better suited to the end users.
Other participation strategies mentioned in the literature included annual consumer surveys (with assistance
provided with survey completion as necessary), house meetings and individual support plans that articulate how
an individual may become involved.13 Formal processes included forums, consultations, surveys or questionnaires,
focus groups, small working groups and individual interviews. Other suggestions included establishing advisory
committees, planning and evaluation meetings and having representation on boards of management.52
Respondents in an Australian consultation suggested an ‘accessible, responsive and without retribution complaints
process’ as a participatory strategy.53 A Canadian study of strategies to enhance participation in meaningful and
productive activities found some support for a ‘Participate to Learn’ model which sets valued life roles as goals to be
learnt by experience in real-life contexts with participation being enabled through personal and environmental
support.37 The study noted that effective involvement and consultation leads to a greater ownership and
empowerment of residents, which in turn leads to increased satisfaction and individual well-being.
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Australian experiences in involving people with a disability in advocacy noted three key areas considered to be
essential for participation in governance: 52


Identification and agreement regarding roles to be undertaken and supports required (for example,
whether the roles were participatory, advisory or consultancy, or informational), and what supports
were necessary to underpin these roles.



Open communication (formal and informal) to facilitate information exchange and enable fine tuning of
processes to meet both individual and organisational needs.



An investment of funds, time, skills development, staff and resources to support participation.

The literature also consistently highlighted management attitude as critical in influencing the extent to which
residents are involved in the governance and management of a service. Management that understands the
direct link to their decision making with the impact on residents’ lives and providing a supportive culture for
staff to enable residents to take risks were identified as key factors in increasing resident choice and control.
Transition to
New
Services

Transition planning and management may cover a number of different issues. This may involve rehabilitation
or the acquisition of the necessary skills to transition to more independent living, securing the necessary
equipment and adequate, skilled support to facilitate moving from residential aged care into new
accommodation. Transition issues may also arise as the result of increasing support needs as conditions
change over time and medical and support needs change or personal preferences evolve.22,20,6 Key aspects of
the transition process concern structuring it to provide the opportunity to make choices about relocation
including location and type of home, co-tenants and staff.
Young people who have been in residential aged care will require careful planning and implementation of
person-centred strategies over a long period of time until successfully established in the destination
residence.26,6 Access to ongoing support through the transition process is identified as an essential resource for
successful change in residential arrangements.18 Continuity of managers and staff and exemplary
communication between all involved in the transition are also key success factors.26 Full engagement of a
skilled workforce that understands the changing needs of clients and families and the dynamics of
accommodation and transitions is considered to be essential.26
Preparation of residents prior to moving including the opportunity to meet the staff and other residents and to
visit the house beforehand is thought to assist individual decision making. Resident compatibility is an
important dynamic in the destination household.1 Several reports suggested that compatibility should be
tested prior to moving in by ensuring that people spent time with each other beforehand and time examining
the fit between the individual and the service; the staffing levels and skills; and the physical environment and
surrounding community environment for the optimal resident mix.27 The literature also identified that holding
the previous accommodation open thus giving the opportunity to test out the arrangement over the course of
a week or two with the option to move back to the previous accommodation was an important aspect and one
that kept choice and control options open for the individual concerned.6
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Complex
Health and
Behavioural
Support

People with a disability generally have poorer health than the general population and have more complex health
needs.62 People with moderate and profound disability are significantly more likely to experience higher mortality
and morbidity rates, have a higher incidence of mental illness, epilepsy and swallowing disorders.63 People with
acquired brain injury, severe and profound cognitive impairment may not be able to articulate their own needs
and require others to advocate for them.
People with complex health needs also have much higher support needs and require care or treatment from a
number of health professionals which needs to be coordinated. A care plan should be discussed the person or
decision maker where required, and the person’s local doctor who can arrange referrals to specialists and put in
place a coordinated plan. It is important that the care plan also addresses the person’s physical, psychoemotional, social, sexual and pastoral/spiritual needs.68 It is essential that staff understand the care plan, receive
training from specialists for any procedures required and understand when to seek help.
Palliative care is sometimes the only option for people with a life threatening illness. Palliative care aims to
alleviate pain and discomfort to improve the quality of life for people with any end-stage illness. People living in
residential services have the right to receive palliative care and die in their home wherever possible and should
receive sufficient information to assist them with their choices.69 For residents at end of life stage, the focus is
not on curing them but making them comfortable, controlling their pain and helping them to make changes that
will make their life easier.
Planning for palliative care needs to start early as ‘Up to 50 per cent of people will not be in a position to make
their own decisions as they near the time of their death’ 70. An Enduring Power of Attorney (medical treatment)
enables the person to choose another person to make decisions about their medical treatment when they no
longer have capacity. A Refusal of Treatment Certificate is a legally binding document that specifies the type of
treatment the person wants to refuse. Not for Resuscitation is a clinical decision made by the treating medical
practitioner where treatment would be futile or unjustifiable or not in the person’s best interests.71
Palliative care services can develop a care plan in consultation with the person and other relevant people,
including family, carers, guardians and medical professionals to address the person’s physical, emotional, social
and spiritual care needs. It is important that the palliative care plan is written down and agreed to by the person
and their family, and the person’s doctor.
For people with a disability and significant behavioural support needs, the Disability Act 2006 makes it illegal to
apply any restrictive intervention to a person except for a person with an intellectual disability to prevent harm to
themselves or others (s.140) and where the restriction forms part of a behaviour management plan (s.141) that
is authorised by an Authorised Program Officer (s.139) and it is the least restrictive option (s.140).
The Victorian Office of the Senior Practitioner was established under the Act to monitor, provide education and
research the use of restrictive interventions. Research from the office indicates that an intervention that focuses
solely on the person will not bring about sustainable change64 and restrictions can be infringements on human
rights. Further, behaviours of concern are often a person’s resistance or protest to difficult environments and
situations.65,66 Long lasting changes in behaviours are better achieved through positive support based on
recognising individuals’ rights, providing meaningful choices, working to the person’s own plan and ensuring good
plans are followed through with staff.
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Built
Environment

Little in the literature deals with the built environment (although specialist architectural or building databases
were not searched). However, wherever possible, it is generally accepted that environmental and architectural
design should reflect the commitment to resident choice and control. Design considerations including privacy,
environmental control, a homelike feel, accessible spaces and potential for future modifications, should all reflect
a person’s support needs and preferences.

Social
Inclusion

Social inclusion is considered to exist when people can participate fully in the social and economic life of their
community. Formal structures, institutions and informal relationships work to remove barriers to participation
that might be experienced by some individuals or populations.45 Community integration has come to be
recognized as a primary goal of independent community living28 and is concerned with achieving meaningful
engagement in education, vocation, recreation, social interaction, and community activities. Community
integration is variously described as ‘the inclusion of people with activity limitations in the common life of
their local community” 29; as achieving full participation in community life30 and as the ‘assumption or
resumption of culturally and developmentally appropriate social roles following disability.’ 30
Key elements of community integration include independent living, social and leisure activity, and work or
other productive activity.30 Studies have found that a significant relationship exists between social integration
and feelings of life satisfaction in people with acquired brain injury.31 Furthermore, research suggests that
the main components of community integration are assimilation (fitting in, familiarity, being accepted); social
supports (a network of family, friends, and acquaintances); occupation (having things to do for fun, and
meaningful and productive activity); and independent living (competence in daily tasks; making decisions
and life choices).29 Other key areas include cultural and age appropriate social roles30 that were reflective of
life stages and key transition points. Full engagement in the community is considered to be an active process
rather than one that is passive.32 Lack of awareness by government, community service providers, employers
and others has been suggested as being a key barrier to community inclusion.13
Literature drawn from the fields of social inclusion and community capacity building suggests that quality
relationships and a high level of involvement in the wider community leads to a better quality of life.45, 46, 47
Choices made by an individual about how he or she may wish to shape their life are reliant upon the existence
of a range of possibilities and opportunities to experience and participate in activities, explore interests and
preferences and experience a range of relationships and social connections.11 Existence of such things as
opportunities to make choices, for example in daily living activities, were found to be associated with higher
levels of community integration.14 An environment that facilitated choice making was found to enhance
personal power and participation.14 The behaviours, values, skills, processes, knowledge and activities of
support staff in the residential environment are critical to achieving optimal community integration. In
particular, strengths and skills in relationship formation, knowledge and resource seeking skills, maturity and
tolerance level of risk management all appear to be key qualities necessary to underpin an open environment
that encourages and supports decision making and choice.
Sloan et al33 found that people with a severe acquired brain injury achieved increased community integration
through a long-term, community-based rehabilitation approach that was contextually appropriate and that
targeted skill development in areas that were personally valued by the individual. Increased independence,
choice, opportunity and access to responsive services were suggested as qualities that contributed to optimal
community integration, participation and quality of life.29
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Natural
Supports

Natural supports or an individual’s social networks are seen as one way in which support may be given to
an individual to further develop a sense of social belonging, dignity and self-esteem. Natural supports are
the relationships that occur in everyday life such as with family members, friends, co-workers, neighbours
and acquaintances, and are reciprocal in nature. Incorporating natural supports into support plans for
people with severe disability has been reported as good practice.18
People who have been in residential aged care may need strategies and considerable time to build and
maintain a network of natural supports. The literature suggests that steps to develop a network of natural
supports include engagement or building a relationship and rapport with the person with a disability to enable
a greater understanding of the person’s needs and how best to facilitate their participation in the process;
information about resources, activities and opportunities for participation and inclusion in local community
events/ activities; and support to form and maintain a variety of appropriate connections and involvements in
the community. Networking opportunities may arise through the person’s routines, hobbies, and links with
groups and associations. This may include such things as online communities, religious and faith communities,
education, sports and recreation, cultural and social groups, community civic and social organisations and
volunteer opportunities.
Connecting to a community requires a belief that community integration is within reach for all individuals;11,5
tenacity and vision to stick with what is for most people a long-term prospect; and ongoing reflective
adjustment of strategies, roles and processes in identifying what has been successful or otherwise.11
Steps that may be taken to increase the social inclusion of people with a disability include advocacy and
community capacity building. The National Disability Advocacy Program56 defines advocacy as ‘speaking,
acting or writing with minimal conflict of interest on behalf of the interests of a person or group, in order to
promote, protect and defend the welfare of and justice for either the person or group by:
• being on their side and no-one else’s;
• being primarily concerned with their fundamental needs; and by
• remaining loyal and accountable to them in a way which is empathic and vigorous.’
Community capacity building can be seen as ‘strengthening the bonds between people within a community, and
the bonds between different communities that make people feel more included in society and more at home in
their community’57 and ‘strengthening the capacity of individuals, organisations and communities to manage
their own affairs and to work collectively to foster and sustain positive neighbourhood change’.58
In order to achieve the goal of community integration, residential support workers need the skills and
competencies to actively encourage and support an individual’s participation in or use of community supports
and services; and skills in systemic advocacy, community education and interaction with the community to
facilitate changes to general services and facilities to include people with disability.
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Better Practice Approaches

Part B: Key Factors in Resident Choice and Control
Key Factors

Self-Directed Approaches
 Self-directed approaches puts into practice the right of people with a disability to make their own decisions; change
their mind about decisions they have made; and make decisions that others may disagree with.
 Residents have at least two positive, viable alternatives available when making choices and decisions.
Supporting Decision Making
 Facilitating choice and decision making relies upon:
o Information being available in formats that are accessible and easily understood.
o Those assisting with individual planning having adequate skills and experience.
o Flexibility to respond to changing interests and needs.
o Adequate time for residents to decide things for themselves.
o Residents utilising independent advocates where required to assist with their own decision-making and/or
provided with training on choice and decision-making.

Better
Practice
Suggestions

Suggestions that translate these key factors into action include:
Residents are connected with independent brokers, advocates, case support workers, family and friends
and decide whether these people are involved in planning or decisions.
There is a clear statement about the role of families and advocates in service planning and this is provided to
residents, staff, family members and advocates. Residents choose whether to chair their own planning meetings.
Residents have confidence in, and long-term trusted relationships with, the people who are involved in the
planning process. The people involved know about the person’s previous experiences and reactions to
options before planning starts.
Planners and case managers have high level skills and experience in the complexities of the individual’s
specific condition (eg multiple sclerosis; acquired brain injury).
The key principles of decision-making are prominent. Resources are displayed (e.g. posters) in the staff
room/office and information about decision making is included in newsletters and publications, highlighted
with examples and personal stories.
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Adequate notice (at least two weeks) is given of planning meetings to ensure all relevant people can attend.
A structured assessment process is in place to determine resident decision making capacity. Residents
and staff establish consensus about the nature and scope of agreements that can be appropriately
managed through supported decision making.
Staff don’t make decisions or do things for residents because it’s quicker or easier. The statement “that’s the way
we’ve always done it” may be a sign that staff are making the choices and decisions, not the residents.
Residents have information, support and resources to assist informed decision making over an extended period of
time. This is made available at the resident’s leisure (not during a structured ‘session’ or meeting).
Resident’s express their likes, dislikes, culture, values, preferences and life experiences. Where necessary
resources such as DVDs, manuals and communication books record resident’s preferences and choices
and are provided to staff or visitors.
Houses have an ‘environment of change’ where residents and staff work together to make positive changes
to day to day things (such as household procedures and daily routines) as well as the bigger choices in a
person’s life.
Achieving personal goals is a shared experience between residents and staff. Residents and staff ‘buddy up’ to
support and mentor each other to achieve defined goals (i.e. one for the resident and one for the staff member).
The decision to pool individual funding to contribute to a communal fund or purchase agreed items for the house
is determined by the residents. Independent advocates are engaged where residents have difficulty making
decisions about how their money might be pooled/how much might be kept for personal use.
Residents have the choice to remain at home alone without staff being present. Residents and staff jointly
complete a ‘home alone assessment’ that includes practising emergency procedures (e.g. fire evacuation).
Weather reports, computer, TV news and/or newspapers are available to provide information to residents
in helping them to make decisions about what to do and wear the next day.
House menus within a budget allocation are determined by residents. Recipe books are available to generate
new meal ideas and spontaneity is possible by going to the supermarket/shops/farmer’s market/produce
market to see what appeals on the day or what is fresh/good value.
‘Choice books’ containing pictures of different destinations, travel/transport modes, accommodation types and
activities are available for residents who need assistance to decide on holiday or day trip options.
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Key Factors

Communication
 The ability to communicate is fundamental to making choices and being in control of decision-making. A
person’s preferred communications is documented and recorded so that all people respond to him/her in a
consistent manner.
 Staff are skilled in communication methods and aids preferred by each resident in order to ensure accurate
and personalised communication.

Better
Practice
Suggestions

Suggestions that translate these key factors into action include:

Information is available in an accessible format for effective communication to occur.
A speech pathologist can assess a person’s receptive and expressive language and provide advice and training on
electronic and non-electronic communication aids.
Residents with communication impairment have communication dictionaries (electronic and non-electronic)
that detail their preferences and choices for clothes, food and activities and other important personal
information.
Latest technology is explored to provide communication options such as mobile telephone/computer
applications/software.
Use people experienced in communicating with an individual to assist in decision making for him/her where
communication and decision making is impaired. Access the person’s historical likes and interests; and
‘triangulate’ with people who knew the person prior to the disability to help get an accurate interpretation of
intention.
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Key Factors

Service Culture
 Service cultures conducive to promoting choice and control incorporate a sensitivity to identify and address
the finer points of relationships and interactions that may be discordant with the values of choice and
control. Staff are alert to and act upon any opportunities to make small changes in practice that give control
to the person.
 Service culture should be based upon a broad-based understanding by residents and staff of the nature of and
a commitment to identifying and promoting choice and control. Maximising participation, choice and decision
making are long-term strategies that require constant evaluation and modification.
 Services need to achieve a balance between the right of individuals to make their own choices and their
statutory and legal obligations to provide a duty of care.

Better Practice
Suggestions

Suggestions that translate these key factors into action include:
People with a disability participate in the recruitment of new staff. Residents discuss the qualities they are
seeking in a staff member, participate on interview panels and/or contribute questions to interview
schedules. Interview manuals/packages and training on interview techniques are available to assist
residents in interviewing prospective new staff.
Family members participate in the recruitment process in a ‘meet and greet’ role of prospective new
employees, and their feedback is included in the applicant review process.
Staff interviews are conducted in the houses where they will be working with all the residents present.
Interaction with residents such as tone of voice, making eye contact and shaking hands are indicators of
applicants’ attitudes and suitability for employment.
New staff have ‘trial run’ periods with residents being part of the performance review process. New staff
are provided with opportunities to shadow permanent staff for the first few shifts to ensure good practice
is modelled. Residents determine whether new staff are right for the job.
Staff have clearly defined performance expectations and are supported to take reasonable risks and learn
from mistakes.
An open environment is more likely to encourage good staff practice. Other people (family members,
friends and advocates) are encouraged into the house at the residents’ wishes.
Residents have their own key to the house and are free to come and go as they choose.
Residents have their own file in their room and information written in it is discussed with staff.
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Key Factors

Staff Training and Workforce Management
 Quality of life and meaningful participation in the community is dependent on the availability of a high quality,
well trained and well supported workforce. Residents and family members are part of the recruitment and
selection process.
 Appropriate training and support is critical in attracting and retaining quality staff. Residents are involved in
training staff that meet their specific individual needs.

Better Practice
Suggestions

Suggestions that translate these key factors into action include:
Staff training and supervision focus on attitudes and values as well as functional skills. Involve residents in
the training of staff, to better meet their individual needs.
Staff rosters are developed by residents in conjunction with staff. The rosters reflect the residents’ daily
commitments and preferences for leisure activities rather than staff personal needs.
Staff do not ‘own’ roster shifts – all staff have equitable access to the more popular shifts.
Residents and staff regularly review rosters to see where savings in staff hours could be made, to
facilitate ‘banking’ of hours for use when residents would more prefer them. Residents have control of
some staff hours to support individual preferences.
Male and female staff are employed and rostered to accommodate gender preferences of residents.
Residents are involved in staff performance reviews (e.g. 360° feedback) and provided with anonymity
if they choose (i.e. staff performance reviews conducted by an external agency).
Staff have a structured approach (e.g. ‘active support’) in job design that provides a methodology for
supporting individuals in choices and in doing things for themselves.
A framework is in place to help staff resolve conflicts that arise between meeting the decision making and
control aspirations of individuals and jurisdictional/organisational risk reduction requirements (including,
sometimes, agreeing to disagree). ‘Negotiated Risk Contracts’ provide a structured way in which to identify
contested choice and responsibility for risk25.
Staff understand and are aware of actions that may inadvertently take away choice such as rigid
implementation of individual support plans, or introducing too much structure, organisation and planning
in what is a person’s home.
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Key Factors

Governance
 Good governance seeks to ensure that individuals have the opportunity to exercise their rights and
responsibilities as citizens, to express their views, and to actively participate in and have influence over
decisions and decision-making processes that impact upon them.
 Residents must be actively engaged in the planning, delivery, monitoring and review of the services that they
use. Participation is not simply about being present or taking part but should be based upon having some
influence over decisions and subsequent action.
 A wide range of initiatives should be utilised to establish a long-term sustainable commitment to resident
involvement, including multiple methods of assisting people with a disability to identify and express preferences.
An investment of funds, time, skills development, staff and resources to support participation will be required.

Better Practice
Suggestions

Suggestions that translate these key factors into action include:
Resident and/or family/carers are represented on boards of management. Supports and resources (such as
meeting protocol and representation skills) are provided to skill residents to attend board and senior executive
meetings and serve on more formal structures. Where relevant this forms part of a person’s support plan.
Resident committees are included in organisational charts, with clear pathways of accountability.
Resident meetings are formalised with an agenda, and agreed actions and outcomes are minuted.
Residents’ attendance at resident meetings or forums is optional. Alternative options are provided such as the
opportunity to meet with an independent external person to represent the resident’s views.
Board members/senior managers and residents meet regularly to discuss how organisational decisions impact
on residents’ daily lives. Board meetings receive regular updates on outcomes for residents as a consequence
of their decision making.
Residents and head office staff (corporate and administrative services) meet regularly at the office and the
house to get to know each other, establish relationships and discuss the impact head office decision making
has on the residents’ lives. Independent people are engaged to facilitate the meetings where required.
Self-advocacy is promoted and advocacy organisations provide education and information on how residents can
voice their own opinions, assist with complaints resolution and influence organisation decision-making.
Tools and processes designed to support resident consultation, participation and feedback (resident
meetings, annual surveys etc.) are regularly reviewed to demonstrate they are actually producing
changes in service practice.
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Key Factors

Better
Practice
Suggestions

Transition to New Services


Transitioning into or out of a new home requires careful planning and implementation of individualised strategies
over a period of time to ensure successful establishment in the destination residence.



Full engagement of the resident, their family and a skilled workforce that understands the resident’s changing needs
is required for successful transitions. Availability of ongoing support through the transition process is identified as an
essential resource for successful change in residential arrangements.



Residents have choices about the type of accommodation they will be moving to, who they will be living with and
which staff will be supporting them.

Suggestions that translate these key factors into action include:
Residents have a choice about where they will live. They meet with existing residents and staff and visit the new
home. They may have a short term stay in the new home so all residents can get to know each other.
Existing residents are included in the decision about who will come into their home. They sit on interview panels
and are provided with profiles of potential new residents.
Compatibility between the individual and the service is a key priority in determining new residents.
‘Compatibility’ incorporates staffing level and skills, the physical and community environment, gender,
smoking, alcohol consumption, ownership of pets, need for additional equipment, level of communication etc.
Transition plans are in place prior to new residents moving in. Staff get to know about the person and their
lifestyle prior to moving; they may visit the previous home to learn about any specific procedures. Professional
assessment of any equipment/personal/medical needs are completed and carers from the ‘old’ residence are
able to work in the new home for a period to streamline the transition process.
Where new houses are being established, residents know well in advance so they can visit the site, select
their own rooms and finishes and get to know each other. Residents move in one at a time to enable them to
settle and staff to get to know them.
New residents have the option to move back to their previous home; a transition period of some months
applies before the move becomes ‘permanent.’
Residents plan special activities within the first few months to enable new and existing residents to get to
know each other.
Family members are engaged in the move to overcome any fear of change they themselves may have.
Residents are supported to try different accommodation options when they are unhappy with where they are
living and who they are living with.
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Key Factors

Better
Practice
Suggestions

Complex Health and Behavioural Support


People with complex care needs have their physical, psycho-emotional, social, sexual and pastoral/spiritual
needs addressed as part of a care plan. Staff must understand the care plan and be trained by specialists in any
particular procedures required; they must also understand when to seek advice and assistance.



Residents with an end of life illness have the right to receive palliative care, including dying in their own home.
Information is provided to assist people to make end of life decisions and substitute decision makers are
appointed where people can no longer make these decisions.



Problem behaviours are considered in the context of the environment and staff work with the resident and
specialists to understand the reasons (e.g. a response to staff behaviour, changes in the environment, being
unwell) and address the causes.



Restrictive practices that restrain or seclude a person are an infringement of a person’s human rights and
against the law except where they are carried out in accordance with the Disability Services Act 2006.

Suggestions that translate these key factors into action include:
People with complex health care issues have a health care plan that is regularly updated by all the health
care professionals involved. Staff know how to recognise signs of ill-health and get appropriate medical care.
Staff performing specialist procedures have been trained by an appropriate person, including the person
with a disability.
Residents have a nutrition and swallowing assessment completed and are weighed regularly to make sure
their diet is appropriate.
Residents have the option of taking out private health insurance which is included in their financial plan.
People with an end of life illness are provided with information and support to access palliative care services
(nursing, counselling, equipment, therapy or social worker support, bereavement support, spiritual and pastoral
care), arrange a Refusal of Treatment Certificate or appoint an enduring power of attorney, and plan a funeral.
Family, friends, other residents and staff are provided with support to help them during the end stage and
grieving process.
Restrictive practices are an abuse of human rights and illegal unless they are carried out in accordance with
the Disability Act 2006. Seek the assistance of the Office of Senior Practitioner or other behavioural specialists
to get advice on creative ways to channel repetitious or problem behaviours.
Problem behaviours are viewed from the residents’ perspective. Staff don’t personalise challenging behaviour
but examine reasons such as ill-health, unwelcome/unanticipated changes and explore positive and creative
solutions to meeting resident needs.
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Key Factors

Built Environment


Better
Practice
Suggestions

Good building designs provides adequate space for residents to enter and exit the house and entertain in
private; and technology provides for individual control over the environment (e.g. opening doors, calling staff,
turning on televisions/computers/lights etc.).

Suggestions that translate these key factors into action include:
Entrances are level and halls and doorways are wide. Walls and ceilings are reinforced where assistive
devices may be attached. Bedrooms are large enough to provide space for equipment as well as personal
furniture; they may have separate entrances to so that residents/guests can come and go independently
and privately. An external balcony or exterior door also enables residents to take in fresh air and sunshine.
Separate living and personal spaces are available for residents to meet privately with friends, family and other
service providers as necessary. Residents with children have individual spaces where they can play games.
There are also separate spaces for staff to conduct meetings away from living/dining rooms used by residents.
Kitchens and bathrooms have adjustable bench heights; power outlets/switches are within reach and
drawers/cupboards are ‘roll out’; cook tops have side access controls; taps have swing arms and preset
temperature controls (thermostatic mixing valves).
There is task lighting over the sink, cooking and food preparation areas; entrances have enhanced
lighting levels for safe access. Lights in living rooms have movement sensors; lights in bedrooms can be
activated by sensors or a pressure mat on the floor when the person gets out of bed.
Features to assist people navigate around the house are provided including tactile markers and different
colours and textures in rooms, on doors and on furniture.
Residents personalise their private spaces and select wall colour and decorations, furniture and linen.
Telecommunications includes internet access, personal mobile phones and/or hands free telephony.
Televisions are linked to computers so residents can turn them on, off and change channels when they
choose. Residents who are non-verbal are able to use their computers to type requests to staff.
Private space doors are automatic with a swipe card/approach sensor (fixed to wheelchairs where used).
Electrics (e.g. light, blinds, TV, CD player, staff call button and air-conditioner) are wired into a single
control unit, specifically tailored to each resident’s hand movement capability. Electronic microprocessorbased control and management technology systems (e.g. C-BUS) are used to provide individualised and
customised controls for each resident. Call buttons are installed so residents can call staff when needed.
Residents with memory impairment have whiteboards in their rooms (if they choose) and personal diaries
that detail activities, appointments and weather forecasts. A whiteboard with the names and photographs
of staff on duty that day placed outside the office may also be useful so residents can see who is on.
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Key Factors

Better
Practice
Suggestions

Social Inclusion


Good relationships and a high level of involvement in the wider community leads to a better quality of life.



Community participation (achieving meaningful engagement in education, vocation, recreation, social
interaction and community activities) are part of household routines and a central element in the range of
daily tasks undertaken by support staff.



Residents and staff have a comprehensive understanding of the local community assets and environmental
factors that further resident opportunities for participation in community activities.

Suggestions that translate these key factors into action include:
Social activities, relationships, employment and independent living that is age, life stage and
culturally appropriate is part of every resident’s every-day life.
Residents participate in community awareness forums and workshops, and local action groups, to identify
and resolve issues that prevent or hinder participation.
Residents volunteer (e.g. at neighbourhood houses, sporting/social clubs and groups etc.) and use
volunteers to increase community participation options.
Residents speak at public, media and disability awareness events to increase new opportunities for
interaction (as well as change community perceptions).
Residents and staff develop a ‘What’s On’ newsletter and calendar of events identified from websites and
local newspapers.
Meet and greet the local shop staff to educate them about disability and personal communication issues.
Support local traders by shopping at their stores.
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Key Factors

Better Practice
Suggestions

Natural Supports


Natural supports are the relationships that occur in everyday life such as with family members, friends, coworkers, neighbours and acquaintances, and are reciprocal in nature. Natural supports are one way in
which an individual may further develop a sense of social belonging, dignity and self-esteem.



People who have been living in residential aged care may need strategies and considerable time to build
and maintain a network of natural supports.

Suggestions that translate these key factors into action include:
Residents and staff have knowledge and understanding of the availability of local resources and
community assets, and a good understanding of engagement strategies; training is provided in
relationship development.
Natural supports should be developed within the local neighbourhood by building relationships within
a group, social club and community. Residents have information about the organisations that exist
within the neighbourhood.
Recognise that natural supports take time to develop; and understand that interests and friendships ebb
and flow and change over time.
Residents can teach/tutor other residents in activities such as music, yoga or art (and pay them for
their involvement).

www.nucleusgroup.com.au

Page 29

Better Practice Approaches

Part C: Summary and Checklist

Making choice and control over daily activities and broader lifestyle decisions an everyday reality are key outcomes required in
community based residential services for younger people with disability. Key factors in resident choice and control include:
Self-directed Approaches
 Self-directed approaches puts into practice the right of people with a disability to make their own decisions; change their mind
about decisions they have made; and make decisions that others may disagree with.
 Residents have more than one viable option to choose between – this provides choice.
Supporting Decision Making
 Facilitating choice and decision making relies upon:
o Information being available in formats that are accessible and easily understood.
o Those assisting with individual planning having adequate skills and experience.
o Flexibility to respond to changing interests and needs.
o Adequate time for residents to decide things for themselves.
o Residents utilising independent advocates where required to assist with their own decision-making and/or provided with
training on choice and decision-making.
Communication
 The ability to communicate is fundamental to making choices and being in control of decision-making. A person’s preferred
communications is documented and recorded so that all people respond to him/her in a consistent manner.
 Staff are skilled in communication methods and aids preferred by each resident in order to ensure accurate and personalised
communication.
Service Culture
 Service cultures conducive to promoting choice and control incorporate a sensitivity to identify and address the finer points of
relationships and interactions that may be discordant with the values of choice and control. Staff are alert to and act upon any
opportunities that give rise to small changes in practice that give control to the person.
 Service culture should be based upon a broad-based understanding by residents and staff of the nature of and a commitment to
identifying and promoting choice and control. Maximising participation, choice and decision making are long-term strategies that
require constant evaluation and modification.
 Services need to achieve a balance between the right of individuals to make their own choices and their statutory and legal
obligations to provide a duty of care.
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Staff Training and Workforce Management
 Quality of life and meaningful participation in the community is dependent on the availability of a high quality, well trained and
well supported workforce. Residents and family members are part of the recruitment and selection process.
 Appropriate training and support is critical in attracting and retaining quality staff. Residents are involved in training staff that
meet their specific individual needs.
Governance
 Good governance seeks to ensure that individuals have the opportunity to exercise their rights and responsibilities as citizens, to
express their views, and to actively participate in and have influence over decisions and decision-making processes that impact
upon them.
 Residents must be actively engaged in the planning, delivery, monitoring and review of the services that they use. Participation is not
simply about being present or taking part but should be based upon having some influence over decisions and subsequent action.
 A wide range of initiatives should be utilised to establish a long-term sustainable commitment to resident involvement, including
multiple methods of assisting people with a disability to identify and express preferences. An investment of funds, time, skills
development, staff and resources to support participation will be required.
Transition to New Services


Transitioning into or out of a new home requires careful planning and implementation of individualised strategies over a period of
time to ensure successful establishment in the destination residence.



Full engagement of the resident, their family and a skilled workforce that understands the resident’s changing needs is required for
successful transitions. Availability of ongoing support through the transition process is identified as an essential resource for
successful change in residential arrangements.



Residents have choices about the type of accommodation, who they will be living and which staff will support them are identified
with successful transition to new living arrangements.

Complex Health and Behavioural Support
 People with complex care needs have their physical, psycho-emotional, social, sexual and pastoral/spiritual needs addressed as part
of a care plan. Staff must understand the care plan, be trained by specialists in any procedures required and understand when to
seek help.
 Residents with an end of life illness have the right to receive palliative care, including to die in their own home. Information is
provided to assist people to make end of life decisions and substitute decision makers are appointed where people can no longer
make these decisions.
 Problem behaviours are considered in the context of the environment and staff work with the resident and specialists to understand
the reasons (e.g. a response to staff behaviour, changes in the environment, being unwell) and address the causes.
 Restrictive practices that restrain or seclude a person are an infringement of a person’s human rights and against the law except
where they are carried out in accordance with the Disability Services Act 2006.
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Built Environment


Good building designs provides adequate space for residents to enter and exit the house and entertain in private; and technology
provides for individual control over the environment (e.g. opening doors, calling staff, turning on televisions/computers/lights etc.).

Social Inclusion


Good relationships and a high level of involvement in the wider community leads to a better quality of life.



Community participation (achieving meaningful engagement in education, vocation, recreation, social interaction and community
activities) are part of household routines and central element in the range of daily tasks undertaken by support staff.



Residents and staff have a comprehensive understanding of the local community assets and environmental factors that further
resident opportunities for participation in community activities.

Natural Supports


Natural supports are the relationships that occur in everyday life such as with family members, friends, co-workers, neighbours
and acquaintances, and are reciprocal in nature. Natural supports are one way in which an individual may further develop a sense
of social belonging, dignity and self-esteem.



People who have been living in residential aged care may need strategies and considerable time to build and maintain a network
of natural supports.
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Choice and Control Checklist
This checklist should be considered a sample only - in promoting resident
choice and control it is not ‘one size fits all.’ The sample checklist may be
altered as appropriate and produced in different formats to suit the audience.
Residents, family members and staff can work together to define the areas to
be included in the checklist.

Self-Directed Approaches



Residents make their own decisions including ones that others
may disagree with; and can change their mind after decisions
are made.



At least two positive, viable alternatives are available when
making choices and decisions.



Supporting Decision–Making



Information about choices is available in accessible formats
with sufficient time available to consider the options.



Planning is directed by the resident and includes people who
have long term trusted relationships as well as skilled
planners and case managers.



Residents and staff share goals and support and mentor each
other to achieve them.



A structured process is in place to determine a person’s
decision-making capacity for everyday decisions through to
bigger decisions.



Residents can choose to stay at home alone without staff
being present and know how to act if there is an emergency.



Options are explored for pooling individual funds to purchase
agreed items or contribute to a communal fund to provide
more choices for leisure and recreation.



Weekly menus are a house decision and have flexibility built in
to try new recipes and shop for seasonal produce at different
venues (produce markets/farmer’s market/local shops).



Residents who have difficulty making decisions have an
advocate or ‘person responsible’.



Communication



A communication assessment is completed for every person
with impaired communication.



Communication dictionaries including latest technology (e.g.
mobile phone applications, computer software) are used every
day for residents who require assisted communication.



Where people have impaired communication, those who know
them well and understand their historical likes and dislikes
‘triangulate’ to make decisions that would best reflect the
person’s intention.



Service Culture




Residents and family members are involved in the recruitment
and selection of new staff.
Staff interviews are held in the house so the residents can
meet them and the way they interact with the residents can be
observed.



Residents have their own key to the house.



Residents have their own file in their room and information
written in it is discussed with staff.

Staff Training and Workforce Management



Residents and staff jointly decide on the best roster
configuration with capacity to bank hours where desired.



Staff do not own shifts – employment is based on resident
needs and preferences.



Staff performance reviews include resident 360° feedback.
Resident feedback sessions are externally facilitated to
provide resident anonymity.



Resident dignity of risk is more important than staff fear of
something going wrong. Risk to residents is managed through
planning and Negotiated Risk Contracts (including ‘agreeing to
disagree’).



Governance



Residents and/or families and carers are represented on
boards of management.



Resident committees are included in organisational structures.



Residents, board members and senior managers meet
regularly to discuss how organisational decisions impact on
residents’ lives.



Self-advocacy is promoted and advocacy organisations provide
education and information on how residents can voice their
own opinions, assist with complaints resolution and influence
organisation decision-making.



Transition to New Services



Residents have a choice of accommodation options and get to
meet other residents before they move in.



Existing residents in the house have a say as to who will live
with them.



Planning for moving into and out of houses occurs over an
extended period of time and includes the residents’ family,
friends and specialist staff. House staff are familiar with the
lives the residents led before they moved into the
accommodation.



Residents moving into new houses are informed early so they
can select their own rooms and finishes; and get to know each
other before the move.



Residents are supported to try different accommodation options
when they are unhappy with where they are living and who
they are living with.



Complex Health and Behavioural Support
Individual holistic models of care are in place for residents
with complex health needs that incorporate their physical,
psycho-emotional, social, sexual and pastoral/spiritual needs.




Private health care cover is considered to provide access to
personalised health care.



People with life threatening illnesses choose where they will
die (including at home) and who will support them.



Problem behaviours are viewed from the resident’s
perspective. Staff don’t personalise difficult behaviours; they
examine causes and look at alternative options to managing
the behaviour that does not restrict the rights of the person.



Built Environment



Residents choose their own room colour and furnishings.



Bedrooms/units have external entrances so residents and visitors
can come and go independently.



Space (other than bedrooms) is available in the house where
residents can meet privately with family, children and friends.



Electrics (lights, TV, computer, staff call button, air-conditioner and
door openers) are wired to a single control specifically tailored to
each resident’s movement control.



Whiteboards and diaries are used to provide information about the
weather and daily activities to assist people with impaired cognition
make informed decisions about what to wear, prepare meals etc.



Social Inclusion and Natural Supports



Local area employment, recreation, leisure, health services and
support networks are available by the time residents move into
their accommodation.



Establishing new networks and friendships takes time. Different
activities and options are tried to provide maximum opportunities
to develop relationships.



People shop and move around in the local area in order to
meet neighbours and become familiar with local shopkeepers.



Residents have information about the organisations that exist
within the neighbourhood.



Relationships between residents and family members, friends,
co-workers, neighbours and acquaintances are encouraged
and nurtured.
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