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	DAY ONE

Session One

Types of Disabilities
Session Two

Communication
	

	Facilitators Notes
	PowerPoint and Flipchart information

	8:30 Registration and Welcome
	

	9:00 AGENDA 

Go through today’s Agenda, and Agenda for the next 4 days.

DAY ONE - AGENDA

8:30 am 
Registration and Ice Breaker

9:00 am 
What is a Disability?

9:30 am 
Types of Disabilities



Communication

10:00 am 
Morning Tea

10:15 am 
Types of Disabilities



Communication

12:00 pm
Lunch

1:00 pm 
Types of Disabilities



Communication

3:00 pm
Afternoon Tea

3:10 pm
Communication Overview

4:30 pm 
Finish


	[image: image27.wmf]


	9:30 What is a disability?

Involve the group in answering this question.
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Profound
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Serve

Moderate

Mild
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	Disability is a multidimensional concept, relating to the body functions of people, the life activities in which people participate and the factors in their environment that limit their capacity to participate. 
Disability is an umbrella term for any or all of the components: impairment, activity limitation and participation restriction, as influenced by environmental factors.

· Impairments are problems in body function or structure such as significant deviation or loss

· Activity limitations are difficulties an individual may have in executing activities (core activities are defined  as self-care, mobility and communication)

· Participation restrictions are problems an individual may experience in involvement in life situations (school, employment)

· Environmental factors make up the physical, social and attitudinal environment in which people live and conduct their lives.

A person’s core activity restriction may be:

· Profound – unable to perform a core activity or always needing assistance

· Serve – sometimes needing assistance to perform a core activity

· Moderate – not needing assistance, but having difficulty performing a core activity

· Mild – having no difficulty performing a core activity but using aids or equipment because of disability.



	Activity 1
Go through the list of famous people and the disabilities they have. 

Ronald Reagan – Former President US dementia
Bill Clinton – Former President US – Speech difficulties

Stevie Wonders – Singer

Walt Disney – Learning Disability
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Exercise One

Types of Disabilities
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Answers to Exercise One:

Hearing Disability

Intellectual Disability

Medical Condition

Neurological Disability

Psychiatric Disability
Visual Impairment
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	There are many different types of disability. A disability can be caused by a genetic condition, an illness or an accident. 

Hearing Disability

Intellectual Disability

Medical Condition

Neurological Disability

Psychiatric Disability
Visual Impairment

Q. What are some of the causes of hearing loss?

	Hearing Disability

Hearing Loss can sometimes (but not always) be accompanied by a disorder of the ear:

Causes of hearing loss
Some of the many causes of deafness include: 

· Hereditary disorders - some types of deafness are hereditary, which means parents pass on flawed genes to their children. In most cases, hereditary deafness is caused by malformations of the inner ear. 

· Genetic disorders - genetic mutations may happen: for example, at the moment of conception when the father’s sperm joins with the mother’s egg. Some of the many genetic disorders that can cause deafness include osteogenesis imperfecta (brittle bone disorder), Trisomy 13 S (disorder of human chromosomes), and multiple lentigines syndrome (increase number of freckle like spots). 

· Prenatal exposure to disease - a baby will be born deaf or with hearing problems if they are exposed to certain diseases in utero, including rubella (German measles), influenza and mumps. Other factors that are thought to cause congenital deafness include exposure to methyl mercury and drugs such as quinine. 

· Noise - loud noises (such as gun shots, firecrackers, explosions and rock concerts) can damage the delicate mechanisms inside the ear. If you are standing next to someone, yet have to shout to be heard, you can be sure that the noise is loud enough to be damaging your ears. 

· Trauma - such as perforation of the eardrum, fractured skull or changes in air pressure (barotrauma-air travel, scuba diving). 

· Disease - certain diseases can cause deafness including meningitis, mumps, cytomegalovirus (virus of the immune) and chicken pox. A severe case of jaundice is also known to cause deafness. 
· Other causes - other causes of deafness include exposure to certain chemicals.

Meniere’s Disease

Affects the inner ear, the seat of hearing and balance. During an attack, the person feels dizzy and sick, their hearing is dominated by a hissing or roaring sound and one or both ears feel full to bursting point. The disease seems to be caused by a problem with the fluid inside the hearing and balance mechanism of the ear.

A range of symptoms
The symptoms of Meniere’s disease include: 

· Loss of balance (vertigo) - the surroundings might seem to spin. Some people feel a degree of motion sickness and others might even vomit or experience diarrhoea. 

· Noises in the ear (tinnitus) - described as hissing, roaring or ringing, or a combination of sounds. The tinnitus is either unrelenting or fades in and out. The volume of the tinnitus is variable too and often increases prior to a Meniere’s attack. 

· Hearing loss - usually in the low frequencies and includes a fuzzy, unclear quality to sounds. 

· Ear fullness - a sensation that the ear is under pressure and close to bursting. 

· Sensitivity to noise - some noises can hurt the ears, while other noises might be quiet but of a particular pitch that causes pain. 

Often one or two symptoms will be more noticeable than others, but a diagnosis of Meniere’s disease includes vertigo, hearing loss, tinnitus and a feeling of pressure.

Conductive deafness
Conductive deafness is caused by the failure of the three tiny bones inside the middle ear to pass along sound waves to the inner ear. Another common cause of conductive deafness is the failure of the eardrum to vibrate in response to sound waves. A build-up of fluid in the ear canal, for example, could dampen the movement of the eardrum. In many cases, treatment is available for conductive deafness and normal hearing will return.

Nerve deafness
Nerve deafness is caused by disease, trauma or some other disruptive event targeting the cochlear nerve. The rest of the ear - including the tiny bones and eardrum - may be working, but the electrical impulses aren’t able to reach the brain. In other cases, the problem is in the brain itself, which can’t ‘translate’ the messages from the cochlear nerve. Most cases of nerve deafness don’t respond to treatment.

Causes of temporary deafness
Some of the causes of temporary deafness include: 

· Wax - the ear canal secretes cerumen, a waxy substance that helps to protect and lubricate the tissues. A build-up of wax can block the ear canal, leading to short term conductive deafness. 

· Foreign object - similarly to ear wax, a foreign object stuck inside the ear canal (such as the tip of a cotton bud) can temporarily cause hearing loss. 

· Excess mucus - the common cold, a bout of flu, hay fever or other allergies can cause an excess of mucus that may block the Eustachian tubes of the ear. 

· Ear infections - including otitis externa (infection of the outer ear) and otitis media (infection of the middle ear). Fluid and pus don’t allow the full conduction of sound. 

· Drugs - certain drugs, including aminoglycosides and chloroquine, can cause temporary deafness in susceptible people.

Age-related hearing loss
Our hearing gradually becomes less acute as we age. This is normal, and rarely leads to deafness. Age-related hearing loss (presbycusis) typically begins with the loss of higher frequencies, so that certain speech sounds - such as ‘s’, ‘f’ and ‘t’ - end up sounding very similar. This means the older person can hear, but not always understand. For example, the words ‘see’ and ‘tea’ might sound the same.

Tinnitus is often associated with deafness
Tinnitus means a sensation of ringing in the ears. Some of the causes of tinnitus include middle ear infections and damage to the ear from loud noises. Tinnitus may occur on its own, or in conjunction with hearing loss.



	
	

	Q. Why do we need to understand the causes and symptoms of hearing disability?

A. This then helps us to assist the person’s personal needs and know how to communicate with the client.
Communication
Before covering the section on how to communicate with a person with a disability. We will go through some basic Communication Techniques. 
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Q. What is communication?

A. Communication is not only conveying (sending a message) messages to others but also understanding messages conveyed to us by others. It is both receptive and expressive.

Communicating with some with has a disability
Use of pictures.
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Activity 2
Participants to take a card out of the box and communicate the information on the card, without talking.

Now we have discussed communication lets now go back to hearing impairment.
Q. How do we communicate with someone who has a hearing impairment?

A. In order to communicate, many people with an hearing impairment lip-read or use sign-language.

Activity 3
L I P R E A D I N G

Aim: 

To illustrate some reasons why lipreading is difficult and consider how we can make it easier for people to lipread us.

Participants will take part in an exercise in pairs, followed by a general discussion. Ear plugs may be used.

Instructions: 

Ask participants to form pairs. One of each pair is A, and the other B. Give them the relevant instructions and briefly explain the exercise. They should not see each other's instructions.

Participants should take turns to try lipreading, while their partner reads out a list of words or sentences using silent speech (no voice).

They each have three lists to lipread:

· individual words  

· short sentences, without any clue to the topic  

· short sentences, with a clue to the topic 

 In their pairs, they should:

· lipspeak each word or phrase once only 

· go through the whole exercise before they tell each other the answers 
· show each other the answers after completing the whole exercise and spend a few minutes discussing what it shows about lipreading before returning to the main group to share their ideas 

 Discussion: 

Allow 15 minutes for the exercise in pairs, then recall participants to the main group. Encourage discussion about lipreading and how we can make it easier for hearing impaired people to lipread.

Ask questions like:
How successful were you at lipreading? 
What helped make lipreading easier? 
What does this show about lipreading?


	Causes of Hearing Loss – many causes include:

Hereditary disorders

Genetic disorders

Prenatal exposure to disease

Noise

Trauma

Disease

What constitutes a normal communication message?
Verbal component (7 per cent)

· Spoken words

Vocal component (38 per cent)

· Vocal intonation

· Rate

· Intensity and volume

Visual Component (55%)

· Gestures

· Facial expressions

· Body movement

· Objects in the environment

· Pictures

· Symbols

· Writing

Some guidelines to follow when talking with a person with a disability include the following:

· Establish and maintain eye contact at the same level as much as possible. 

· Face and speak directly to the person rather than through the companion, attendant or sign-language interpreter who may also be present. 

· Never speak about the person as if he or she is invisible, cannot understand what is being said or cannot speak for himself or herself. 

· Do not put people with a disability on a pedestal or talk to them in patronising terms as if their performing normal, everyday activities was exceptional — for example, 'Oh, you cook your own meals. How amazing!' 

· Always respect the person's dignity, individuality and desire for independence. If help is required in a given situation, do not assist without asking first. 

· Refer to adults with a disability in the same way you would refer to any other adult. 

In order to know what you can do to assist 

the person, you need to know what their current communication abilities are.

· Assessing how the person currently communicates:

· A request affection or interaction

· Show protest (what does the person do if common routines is dropped or favourite food or possession in taken away??)

· Make a declaration or comment. (how would you know the difference between the person commenting on an item and requesting an item?)

Communication – Hearing Impairment
In order to communicate, many deaf people lip-read or use sign-language. Deaf infants and older children need special language training that should begin as soon as deafness is identified. This involves the teaching of sign language and lip reading, as well as speech therapy.

· be aware that the person who is hearing impaired will be disadvantaged by not knowing what is going on. Therefore, explain what is happening

· use ordinary language when directing or describing and be specific 

· Use gestures and if need be write your message down 
· identify yourself and ask "May I help you?" Don't assume help is needed. 

· wherever possible, address people who are hearing impaired by name so they know you are speaking to them 

· do not walk away from a person who is hearing impaired while speaking to them 

· when asked a question, respond by answering that question with a simple "Yes" or "No" or by keeping your reply brief and to the point. Wait for a response from the hearing impaired person. Let them "lead" the conversation. Don't overburden them with a lot of unnecessary detail that they have not asked for. 
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Points about lipreading:

· lipreading is not easy 

· a lot of guesswork is involved 

· most people have some ability to lip-read 

· some people are better at it than others 

· some people are easier to lipread than others 

· it is impossible to lipread unless the speaker's mouth and face are clearly visible 

some words look alike on the lips, so single words are very difficult to lipread colloquial expressions may be difficult to lipread rhythm and knowledge of the topic helps 

Ways to make lipreading easier:

· the person lipreading must be looking at the speaker 

· the speaker's mouth, jaw and eyes must be clearly visible, that is: 

- adequate light on face of speaker

- the speaker should be within adequate range and facing towards lipreader

- not obstructed by hands, books, cigarettes, food or other impediments

- eyes not hidden behind dark glasses

· use sentences rather than single words  

· give clues to the subject of conversation 

· speak a little slower than usual, keeping the normal rhythm of speech 

·  if you are not understood, try rephrasing the sentence 

· speak clearly (but don't over emphasise mouth movements) 


	
	

	Intellectual Disability

Q. Why do we need to understand intellectual disability?

A. To provide appropriate care to suit their individual needs.

. 

Q. What are some of the causes?

A. Causes of intellectual disabilities are many. They include: 

· abnormal number of chromosomes 

· gene defects

· maternal infections

· Rh incompatibility 

· head trauma

· anoxia 

· birth injury

· early infant infection and

· deprived normal development and growth experiences.

Q. How do we communicate with someone who has an Intellectual Disability?

Activity 4 – Provide Visual Pictures to create a story, direction or schedule appointment
Provide participants Softpics.

Source www.e-bility.com
Communication Board – illustrating  activities for different times – Visual Schedule
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	Intellectual Disability
People with learning or intellectual disabilities and Cognitive Disabilities have a reduced capacity to learn tasks or process information . 

'Cognition' refers to understanding, the ability to comprehend what you see and hear, and the ability to interpret information from social cues and body language. People with cognitive impairments may have trouble learning new things, making generalisations from one situation to another, and expressing themselves through spoken or written language. The disability comes in varying degrees and may be found in people who have been classified in school as learning disabled, mentally retarded, autistic, multiply handicapped, or in people who have suffered head injury or who have Down's Syndrome. 

An intellectual disability is an impaired ability to learn. It sometimes causes difficulty in coping with the demands of daily life. It is a condition which is usually present from birth, and it is not the same as mental or psychiatric illness. 

Intellectual disability was at one time called mental retardation or mental handicap. These days we always refer to people for who they are, rather then by what they are. The preferred terms are people with intellectual disabilities, people who have intellectual disabilities or person with an intellectual disability. 

People with an intellectual disability find it harder to learn and understand than other people; most have difficulty learning new things and understanding how information fits into a big picture.

People with learning or intellectual disabilities and Cognitive Disabilities have a reduced capacity to learn tasks or process information.

In practical terms, having an intellectual disability may mean:

· The need for support (either short term or life-long) with some daily living tasks, such as financial management, meal planning, accessing public transport or self care. 

· Some difficulties with learning new information and understanding complex instructions. 

Examples of intellectual disability

include:

· Down syndrome 

· autism  

· developmental disability 

A person with an intellectual disability may:

· have difficulty with both expressive and receptive language (that is both
speaking and understanding what is being communicated)

· have a physical disability 

· have difficulty in learning and concentrating 

· display behaviour that would appear to be inappropriate 

· may be unable to read or write 

· may be unable to live independently 

· may have difficulty in participating in group settings 

Causes 
Intellectual or learning disabilities may be caused by difficulties experienced during pregnancy such as rubella (commonly called German measles), encephalitis, lead poisoning, physical damage, disorders of metabolism, or brain tumours. Down's syndrome is a genetic disorder. There is no medical 'cure' for people with an intellectual disability, and it is not contagious. Therefore, there is no reason for an employer to inquire as to the cause of a person's intellectual disability
Intellectual disability can result from one, or a mixture, of the following four types of causes: 

· Biomedical factors come from biological sources such as poor diet, injury, or genetic disorder. 

· Social factors have to do with the person's social environment, such as their family, or the people with whom the person interacts and relates, and the extent to which this social environment provides opportunities for growth and development. 

· Behavioural factors are related to behaviour that endangers a person, such as physical abuse or substance abuse. 

· Educational factors can also influence those intellectual and adaptive skills whose development is shaped by the provision of needed supports. 

Attention Deficit Disorder (ADD) may make it difficult for a person to sit calmly and give a task their full attention. 

Learning disabilities and Attention Deficit Disorder together affect between 3% and 10% of the workforce. As workers, people with these disabilities are often intelligent, creative and productive, yet both are considered psychological or mental impairments. 
Communication

Speak directly to the person with the disability.

Make instructions clear and brief, but don’t be condescending – all people deserve your respect. Don’t get frustrated if you have to repeat yourself.

BE PATIENT

Don’t be afraid to ask the person to repeat something if you don’t understand.

Pay attention, particularly if the person has a speech impairment. Don’t complete sentences for him/her.

When speaking to people with an intellectual disability: 

· speak clearly, do not mumble or turn your head away; 

· do not speak in a patronising manner; 

· use clear language - avoid acronyms and long, complex, unusual words; 

· if necessary, clarify with the person that they have understood you; and 

· be prepared to rephrase information, using different words if the person does not understand you. 

In communicating with people with an acquired brain injury you could consider: 

· writing down appointments, bus numbers and other information that the person may need to remember; 

· offering to escort the person to a location rather than giving complex directions; 

· offering to provide reminder calls and notices through the post


	
	

	Medical Condition
	

	Q. What are some medical conditions?

A. 

Epilepsy

HIV/AIDS

Heart Disease

Addictions

Cancer

Mental Health

Stroke

Asthma

Diabetes

Back Pain

Arthritis

Q. Can people have more than one medical condition.

A. Yes and this is why we need to understand all the medical conditions that a person is experiences. Then we can provide them with the best care.

Resource for Medical Conditions

www.bbc.co.uk/health/conditions
	Disease – Causing Organism

There are many diseases that fit within the disability spectrum. HIV is one that has had extensive media coverage and is now well known to most people.

Medical conditions include a wide range of diseases, such as HIV/AIDS and Hepatitis C, as well as deteriorative conditions, such as those of the heart, or conditions affecting brain functioning such as epilepsy. 

Epilepsy 

Epilepsy is the occurrence of seizures. Seizures are brief disturbances of the brain's electrical activity that affect the controlling function of the brain. There are many different types of seizure, and people with epilepsy can experience more than one type. Medication and the management of lifestyle factors can improve seizure control.

Stroke, the most common type of stroke, the artery is blocked by a blood clot, which interrupts the brain's blood supply
Cancer

There are more than 200 types of cancer, but all start in the same way. The control signals in a normal cell in the body go wrong resulting in an abnormal cell.

Diabetes

Diabetes arises because the body can't use glucose properly, either because of a lack of the hormone insulin or because the insulin available doesn't work effectively. Not only is excess sugar found in the blood but it may appear in the urine too.

Types of diabetes

There are two main types of diabetes:

· In type 1, the body's unable to produce any insulin. This usually starts in childhood or young adulthood. It's treated with diet control and insulin injections. Type 1 diabetes used to be called 'insulin-dependent diabetes'. 

· In type 2 diabetes, not enough insulin is produced or the insulin that is made doesn't work properly. This tends to affect people as they get older, and usually appears after the age of 40. It used to be known as 'maturity-onset diabetes' or 'non-insulin dependent diabetes (NIDDM)'.

Communication

Communication can differs for each Medical Condition. Please refer back to the notes on communicating with someone who has a disability.


	
	

	Q. What is Neurological Disability?


	Neurological Disability

Neurological disabilities are associated with damage to the nervous system that results in the loss of some bodily or mental functions. 

The brain and the spine are two critical areas associated with neurology. Acquired Brain Injury, or ABI, is one of the most prevalent of neurological disabilities. Brain injury is often the result of a trauma to the head and/or brain. Road accidents are a major cause of ABI. Heart attacks, infections, and lack of oxygen to the brain may also result in a neurological disability.

Neurological disabilities may affect a person's capacity to move and manipulate things. These disabilities may change the way a person acts, or how they tolerate and express feelings. The way they think and process information may also be significantly changed.

Nearly 40% of people with a head injury experience some degree of memory loss. 

Definitions by Disability

Cerebral Palsy

Epilepsy

Multiple Sclerosis

Muscular Dystrophy

Parkinson

Tourette Syndrome

Traumatic Head Injury

Huntington’s disease

Parkinson’s disease is a progressive, degenerative neurological condition that affects the control of body movements. It is not contagious and not fatal. It is thought to be genetic in a very small percentage of cases. Symptoms result from the progressive degeneration of nerve cells in the middle area of the brain. This causes a deficiency in the availability of dopamine, a chemical messenger necessary for smooth, controlled movements. The symptoms of Parkinson’s appear when about 70 per cent of the dopamine producing cells cease to function normally.

A common disease
It is estimated that approximately 1-2 people per 1,000 have Parkinson’s, with the incidence increasing to one in 100 over the age of 60. In Australia there are approximately 40,000 people with Parkinson’s, with one in seven people with Parkinson’s being diagnosed before the age of 50 years. More than 500 new cases are diagnosed in Victoria every year.


Physical symptoms vary 
The type, number, severity and progression of symptoms varies greatly between individuals. No two people are affected in the same way. Some of the main symptoms are: 

· Tremor (shaking) 

· Rigidity (muscle stiffness) 

· Bradykinesia (slowness of movement) 

· Freezing 

· Stooped posture 

· Shuffling gait 

· Micrographia (small handwriting) 

· Lethargy.

Causes are unknown
At present there is no known cause. Research worldwide is investigating possible causes including: 

· Pesticides, toxins, chemicals 

· Genetic factors 

· Head trauma.

How is Parkinson’s commonly managed?
Parkinson's is managed by: 

· Medication 

· Neurosurgery 

· Multidisciplinary therapy (physiotherapists, dietitians, counsellors).

Huntington’s disease (HD) is an inherited disease of the brain that affects the nervous system. The most common symptom is jerky movements of the arms and legs, known as ‘chorea’. Chorea usually starts as mild twitching and gradually increases over the years. A person with HD may also have difficulties with speech, swallowing and concentration. There is no cure.

HD symptoms
There are three groups of symptoms for HD:


Physical symptoms 

· Mild twitching of the fingers and toes 

· Lack of coordination and a tendency to knock things over 

· Walking difficulties 

· Dance-like or jerky movements of the arms or legs (chorea) 

· Speech and swallowing difficulties.

Cognitive symptoms 

· Short term memory loss 

· Difficulties in concentrating and making plans.

Emotional symptoms 

· Around one third of people with HD experience depression 

· Mood swings, apathy, aggression.


A slow, progressive disease
HD is caused by a defective gene. This gene is passed on from parent to child, but the condition isn’t obvious at birth. The symptoms usually, but not always, first appear when the person is approaching middle age. HD is a slow, progressive condition that affects people differently. A person with HD may live for 15 to 25 years after developing the first symptoms.

Gene testing is available
A child born to a person who carries the HD gene has a 50 per cent chance of inheriting the gene and developing the disease. People at risk can take a test to see whether they have inherited this gene. A person must be at least 18 years old and want to know their gene status before they can have the test. There is no cure for HD.
Multiple sclerosis (MS) is the most common chronic disease of the central nervous system among young Australians. Victoria has more people with MS than any other state in Australia. MS is not contagious, but it is progressive and unpredictable. The health affects of this disease are varied, and no two people will share the same symptoms. The cause of MS is unknown and, as yet, there is no cure. However, treatments are available to ease the symptoms and modify the course of the disease.

A common disease
An estimated 2,500,000 people around the world have multiple sclerosis. These people are generally: 

· Young adults - symptoms first appear between the ages of 20 and 50 years. 

· Female - 70 per cent of people with MS are female. 

· Caucasian - 98 per cent of people with MS are Caucasian. 

· Living in temperate zones - MS is generally more common between latitudes 40° and 60° north and south of the equator. 

· Have a relative with MS - between 10 and 20 per cent of people with MS have a relative with the disease, suggesting a genetic link.

MS occurs when the protective sheath (myelin) around the nerve fibres in the brain and spinal cord becomes damaged, causing random patches called plaques or lesions. These patches distort and interrupt the messages that are sent along these nerves. ‘Sclerosis’ means scar, and the disease is labelled ‘multiple’ because the damage usually occurs at a number of points.

The symptoms of MS are varied and unpredictable
MS can damage the central nervous system in many different locations, which means no two people will share the same symptoms. Some of the more common symptoms include: 

· Blurred or double vision 

· Numbness or pins and needles 

· Weakness in the arms or legs 

· Loss of balance 

· Tendency to drag one foot 

· Loss of coordination 

· Extreme fatigue 

· Continence problems 

· Hand tremors 

· Loss of mobility 

· Problems with or changes in memory functioning 

· Speech difficulties and slurring.

MS can take different forms
MS can progress in different ways. Some people with MS may become seriously disabled. Others may have one or two attacks and then remain symptom free for the rest of their lives. The frequency and severity of attacks cannot be predicted.

The two major patterns of MS include: 

· Chronic progressive form - affects around one third of people with MS. These individuals experience a gradual onset of disability, which does not recover or reverse. 

· Relapsing or remitting form - affects the remaining two thirds of people newly diagnosed with MS. Over time, the MS episode usually abates, either completely or partially. Intervals between attacks can vary widely, ranging from weeks, months or even years. Eventually, distinct attacks can become fewer and disabilities may become more pronounced, making this form similar to the pattern of those who have the chronic progressive form.

The cause is still unknown
The immune system defends the body from attack by micro-organisms such as bacteria and viruses. In the case of MS, the immune system attacks its own myelin, causing disruptions to the nerve transmissions. The trigger to the disease has not yet been discovered, but it is thought that genetic and environmental factors are involved. Research so far has found that in nearly two thirds of cases, a relapse has been preceded by a viral illness.

Diagnosis and treatment
Most of the symptoms of MS can also be caused by other conditions and do not automatically mean a diagnosis of MS. As yet, there is no single test to diagnose MS; a number of specialised tests may be necessary, such as magnetic resonancing imaging (MRI). 

There are no drugs to cure MS, but there are treatments that can modify the course of the disease and ease some of the symptoms. Health care therapists can help to improve the overall wellbeing of a person with MS.
Rett syndrome severely affects speech and movement. People with the syndrome are nearly always girls. Mutations in the gene MECP2, which is located on the X chromosome at Xq28, are a cause of Rett syndrome.

A variety of physical effects
People are diagnosed with Rett syndrome if they display a certain set of symptoms in their first three or four years. These include: 

· Period of normal early development. 

· Slowed head growth. 

· Severe impairment of expressive language. 

· Loss of purposeful hand use, followed by repetitive hand movements such as clapping, tapping and wringing. 
· Shakiness of the upper body - this may extend to the legs and arms. 

· Unsteady walk (if they can walk). They walk with stiff legs and feet wide apart.

Other effects of Rett syndrome
Other effects of Rett syndrome that may be present but are not necessary for diagnosis include: 

· Breath holding, hyperventilation and air swallowing 

· Spinal curvature, rigid (inflexible) muscles and contracted joints 

· Seizures (fits) 

· Bluish-red feet and legs because of poor circulation 

· Teeth grinding and difficulty swallowing.

Communication

· Be calm

· Read the body language to assess the situation. Non verbal communication can be very helpful in times of confusion. Allow the person their space and initially avoid both direct eye contact and touching.

· Show understanding and compassion. Empathise with their feelings without necessarily agreeing with what is being said.

· Ask how you can help.

· Don’t take things personally. The person may not have insight to their behaviour and its impact to other people.

· Use short, clear and direct sentences to minimise confusion and keep your voice tone low and unhurried.



	Physical Disability

What causes a Physical Disability?


	Physical disabilities occur widely. It is important to realise that physical disability goes beyond having to use a wheelchair or wear a back brace. There are many conditions, such as multiple sclerosis and chronic fatigue syndrome, which are outwardly invisible but result in physical disability. Generally, however, physical disabilities fall under the following headings: 

Limited control of some or all voluntary muscles
· arms - ranging from no control to normal coordination 

· legs - ranges from total inability to difficulty in standing 

· or walking 

· trunk - difficulty in sitting straight 

· face and throat - difficulty in eating and speaking 

· bladder and bowel - may have to adapt toileting procedures 

Underdeveloped skeletal structure
Conditions such as dwarfism and the effects of thalidomide

Dysfunctional joints
For example, arthritis

It is very difficult to generalise physical disabilities. Each person will have different causes, symptoms and management strategies. Some people with a physical disability may also have intellectual, vision or hearing disabilities.
What causes a Physical Disability?

Accidents which could result in:  

· spinal injury 

· amputation 

· acquired brain injury affecting motor skills and limb control 

Medical conditions such as: 

· cerebral palsy 

· spina bifida 

· muscular dystrophy/atrophy 

· multiple sclerosis 

· nervous system diseases 

· circulatory diseases 

· respiratory diseases 

· arthritis  

· other musculo-skeletal disorders 

· head injury/stroke 

· post-polio syndrome 

· inherited conditions passed on genetically (for example limb deficiency) 

· exposure to drugs or chemicals during pregnancy

T I P S  F O R   G E T T I N G   A LO N G  

W I T H  A P E R S O N  W H O  U S E S   A  W H E E L C H A I R
· do not assume assistance is needed - ask 

· accept the person's right to refuse help 

· be aware of what is accessible and inaccessible to people in wheelchairs 

· find out how to push a wheelchair, how to get up and down steps, how to tip it backwards, how to use the brake and how not to lift by the arm rests or the wheels 
·  try sitting or crouching down to the approximate height of people in wheelchairs or scooters when you talk to them 

· do not talk about the person as if they were not present 

· do not ask personal questions about the disability or its origin until you know the person well enough 

· do not rush the person 

· do not be sensitive about using words like "walking" or "running". People in wheelchairs use the same words. 

· do not lean on a person's wheelchair unless you have their permission - it is their personal space 

· do not try to move the person or their wheelchair without their permission to do so. Give a push only when asked

Communication

· Be calm

· Read the body language to assess the situation. Non verbal communication can be very helpful in times of confusion. Allow the person their space and initially avoid both direct eye contact and touching.

· Show understanding and compassion. Empathise with their feelings without necessarily agreeing with what is being said.

· Ask how you can help.

· Don’t take things personally. The person may not have insight to their behaviour and its impact to other people.
· Use short, clear and direct sentences to minimise confusion and keep your voice tone low and unhurried.



	
	

	Q. What is Psychiatric Disability?

A. People with a psychiatric disability may suffer from a variety of mental illnesses including depression, anxiety, schizophrenia or bipolar disorder.

Psychiatric disability should not be confused with intellectual disability.

Activity 6
S T R E S S  T R I G G E R S

Aim:

To develop an understanding of the types of situations and events that can cause stress for a person with a mental illness. 

Instructions:

In small groups, identify some potential stressful situations and events which people using your service may be experiencing or encounter. Use the following headings as a guide: 

· Stress times, days, months  

· Crowded spaces  

· Noise, bright lights 

· Security and safety  

· Limited personal freedom  

· Boredom  

· Loss of significant support  

· Changes beyond the person's control  

Have a member of each group take notes from the discussion to report back to the main group. 

Discussion: Small groups report back to the main group. Facilitator to explore with the main group practical solutions that they could use which will assist with alleviating some of the stress that the person may be experiencing. 

Ask questions like: 

· What can you do that could make the person feel more comfortable and less stressed?  

· What sort of things might you say to a person (you can refer to the "Practical communication strategies" on page 9) 

· What could you do in the longer term to change some design features of your service that you can identify as a cause of distress for people? 

 Allow 25 minutes for this activity.


	Psychiatric Disability

One in five people will experience mental illness during their lifetime. This may not affect you, but it will certainly affect someone you know. The challenge is to accept mental illness in the same way we accept other illnesses

People with a psychiatric disability may suffer from a variety of mental illnesses including depression, anxiety, schizophrenia or bipolar disorder. Most people will seem no different from anyone else. Their condition will have been stabilised with the aid of medication and counselling and they will be reliable and productive workers. Psychiatric disability should not be confused with intellectual disability.

Most mental illnesses can be controlled to a great extent by a combination of drug and rehabilitation therapy.

Mental illness refers to a group of illnesses that affect a person's emotional wellbeing and/or their understanding of reality. Psychiatric illness or mental illness refers to conditions resulting in disorders of thought, emotion, perception and judgment. Psychiatric disability refers to the consequences of psychiatric illness, such as limitations to personal activities in everyday life. It is any restriction or lack of ability to perform an activity in the manner or within the range considered normal.

The causes of mental illness are not clearly understood but are often linked with genetic and environmental factors.

Cause:

The causes of mental illness are not clearly understood but are often linked with genetic and environmental factors.

Communication

Be calm

Read the body language to assess the situation. Non verbal communication can be very helpful in times of confusion. Allow the person their space and initially avoid both direct eye contact and touching.

Show understanding and compassion. Empathise with their feelings without necessarily agreeing with what is being said.

Ask how you can help.

Don’t take things personally. The person may not have insight to their behaviour and its impact to other people.

Use short, clear and direct sentences to minimise confusion and keep your voice tone low and unhurried.

Communication

In the case of face-to-face communication, a person may feel more at ease and be able to communicate more effectively if you make a few simple adjustments such as:

· providing a calm environment; 

· presenting information clearly; 

· being aware of short concentration spans; 

· being prepared to repeat and/or rephrase information; 

· being aware that some people may have a degree of memory loss; and 

· being aware that personal questions may be viewed as threatening. 


	
	

	Q. Is Visual Impairment 100% blindness?


	Visual Impairment

Some people are born either with no vision or significantly reduced vision. Others may lose their sight due to an accident or the natural aging process. Some people are born either with no vision or significantly reduced vision. Others may lose their sight due to an accident or the natural aging process.

Some examples of vision impairment are: 

Macular Degeneration 

causes loss of central vision, which is used for seeing detail. 

Glaucoma 

can cause tunnel vision (loss of peripheral vision), reduced night vision and blurring of central vision in advanced cases. 

Cataracts 

result in blurred vision and sensitivity to glare. 

Diabetic Retinopathy 

produces reduced or fuzzy vision. Sensitivity to glare is increased and night vision is decreased. 

Total blindness 

is generally grey, rather than black. 

Retinitis Pigmentosa (RP) 

causes night blindness and tunnel vision. 

Tunnel vision 

occurs when the peripheral or side vision gradually reduces so that sight is restricted to a small spot in the centre of the normal field of vision. 

Night blindness 

can cause particular problems when people move from bright sunlight into shadow, or from a darkened cinema into the light. 

Communication – 

Communicating with a person with a visual impairment 

Shake hands - greet the person as you would greet anyone. Should they put out their hand it is up to you to grasp and shake it. 

When speaking with a colleague who has little or no vision, introduce yourself each time until they have learned to recognise your voice. When meeting people, address them by name and always introduce yourself by name. 

The person may not be able to see you, but may be very perceptive to the direction of sound. Make sure that you are facing the person. If you continually look away while still talking to the person they may take offence perceiving, rightly or wrongly, that you are not interested in them. 

Verbalise your thoughts and feelings because the person may not be able to see the non-verbal cues. Feel comfortable using words such as 'look' and 'see'. They are normal words that people who have impaired vision always use. 

When entering or leaving a room, say something that announces your presence or intention to leave, avoiding embarrassing situations. 

Ensure that using a tape recorder or typing on a laptop are accepted and treated as ordinary in any communication situation with a person who has vision impairment. 

If the person has a guide dog, do not pat it or otherwise distract the dog from its work until the harness is taken off and you have been given verbal permission. 



	
	

	Communication

Overview of communication for each area covered.


	What is communication?

Communication is not only conveying messages to others but also understanding messages conveyed to us by others. It is both receptive and expressive.

Communication can be either:

Conventional – easily understood by all

Unconventional – specific to the individual and only recognizable to communication partners who spend a lot of time with the person.

What constitutes a normal communication message?

Verbal – Spoken Words (7%)

Vocal – Rate and volume (38%

Visual – gestures, facial expressions, body movement, objects in the environment, pictures symbols and writing (55%)

Formats

Audio Cassette

Braille

Disk

Large and Illustrated Print

Plain English

Easy English

Internet

Radio

Video

National Peak Disability Bodies

There are a number of accessible formats available for presenting your material that are suitable for a wide range of the community. Some formats will cater to the needs of more than one disability group, and some will be of benefit to the community in general. For example, illustrated print may assist people with low literacy, intellectual disability, and those from culturally and linguistically diverse backgrounds. 
Positive Communication

The way you communicate with people with a disability has a profound effect on their development, self esteem and quality of life.
Become familiar with their strengths and interests; for example, for example consider what they are good at and what they enjoy

Look for opportunities every day. In every setting, there are opportunities to build on a person’s strength and interests for example teaching new tasks at meal times such as spreading toast or making a coffee.

Allow each person to succeed. Always encourage positive and valued behaviour.
Use of Language

A positive tone and inclusive language are a vital part of both oral and written communication. 

Here are some points to remember:

· put the person not the disability first: the correct terminology is 'a person with'; for example 'a person with a vision impairment' or 'people with mobility disabilities'; 

· avoid referring to people by categories: 'the blind', 'the disabled'. People may have similar disabilities, but they are all unique individuals; 

· avoid phrases that demean people with disabilities. Words such as unfit, defective and incapacitated, imply inferiority - what is absent is emphasised rather than the individual's capabilities; 

· avoid words such as handicapped, crippled and wheelchair-bound; 

· don't treat all disability groups as if they are the same. The effect of a disability on a person's lifestyle can vary widely; 

· where possible avoid jargon when you speak and write. If you need to use technical terms explain their meaning. Adding illustrations to a publication can help make the explanation clearer; and 

· keep your sentences short. Have one main idea per sentence. Paragraphs with clear headings make written information easier to understand, as do illustrations and photographs. 

Some points to consider when producing information in different mediums.

Optimum information retention is achieved by using a range of media. The most effective way is always face to face communication, but when this is not possible thoughtfully produced materials are very useful.

Print - Brochures/Factsheets etc

· Size of print should be 14 or 16 point minimum. 

· Font should be clear and easy to read. 

· Spacing is important, do not make the wording dense 

· Headings help focus and clarify the information. 

· Short sentences are a must 

· Writing in point form is clearer and easier to read. 

· Pictures and illustrations must be relevant. They should match the words to assist with the content and can cue what the message is about. If money permits illustrations or photos which tell a story are preferred. 

· When printing on colour paper remember that black writing on lighter colour paper is easier to read. 

Posters

· A single message is all it needs. 

· Bright and striking but not too busy. 

· A clear picture with people images either photos or drawings. 

· Picture must match and be clear to the words and message. 

· Large print, easy to read and plain language. 

Video/DVD

· Video is an excellent medium to use. 

· The characters in the video should be people with whom the target group can identify. 

· Ensure the stories are not too long and that there are easy places to pause for discussion. 

Audio Cassettes

· Supported by written or visual material is best. 

· Clear voices are a must. 

· Speak at a pace that is not too fast and enables people to follow the written or visual material. 

· Use dialogue between two or three people to tell a story 

· Keep it simple 2 or 3 voices and 1 concept



	
	


	DAY TWO
Session Three
Being part of the community
Session Four
Living independently in a Community
DAY TWO - AGENDA

8:30 am 
Go through today’s activities
9:00 am 
Being part of my community?

9:30 am 
Supports in your community
10:00 am 
Morning Tea

10:15 am 
Gaining information and setting

                         a plan for activities.
12:00 pm
Lunch

1:00 pm 
Living Independently and

                         Setting Goals
3:00 pm
Afternoon Tea

3:10 pm
Safety
4:30 pm 
Finish

Activity 7

Complete a list of support networks you have in your community.
Q. What services are available for people with a disability?
A. 
· Local Area Coordinators – Disability    Services Commission

· Activ

· Pilbara and Kimberley Care

· Independent Living Centre
· Department for Community Development

· HACC
Activity 8

What day programs are available in your community?

Activity 9
What does your local Council provide?



	Being part of my community

This section offers information on supports helping people become more independent and participate in their local community. 

· Supports in your community

· Specialist supports information

· Disability Services Support

Supports in your community 

Start by looking at supports and services offered in the local community. Local councils and shires. (External link) offer basic supports, such as transport, library services, for example talking books, large print books, videos, DVDs and CDs, free public entertainment, alternative activities for active and not so active older people, international community meet-and greet events. 

Your local Neighbourhood (External link) is a good place to find out what your community has to offer, such as entertainment, festivals, volunteering, work experience, short courses, and social and hobby groups. 

Specialist supports information 

Disability support agencies offer supports such as information, advice, special equipment, education and training, and leisure activities. Go to Information services for a list of agencies, or go to the Disability Online Service directory (External link). 

Disability Services supports 

Want to get supports?

Disability Services can assist you to get the supports you need to enable you to fulfil your plans for the future. These supports may be funded by Disability Services or available in your local community.

Need to change your current supports?

People can change their support network when require new services.
Information about Disability Services supports 

For information on available supports, select the one that interests you: 

Day Programs offer people with a disability a range of activities to help them develop their skills to increase their independence and participation more in the community.

Activities are usually organised in a small group setting. For many people, an important part of their Program is receiving adequate supervision and physical care.

Day Programs may take place in community locations such as neighbourhood houses, Technical and Further Education (TAFE) colleges, local clubs and services, or at a centre used solely by the service provider.

Day Programs vary enormously to meet a wide range of individual needs and interests. The activities offered may include the following nine areas: 

· Community access, such as how to use public transport, bank, shop and visit the library. 

· Independent living training. 

· Pre-employment training. 

· Cooking and learning about health and nutrition. 

· Communication skills development. 

· Various fitness, sporting, recreation and leisure activities. 

· Art and craft. 

· Literacy and numeracy skills development. 

· Personal and social skills development. 

What are the benefits of a Day Program? 

Day Programs provide the opportunity for individuals to achieve independence and enhance life opportunities.

Different people get different things out of a Day Program. Most find new friends while doing activities they enjoy, and develop new skills.

For many people, confidence, self-esteem and interaction skills increase as they participate in varied activities. Many activities take place in the community, so people get to know their local area and become a part of the neighbourhood.

Day Programs also benefit the family or principle carer of the person in the Day Program. It provides them with a break or period of respite from the high demanding role of caring for a person with a disability. 

Recreation

·  providing things to do in your free time.

Participation in sport and recreation helps people of all abilities to be healthier, build networks, increase self-esteem and explore their potential.
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Your local community has a number of places that offer different types of supports and services. The following may help to identify supports available to you: 

Supports in the community

· Local Councils and Shires (External link) may offer basic supports through aged care and disability services, such as: 

· Nursing care 

· Home delivered meals 

· Domestic assistance (e.g. cleaning, gardening, home modification and maintenance) 

· Personal care (e.g. showering) 

· Transport 

· Respite care 

· Counselling 

· Needs assessment 

· Community health centres (External link) offer medical advice and allied services in local areas such as: 

· Physiotherapy 

· Podiatry 

· Counselling 

· Speech pathology 

· Support groups in your area 

· Neighbourhood houses (External link) offer information about services in local communities, including: 

· Support groups 

· Short courses 

· Jobs 

· Volunteering 

· Recreation 

· Clubs 

· Advocacy - ensures that the rights and interests of people with a disability are respected and realised 

· Search the Disability Online Service Directory (External link) for information about recreation and leisure services in local areas 

· Search the Disability Online Service Directory (External link) for disability support agencies offering specialist services 

· Information services funded by Disability Services also provides specialist disability advice and information. 

Disability Services supports

Disability Services can assist you, your family and carers with information about planning and support to help create your preferred living situation. 

For information on supports funded by Disability Services, select the following: 

· Intake and response service - providing information, planning and support 

· Case management - providing assistance to a person to support them to identify, link with and organise supports they need to deal with a problem or achieve a goal. 

Types of supports

For information on the types of supports available, select one of the following support areas: 

· Living in my home - providing information on supports in the community to assist you to live in your home 

· Families and carers - providing information to assist families and carers of people with a disability 

· Being part of my community - providing information on how to get involved in local community life 

· Specialist disability supports - providing information on specialist supports if you come in contact with the criminal justice system 

· Accommodation - providing information on available supported accommodation to assist with your housing needs.
Information services

· Provide up-to-date available information for people with disabilities, their families, carers and service providers, which supports living as independently as possible, and making choices in life 

· Make the community aware that people with disabilities have needs and rights like everyone else. 

Modernised day opportunities should be based on a shared understanding of and commitment to people with learning disabilities :

Determining for themselves how they spend their days;

Living, working, learning and participating in the community alongside other community members; 

Having opportunities to contribute to and benefit from community life and to be seen and valued as equal members;

Having opportunities to build and sustain valued relationships;

Having equal access to community life regardless of their level of learning disability, physical and sensory impairments, ethnic community or health care support needs;

Having services which are person-centred, sustainable and that promote dignity, safety and independence.
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	Q. What support does a person with a disability need to live independently?

Working on a plan
Independent Living Centre:

Services they provide

 http://www.spinach.org.au/city_help/acc_tips.htm - A sight that provides a checklist of things that need to be considered when  wanting to live independently
	Living independently in a Community
Independent Living is based on the concept that a person with a disability can lead a constructive life as a functioning member of his/her community. It affirms that ones worth as a vital human being is not diminished because of a disability.

Building skills and confidence to live an independent lifestyle requires special programs - programs that provide peer support, assistance in purchasing needed equipment, hiring and managing a personal care attendant and a whole spectrum of services provided by professional persons. 

Individualised Planning and Support (IP&S). It is about self-determination, community membership and citizenship, and involves:

· People directing the planning process to the greatest extent possible and making their own choices about how they wish to live their life 

· Assisting people to identify their goals, ways that these can be achieved and the supports required 

· Exploring supports that are flexible and wide-ranging 

· Planning which respects the needs of family members and carers and their role in the life of the person 

· The inclusion and participation of people with disabilities in community life. 

Safety, Safety, Safety 

The first priority in adapting any home is safety. Accidents do happen but, with a little planning, are preventable. Take an objective look at the home where you will provide care. Ask a relative or friend to survey it with you to help see safety hazards you may -have overlooked. 

When someone has been provided the resources to live independenly or has lost a loved one, it is  important  that their  mental and emotional health is taken care of. Make sure they keep in touch with friends and family. Stay as active as possible. Make a point to learn new games, skills, or sports. Join a religious group or a social club. Talk to your healthcare provider if they are feeling blue.
How You Can Help Me: Create my Environment
· Create a structured, ordered environment
If the environment is inviting it will provide me the opportunity for building success and trust. 

· Create an environment that meets my sensory needs
Demonstrate to others who are around me ways to talk to me and help me when I become confused or experience change. 

· Create an environment where the expectations are clear to me 

· Create an environment that encourages me to become independent.
I am learning to become less dependent on others. When I learn steps toward helping myself, I am becoming more independent. 

· Create an environment where all staff work together as a team. 

Try this "Personal Goals Checklist". Would you like to:
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· Get better at making decisions?  

· Be less dependent on other people?  

· Be more self-confident?  

· Learn about your rights?  

· Find out about ways to save money?  

· Find somewhere to live on your own?  

· Learn to shop and cook for yourself? 
ANGLICARE

The Independent Living Program:

· assists people with disabilities to exercise greater independence and control over their lives 

· helps people get involved with community activities 

· involves people in their own care by consulting with them on choice of service provider and support workers, rosters, and type of support provided 

Support provided will focus on, but not limited to;

Providing support and developing living skills:

· Washing 

· Safe use of home appliances 

· Shopping 

· Cooking 

· Health and Well Being 

· Personal care 

· Medication 

Household:

· Maintenance 

· Paying Bills 

· Security. 

· Emergency Procedures 

Access to liaise with other services/agencies

· Homecare 

· Department of Housing 

· Community Nurse 

· Meals on Wheels 

ACCAT assessment (ageing issues


	Being part of the community

In Summary
	Community

Getting in to it!! Inviting it in!!

People being included and participating in the community

Enabling lives of connectedness with the communities in which people live

People as partners in developing supports

More personal control of decision-making

individuals having choices about support providers

· Focus on people as individuals

· Enabling people to have lifestyle choices

· More flexible and tailored supports


	
	


	DAY THREE 

Session Five

Feeling Valued and Safe 
Session Six

Clients rights and decision making
DAY THREE - AGENDA

8:30 am 
Go through today’s activities
9:00 am 
Feeling Valued
9:30 am 
Feeling Safe
10:00 am 
Morning Tea

10:15 am 
Creating an emergency report 

                          And maintaining safety
12:00 pm
Lunch

1:00 pm 
Clients Rights
3:00 pm
Afternoon Tea

3:10 pm
Decision Making
4:30 pm 
Finish

Feeling valued and safe

What do you feel when you are valued?

What do you feel when you are safe?

What is required to make a person feel valued?

What is required to make a person feel safe?

Scenario 1

Julie is an important person.

Julie enters a CD shop and buys a CD

The shop assistant starts to talk to Julie’s support person

Julie’s support person says talk to Julie.

She is buying the CD

Julie gives the shop assistant money for the CD

Julie is important

Scenario 2

Julie wants to enter her local art competition

Julie attends lessons with her art teacher.

Julie puts her art work in the competition and her support person helps her.
A strategy that gives a company a competitive advantage, while doing something positive for the community, must be worth considering. An increasing number of companies are now recognising the benefits they can gain from employing people with a disability. 

Reverend Tim Costello,
CEO,
World Vision

How to create a safe environment?

Recognising community safety

Handout: 

Guidelines (Emergency Procedures)

Disability Preparedness Centre – Emergency Preparedness AT HOME

Q.What Emergency Numbers should you have near your phone?
	Valued Status

Each person with a disability has the opportunity to develop and maintain skills and to participate in activities that enable him or her to achieve valued roles in the community.

Each person with a disability has the opportunity to develop and maintain skills, capacities and life styles that are valued in the community

· People treat you with importance

· People want to hear what you say

· People want you to join in

Treated as an adult and getting the help to do the same things that other people do in the community:

· To be treaded as adults

· To be listened to

· To be treated as important

· To do things that people in the community think are important

Friendship Program and Mentoring Program.

Provided with opportunities to be a part of the community

What is accessibility? 

Are people with a disability wanted? 

There is no value in having ramps and disabled parking that allows people with a disability to gain access to your organisation if once in no-one talks to them or makes them feel welcome. You may as well have saved the money in making the alterations in the first place. Most people with a disability will find a way to get in if they feel welcome. So to this end it is more important to ensure that existing member attitudes are receptive and inviting before allocating resources on physical items that may never be used. 

Made to feel welcome 
People with a disability need to feel they are contributing in some way to the organisation. Either as financial members or through their competition efforts or their administrative expertise. Other members need to see a value in including people with a disability or they may begrudge the resources allocated in luring this group. In many instances able bodied members may feel awkward in talking to or involving people with a disability so it may be necessary to have some form of orientation or education workshop for existing members to make them feel at ease in interacting with new members who may have a disability. 

Voices heard 
All members of organisations need to feel that their opinions are valued. In some instances people with a disability may have more difficulty in communicating their thoughts than other members. It is important that organisations identify mechanisms by which members with a disability can express their thoughts. Furthermore it is important that their opinions are considered and given the same weight as any other member of the organisation.
Feeling Safe

People need to be Safe

Types of abuse include:

· Physical abuse - such as punching, hitting, slapping, burning etc 

· Sexual abuse - forcing someone to take part in sexual activity against their will 

· Psychological or emotional abuse - threatening, harassing or intimidating a person 

· Constraints and restrictive practices - restraining or isolating people other than for medial necessity or to prevent immediate self harm 

· Financial abuse - the wrongful use of another person's assets or denying a person the use of their own assets 

· Legal or civil abuse - Denial of access to justice or legal systems that are available to other citizens.

· Systemic abuse- Failure to recognise, provide or attempt to provide adequate or appropriate services, including services that are appropriate to that person’s age, gender, culture, needs or preference

Types of neglect include:
· Physical neglect- failure to provide adequate food, shelter, clothing and protection. Supervision medical or dental care that places people at undue risk through unsafe environments or practices 

· Passive neglect - withholding or failure to provide the necessities of life 

· Wilful deprivation - wilfully denying a person assistance and thereby exposing that person to the risk of physical, mental or emotional harm 

· Emotional neglect - restricting the social, intellectual and emotional growth or well being of a person 

Creating a Plan for Emergency procedures:

· Get information on how you would be warned of an emergency.

· Create a Plan

· Prepare a Disaster Kit

Dealing with Emergencies

Respond in situations of crisis emergence. Following basic steps should be followed:

· Access the situation

· Attend to the emergency

· Attend to person

· Obtain Assistance

· Prepare written report or incident report

DRABC Action Plan

Danger – Check for danger to you, the casualty or others

Response – check if the casualty is conscious

Airway – ensure  airway is open and clear

Breathing  - checik if the casualty is breathing

Circulation – check if the casualty has a pulse.

Incident Reports

· What happened 

· Where it happened

· When it happened 

· Who was involved

· How serious it was


	
	

	Clients rights and decision making

Booklet: Handout the About The Disability Standards
	Clients Rights 

The rights of the client include:

· Respect regardless of culture or history

· Self determination

· Professional and appropriate assistance

· Privacy and confidentiality 

· Access to information 

· Access to complaint procedures 

People’s rights to:
· Be respected and valued for who they are
· Have the same opportunities as all other members of the community
· Have the same responsibilities as all other citizens of Victoria
· Exercise choice and have control over their lives
· Have equal access to a range of services to support quality of life. 
DISABILITY DISCRIMINATION ACT 1992 
- SECT 5 
Disability discrimination 


(1) 

For the purposes of this Act, a person (discriminator) discriminates against another person (aggrieved person) on the ground of a disability of the aggrieved person if, because of the aggrieved person's disability, the discriminator treats or proposes to treat the aggrieved person less favourably than, in circumstances that are the same or are not materially different, the discriminator treats or would treat a person without the disability. 

(2) 

For the purposes of subsection (1), circumstances in which a person treats or would treat another person with a disability are not materially different because of the fact that different accommodation or services may be required by the person with a disability. 

The Disability Discrimination Act makes it unlawful to discriminate against people with disabilities in employment, including recruitment, terms and conditions of employment, and dismissal or termination.

Decision Making

A person with a disability has the right to make their own decisions and choices. Staff might help to make choices and decisions. Support Workers can help by showing. The person can say yes or no.

Each client has the opportunity to participate as fully as possible in making decisions about the events and activities of his or her daily life in relation to the services he or she receives.

When assisting  someone to exercise choice and make decisions, care should be taken to ensure the person understands  the meaning of the options presented. Need to consider any risk that the person may face as a result of the decisions.

You can play a key role in supporting a person to exercise their right to make decisions about issues affecting them by ensuring:

· Individual program plans

· Day to day activities

· Encouraged to make decisions

A person has capacity if they are able to understand the general nature and effect of a particular decision or action, and can communicate their intentions or consent (or refusal of consent) to the decision or action. 

A person’s capacity to make a particular decision should only be doubted if there is a factual basis to doubt it. An agency should not assume that a person lacks capacity just because they have a particular disability. 

Enabling people with a disability to pursue their own individual lifestyle means ensuring that people have maximum control over their own lives.  

Each person with a disability can involve an advocate in making decisions about the service he or she receives.



	
	


	DAY FOUR

Session Seven

Privacy, dignity and Confidentiality

Session Eight
Advocacy

DAY FOUR - AGENDA

8:30 am 
Go through today’s activities
9:00 am 
Privacy
9:30 am 
Dignity and Confidentiality
10:00 am 
Morning Tea

10:15 am 
Maintaining Privacy and 

                         Confidentiality
12:00 pm
Lunch

1:00 pm 
Advocacy
3:00 pm
Afternoon Tea

3:10 pm
Advocacy
4:30 pm 
Finish

Use of Service Access
What is Privacy?

What is meant by Dignity?

What is Confidentiality?

Privacy – Not for everyone to see, hear or touch.

Dignity – Treating yourself with respect. Others treating you with respect

Confidentiality – Not telling other people.

Standard – You will be respected. Information about you will be kept private.

Why are these important?
	The dependency of people with decision-making disabilities on others does not mean that they lose their privacy or other human rights. Privacy is particularly important for people with decision-making disabilities because they are vulnerable to greater intrusions on their privacy than others. 

International Covenant on Civil and Political Rights, and domestic law including the Disability Services Act 1993 (NSW).

(a) Respect for dignity and autonomy 
All people have the inherent right to respect for their human dignity and autonomy. 

(b) Equal statutory rights
All people are equally entitled to the rights contained in the PPIP Act. 

(c) Access to information
All people have the right to be provided with information necessary to allow informed choice, in a manner appropriate to each person’s abilities and their linguistic and cultural background.

(d) Participation in decision-making
All individuals have the right to participate to the greatest extent possible in decisions which affect them, including decisions about how their personal information is handled.

(e) Respect for opinions
All individuals have the right to have their values (including cultural values), wishes, preferences and opinions about how their personal information is handled respected by others.

(f) Accountability
Government agencies are accountable to individuals who use their services, including people with disabilities, the support persons of people with disabilities and the community generally, for decisions about the way that personal information is handled.

http://www.lawlink.nsw.gov.au/lawlink/privacynsw/ll_pnsw.nsf/pages/PNSW_08_bpg01

	Privacy, dignity and confidentiality

Scenario

Sally is upset and wants to speak to her support worker

A friend of Sally’s is near by.

The support person takes Sally to a private area so they can talk.

Sally is able to talk about personal things.

What Sally says is confidential.

You can ask to talk in a private place.

Personal Information is to kept private.
	For example, a person with a mild intellectual disability may be able to understand a simple notification form advising about the routine collection of personal information. However, if consent is sought in relation to the collection, use and disclosure of sensitive personal information for research purposes, the same person may need a support person to help explain the effects of a decision to consent to or refuse the conduct. 

How specific notification should be will depend on various factors. These factors include:

· the nature of the personal information - for example whether it is more or less sensitive or complex

· the proposed use or disclosure, including future uses or disclosures

· who else might receive the information and how they will use or disclose the information

· the recipient’s level of accountability- for example, whether the agency, organisation or individual is also bound by privacy legislation.

The criteria used to make a final decision about what happens to a person’s information should be set out in writing, particularly where the decision has significant privacy implications. 

Relevant matters may include:

· the type of personal information being collected

· who will collect the information

· the purpose of collection

· the intended recipients of the information

· whether the person and/or their representative has been notified of the above matters in a manner that is appropriate to their capacities and linguistic and cultural background in accordance with section 10 of the PPIP Act

· how collection may benefit the person

· the consequences for the person if the information is not collected

· how a particular use or disclosure of the information may benefit or adversely affect the interests of the person

· any views expressed by the person about how their information is used and whether and to whom it is disclosed 

· measures for retention and security of the information in accordance with section 12 of the PPIP Act

· whether the person and/or their representative has been notified of their right to access and correct the information in a manner that is appropriate to their capacities and linguistic and cultural background in accordance with sections 14 and 15 of the PPIP Act

· whether the person and/or their representative have been notified of their right to make a complaint to the Privacy Commissioner (Part 4 of the PPIP Act) or to request an Internal Review by the agency (Part 5 of the PPIP Act) if they believe the person’s privacy has been breached.



	Advocacy

What is advocacy?


	Advocate

Advocacy is when you stand up for yourself or someone else to change a situation or solve a problem. There can be two kinds of advocacy: 

Someone who helps you say what you want

Someone whose job is to speak on your behalf

Can be a friend or family member 

It can be someone who is not a friend or family member

Case advocacy involves working with individuals or families to solve a problem.

Cause advocacy involves working with groups of people who are experiencing similar problems.

People who do not speak English well or understand government systems, and are reticent in their dealings with government and other agencies.

There is a need for strong advocacy on behalf of people with a disability, their families and carers at an individual level and at a systems level, including advocacy for accessible public facilities, such as footpaths, wheelchair access, and transport in rural and remote areas.

Disability advocacy

Disability advocacy plays a critical role in ensuring that the rights and interests of people with a disability are respected and realised.

Disability advocacy aims to ensure that: 

· The rights of people with a disability, as members of our community, are upheld 

· People with a disability make their own decisions, particularly those where the outcomes affect their lives. 

Self-advocacy

Self-advocacy plays a critical role in ensuring that people with a disability develop the skills to ensure that their rights and interests are respected and realised.

For people with a disability self-advocacy is about: 

· Speaking on one's own behalf 

· Understanding rights 

· Making real choices 

· Learning new skills. 

Maximising people’s ideas for making decisions

· Identify all sources of relevant information the person needs to consider and understand to make the decision. Help to identify the different options. Don’t make it harder by adding unnecessary information.

· Break up the information into stages that follow logically. Put each stage to the person and assess whether s/he understands each stage before adding more information.

· Allow the person plenty of time to take in and respond to each piece of information. Encourage questions and discussion.

· Things are often better explained by using pictures, examples and, better still, personal experience. Be creative! For example, the best way to explain going to hospital may be to visit or talk to another patient; to explain work options may be to have a trial period at the different options.

· Be aware of non-verbal messages you may be sending.

· Remove any structural and/or physical obstacles to participate in decision making.

· Be careful not to ask questions in such a way as to suggest an answer. For example, “You’re happier working here, aren’t you?”

· To check whether the person has understood, go back over the information, ask the question in another way or have the person explain their decision to you. Be sure to reassure the person that you are checking this so that you are clear about their wishes and not because their previous answer was wrong.

· Assist the person to identify the likely results of possible decisions.

· If the decision is a major one, for example, regarding whether to have surgery, and the Doctor feels uncertain about the person’s capacity to make the decision and there is no person responsible available to make the decision, you may need to consider making an application for guardianship

Aboriginal and Torres Strait Islanders

Each Aboriginal and Torres strait Islander community is unique. You can not assume that all communities have the same needs, cultural requirements and community.

As a support worker you need to be sensitive to Aboriginal cultura and alert to cross-cultural differences in attitudes and approaches between your clients and yourself.

You need to be aware of community protocols, codes of ethics and guides to consultation with Aboriginal and Torres Strait Islander people.

The Service  - the place that gives support (help to do things at home or to get out)
Your support person might work for a service.

· Networking and information gathering 

· Knowing the system 

· Awareness of rights 

· Legislation and policy 

· Positive communication 

· Effective negotiation 

This course uses the VALID Becoming A Self Advocate Training Program as a basic resource, to support the development of fundamental self advocacy skills, including: 

· Decision and choice making 

· Awareness of rights and responsibilities 

· Knowing where to go for help 

· Expressing how you feel 

· Working with others 

· Participating in meetings 

People sometimes have problems being able to use community services because of personal and /or service issues. These issues are know as barriers. Some of the barriers to service use have been identified:
· Lack of self-esteem

· Lack of knowledge

· Lack of skills

· Lack of personal resources

· Scared to ask for help

· Afraid of government departments

Planning action that involves a number of agencies requires careful coordination. The development of and action plan that answers the following types  of questions is none way to go:

What resources are available?

What barriers exist?

What factors will help action?

Who are the key players?

Who has influence and power?

Who is going to do what?

Planning advocacy processes is an important step to empowering clients. The following questions should always be asked by workers of themselves during the advocacy process:
Is the client being involved?

Is the client being motivated to be self-reliant?

Is the information being freely exchanged between worker and client?

Do clients as a group and the community as a whole have the power to create and manage their own resources?

Self help
Self help is about people coming together with others who are affected by a particular issue (experience, disadvantage, discrimination, etc) to support each other and to work together to change the disadvantage affecting them. Activities that groups do include community education, information, mutual support, research, services and advocacy . . . members work to change their own situation and provide mutual support. 
The goals of self help and self advocacy are similar, although the support needs of groups vary.

How do networks encourage self help?

Networks are a major tool linking your agency with community leaders.

Networks provide a way of dealing with barriers and promoting fair and equal access.

In order for information to flow around a network, someone has to link people together by communicating information and organising action.

__________________________
Business People         Trade Union Officials
Members of Parliament
COMMUNITY LEADERS

Local Residents

Religious Leaders                 Local Media

Local council or shire representatives
________________________________
Key people provide information and organise events that can help you keep informed about what resources are available to you as a support worker.
Service provider
Service providers’ core functions are the provision of information and supports tailored for individuals with disabilities. Some service providers take up an advocacy role within their organisations and within specific job roles. It is recognised that conflict of interest issues will arise more quickly when advocacy efforts are directed within an organisation that also provides the services in question. 
Total advocacy effort or advocacy sector
These are the terms used to describe the sum total of all of the contributors to advocacy for people with a disability, including disability advocacy, self advocacy, legal advocacy, statutory bodies, advocacy organisations and professional staff (such as case managers), advocacy within and by service providers and social action activities by community and interest groups.

· increasing the involvement and decision-making powers of people with a disability 
· being inclusive and collaborative and aiming to build partnerships and networks
· strengthening what exists already and not creating something new and separate
· reinvigorating disability advocacy and self advocacy 
· reducing the isolation of the disability advocacy sector from other social policy and community advocacy
· recognising that the development of the Resource Units is not a review of advocacy and self advocacy but an attempt to provide improvement in resourcing advocacy and self advocacy
· recognising the diversity of advocacy and fostering all of its forms. 
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Session Nine

Challenging Behaviour
Session Ten 
Personal Care and Manual Handling
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Challenging Behaviours
10:00 am 
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	Challenging Behaviours

A client that exhibit challenging or difficult behaviour. Challenging behaviours may occur for a number of reasons, including:

· An inability to communicate or an inappropriate method of communication

· Undiagnosed medical conditions (s)

· Need for attention

· Boredom

· Frustration

· may be a reaction to stress, anxiety or a change or upset to daily routine.
· dicomfort

Common types of behaviour
Carers, family and friends of people with alcohol related brain injury can find themselves faced with a range of behaviours that cause problems. Some common behaviours include:

· Aggressive and angry outbursts 

· Moodiness 

· Confusion 

· Withdrawal 

· Lack of motivation 

· Untidiness and poor hygiene habits 

· Sexually inappropriate behaviour 

· Refusal to shower or dress 

· Poor control of emotions, for example excessive tearfulness.

Dealing with challenging behaviour
There are two key things to keep in mind when trying to deal with challenging behaviour: ignore problem behaviour (where possible) and reward appropriate behaviour immediately. Other helpful strategies include:
· Reassure the person that you are there to help them. 

· Speak in a calm, soothing tone. 

· Give praise when the person regains their composure after an outburst. 

· Set clear and firm limits and repeat them as often as possible. 

· Be prepared to listen - people with alcohol related brain injury need to feel listened to and understood. 

· Acknowledge feelings.

What to avoid 

· Avoid arguing or reacting to any provocation 

· Avoid using a bossy tone or ordering the person around 

· Ignore negative, critical or aggressive comments 

· Do not take the behaviour personally.

Where to get help 

· Your regional Department of Human Services.

Things to remember 

· Ignore problem behaviour and reward appropriate behaviour. 

· Be prepared to listen - people with alcohol related brain injury need to feel listened to and understood. 

· Do not take the behaviour personally.

Self harm

Self-harm is the deliberate injuring of oneself in an attempt to cope with strong feelings such as anger, despair or self-hatred. Someone who self-harms may inflict physical injuries in a variety of ways such as cutting, piercing, burning or biting themselves. This is known as direct self-harm. 

Generally speaking, someone who self-harms isn’t trying to commit suicide. A person who is suicidal is desperate to never feel anything again, whereas the person who self-harms is only trying to make themselves feel better. In some cases, a person may self-harm in an attempt to drive away suicidal feelings. Research is scarce, but it seems that between 1986 and 1991, about five per cent of public hospital injury-related admissions in Victoria were self-inflicted. (However, this estimate includes cases of failed suicide attempts.) Other terms for self-harm include self-injury and self-mutilation.

Reasons for self-harming behaviour
Some of the many reasons why a person might self-harm could include: 

· Low self-esteem 

· Poor body image 

· Self-hatred 

· Post traumatic stress disorder 

· The belief that punishment is deserved 

· Strong feelings of anxiety or depression 

· Emotional numbness (feeling physical pain is ‘better’ than feeling nothing) 

· In response to physical, sexual or emotional abuse.

Other forms of self-harm
Indirect self-harm involves inflicting physical injury in a more roundabout way, such as neglecting to manage diabetes or failing to seek help for an eating disorder or alcoholism. 

Direct and indirect self-harm is generally different than socially acceptable forms of ‘self-harm’, such as tattooing and body piercing, because the reason for doing it is different. Tattoos and body piercing may be done for spiritual, aesthetic or cultural reasons, whereas self-harm is a destructive coping mechanism for dealing with psychological problems, such as severe anxiety.

Severity of self-harm
Direct self-harm can be categorised by the severity of the injuries, for example: 

· Moderate self-harm - such as cutting, burning, piercing, biting and hair pulling. 

· Stereotypic self-harm - such as head banging. Steriotypic self-harm may be associated with intellectual disabilities. 

· Major self-harm - such as amputation and castration. Major self-harm is often associated with some form of psychosis.

Regularity of the self-harming behaviour
Direct and moderate self-harm can also be categorised by the amount of times the behaviour is repeated, for example: 

· Compulsive - this type of self-harm is thought to be linked to obsessive-compulsive disorder. The person may be overwhelmed by anxiety, and so self-harms to relieve the tension. 

· Impulsive - the person may occasionally self-harm, but injuring themselves isn’t used on a regular basis as a means of coping. The person may not even consider themselves to be a self-harmer.

The response from the medical profession
Anecdotal evidence from people who self-harm suggests that many workers in the medical profession don’t understand and often react in negative ways. This may include: 

· Showing horror or revulsion. 

· Talking down’ to the person, ridiculing them or trying to shame them. 

· Resentment that the person is ‘wasting’ hospital time and resources that could be given to people who are in ‘genuine’ need. 

· The mistaken belief that the person has a form of Munchausen syndrome (the desire to inflict injuries or induce symptoms to get medical attention). 

· Deliberately delaying treatment or giving them inadequate treatment, such as little or no pain medication. 

· Instructing the person on where to cut their wrist (for example) so that their next ‘suicide attempt’ will be successful.

Treatment options
Treatment could include: 

· Psychological counselling. 

· Psychiatric treatment. 

· Learning other forms of effective coping techniques. 

· Understanding and support from family members, friends and doctors. 

· Medical treatment for the physical injuries. 

· Until the self-harming behaviour is under control, advice on harm minimisation techniques; for example, how to keep piercing and cutting implements sterile. 

· Until the self-harming behaviour is under control, first aid training and adequate supplies of first aid equipment in the home (such as bandages and antiseptic solution).

Other forms of coping
Self-harming behaviour may be destructive, but it seems to help the person to manage their strong feelings. This is why it is so important to introduce other, more positive coping strategies before attempting to stop. Otherwise, the self-harming will continue, despite the person’s best intentions or their promises to loved ones. Different coping strategies that could be helpful include: 

· Regular exercise 

· Stress management 

· Counselling 

· Forms of personal expression, such as writing or painting 

· Relaxation therapy 

· Yoga and meditation.

How to help during an incident
If you witness a loved one self-harming, try hard to control your emotional response. Yelling, crying or becoming hysterical will only make your loved one more stressed, which can reinforce their self-harming behaviour. Suggestions include: 

· Try to act in a neutral way. 

· If necessary, take them to a more private place. 

· Help them to administer first aid to their injuries. 

· If their injuries are severe, take them to the nearest hospital emergency department for treatment. 

· If this is the first time you discovered their self-harming behaviour, ask your doctor for referral to appropriate mental health services.

Where to get help 

· Your doctor 

· Psychologist 

· Lifeline Tel. 131 114 

· Suicide Help line Tel. 1300 651 251 

· Kids Help Line Tel. 1800 551 800 

· Mental Health Foundation of Australia (Victoria) Tel. (03) 9427 0406

Things to remember 

· Self-harm is the deliberate injuring of oneself in an attempt to cope with strong feelings such as anger, despair or self-hatred. 

· Many workers in the medical profession don’t understand self-harm and often react in negative ways. 

· Self-harm is not a type of suicidal behaviour - in some cases, a person may self-harm in an attempt to drive away suicidal feelings.

FOR EXAMPLE

Huntington's disease - behavioural problems

Huntington's disease (HD) is an inherited disease of the brain that affects the nervous system. Physical symptoms include lack of coordination, jerky movements and problems with eating and swallowing. Behavioural problems are thought to be caused by a combination of events, including damage to the brain as the disease progresses and the understandable frustration and depression that people feel when challenged by chronic illness. Not all people with HD will experience the same behavioural problems, since HD affects people differently. The severity of behavioural changes can range from mild and barely noticeable to enormously disruptive. It is important for family, friends and carers to appreciate that the person's behavioural changes are part of the disease, and not under their conscious control.


Common behavioural changes
Some of the changes commonly associated with HD include: 

· Loss of motivation 

· Depression 

· Loss of task sequencing 

· Inability to block out distractions 

· Drop in performance 

· Inappropriate social behaviour 

· Irritability and aggression 

· Difficulties with communication.

Loss of motivation
The sections of the brain that help us to plan, organise and initiate action are affected by HD. The person may appear lazy, because they will do nothing (except, for example, lie in bed or watch television) if left to their own devices. Suggestions for family members, friends and carers include: 

· Realise that yelling or arguing can't motivate the person. 

· The person may respond well to doing things with others, so take the lead and encourage them to follow. 

· Helping the person to participate boosts their sense of worth, which is vitally important to reduce the risks of depression.

Depression
It is thought that around one third of people with HD experience depression. Symptoms of depression, such as lack of drive, should be medically investigated, and not simply assumed to be part of the disease process. Suggestions for family members, friends and carers include: 

· See your doctor for diagnosis. Medications are available to treat depression. 

· Psychotherapy may be an option. 

· Regular exercise and moderate sunlight exposure can help ease depression. 

· Try to incorporate more activities that the person particularly enjoys into their daily schedule.

Loss of task sequencing
Tasks have to be performed in a certain order. For example, washing the dishes requires filling the sink with hot water and detergent, cleaning the dishes, drying them and putting them away. A person with HD can remember the components of the task, but not the correct order. They might fill the sink with hot water, but then put the dirty plates away without washing them. Suggestions for family members, friends and carers include: 

· Supervise and help the person to perform their task in its proper sequence. 

· Encourage the habit of doing one thing at a time.


Inability to block out distractions 
Eating a meal while watching television or listening to music can be very difficult for a person with HD because they can't concentrate on both events at once. That's why it is recommended that meals should be eaten in a quiet environment. Suggestions for family members, friends and carers include: 

· Encourage the habit of doing one thing at a time. 

· Remember that activities we take for granted, such as walking, can require concentration for the person with HD. They may not be able to carry on a conversation at the same time.

Drop in performance
A person with HD may seem more careless. For example, they may not clean the house properly, or may fail to maintain their usual standards of personal hygiene. Suggestions for family members, friends and carers include: 

· Appreciate that the person is trying their very best. It is the disease that is affecting their performance, not laziness. 

· The person may not even realise they have made errors. Make it a rule to check on their behalf. 

· Try to establish strict routines for bathing. 

· Don't deny them tasks simply because it is easier to do things yourself - continuing to make a contribution is important to the person's sense of worth.

Inappropriate social behaviour 
The awareness of social conventions may wane, resulting in (for example) lewd or rude comments to others. Some people with HD no longer have the 'inhibiting' emotions of shame, embarrassment and fear that help keep social behaviour in check. Suggestions for family members, friends and carers include: 

· Explaining the inappropriateness of their behaviour may be lost on them. Yelling and arguing probably won't work. 

· The person may not appreciate the inappropriateness of their behaviour, but they may adhere to rules if you set them. 

· You may need to consider limiting your social events.

Irritability and aggression
Some people with HD become easily irritated or angered. This can be caused, in part, by an inability to see things from another person's point of view. Some people with HD appear to be self-centred and selfish. Suggestions for family members, friends and carers include: 

· Remember that the disease prevents the person from thinking in a flexible manner. They may be more comfortable and easy-going in familiar environments and situations. 

· Make sure they have enough control over their options. For example, a person may become stressed and irritable if they aren't allowed to choose their own clothes for the day. 

· Look at what the behaviour may represent. For example, the person may be spitting out their food because they have too much in their mouth, not because they are deliberately trying to annoy. 

· Remember the general rule of one thing at a time. Trying to do two things at once can cause agitation. 

· Focus on positive behaviours and try as much as you can to ignore the rest. 

· The give-and-take of a loving relationship is disrupted by HD, since the person may have lost crucial emotions to the disease. 

Difficulties with communication
As the disease progresses, the parts of the brain that help control the muscles of the face, throat and tongue are increasingly affected. This can cause the person considerable speech difficulties. The person may not initiate conversations either, as the sections of brain responsible for this are also impaired. Suggestions for family members, friends and carers include: 

· Don't assume they can't understand what you're saying, just because they can't articulate an answer. Comprehension is usually unaffected by the disease. 

· Don't rush them. Allow plenty of time for their answer. 

· If you see the person is having trouble expressing themselves, ask if they want help rather than doing it automatically. For example, the person may not appreciate you finishing their words or sentences without their permission. 

· Whenever you can, offer them choices instead of open-ended questions. For example, 'Would you like pasta or fish for dinner?' is easier to answer than 'What do you want to eat?' 

· Flash cards with common responses such as 'yes' and 'no' may be useful. 

· If the person progresses to the point of losing speech, continue talking to them as normal. Otherwise, you risk making them feel isolated and invisible. 

Where to get help 

· Your doctor 

· The Australian Huntington's Disease Association (Vic) Tel. (03) 9563 3922

Things to remember 

· Huntington's disease (HD) is an inherited disease of the brain. 

· Behavioural problems are thought to be caused by a combination of events, including damage to the brain as the disease progresses and the understandable frustration and depression that people feel when challenged by chronic illness. 

The severity of behavioural changes can range from mild and barely noticeable to enormously disruptive
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	Personal care and Manual Handling


	Personal Care
There should be opportunities for people to learn to manage independent toileting, washing and bathing, hygiene and shaving.
Those that depend on your help for their personal care, privacy and dignity must be respected at all times.

Bathing and Showering Assistance

1. Check the water temperature.

2. Run cold water first into the bath or shower before adding hot water

3. Check temperature before placing the client in it.

4. Also get the client to check as well as they may have altered perceptions of hot and cold

5. Where a client requires physical assistance and/or constant supervision while showing and bathing specific information about the level of assistance and or supervision must be documented. This information could be recorded in a clients overall care plan or written bathing routine.

6. Close bathroom door, so others can not see. Do not lock the door in case of emergency.

7. If a client exhibits challenging behaviours when assisted to bathe or shower, the supervisor must ensure that appropriate strategies  and supports are in place to manage the situation and safeguard the wellbeing of the client and also the well-being of other clients and staff. There strategies must be documented in a behaviour management plan.
The supervisor should ensure that bathing and showering routines are individually designed for clients and take into account:
· The degree of physical  assistance required by the client

· The client’s skill development needs and program requirements

· The clients physical condition and additional disabilities (eg epilepsy
· Any challenging behaviours

· Issues of client privacy and dignity

· Occupational health and safety issues and the physical settings



	Exercise: Warm up exercise to do before Manual Handling
Q. What can be some of the RISK factors when manual handling?

A. 

Weight

Posture

Tone

Panic

Resistance

Control of load

Shape and size

Q. Do you use your legs or back when lifting and moving?

A. LEGS

AVOID STRETCHING

Eg Cleaning a shower

Exercise:

Wheelchair lifts.

Out of the Car

Counter Balance

In and Out of a Chair

Walking with someone

Hoist
Handouts: For Manual Handling positions and techniques
Handout: Back Care


	Manual Handling
Principles of Back Care

Looking after your back means – 

· Avoiding situations where a sudden risky or heavy more may cause a muscular or inter-vertebral disc injury and;

· Avoiding performing movements, which can cause cumulative damage to muscles or inter-vertebral discs.

When performing a manual handling task, it is important to consider – 

1. The characteristics of the load (often the client or patient)
2. The characteristics of the environment (the workplace)

3. The capacity of the individual performing the task; and

4. The actions, movements, postures and positions the task may involve.

1. The Characteristics of the Load

The  Force Required to Handle the Load

The heavier the person is, the harder they are to move. Additionally, a person who can assist by weight bearing or positioning will reduce the force needed

The Size and Shape of the Load

You have the greatest mechanical advantage in moving a load when it is close to your body, or more correctly, your centre of gravity. As a person is an awkward shape, it is harder to achieve this. In addition, a person cannot be split into smaller pieces, or compacted to become easier to move.
Grasping the Load

The manual handling of people requires more care than other forms of manual handling as skin tears, bodies bruise and bones fracture. A person may also be difficult to grasp if they are  slippery, wet, unstable or uncooperative. Manual handling equipment such as a transfer belt may assist in adding handles to a person.

Stability of the Load

A weak person, who may collapse, or an uncooperative person, who may perform a sudden movement, adds risk to a manual handling task. These risks can be lessened by providing assistance to weak parts of a person, or by positioning a person to minimize the likelihood they may make a sudden movement.

Other Factors

Behaviour of a client, offensive odours or inappropriate equipment may hinder your ability to move a person. Protective clothing, behaviour modification and correct provision of equipment can help reduce risks.
2. The Characteristics of the Environment
Available Space

Lack of space to person a safe transfer is often a problem that is hard to solve. Removing  unnecessary furniture, performing an alternative transfer, assistive equipment such as a transfer belt or slide sheet, or utilizing a different  venue, all are possible ways of maximizing the effectiveness of the available space.

Slippery or Uneven Work Surfaces

The impact of slippery floors, soft beds, uneven floors and furniture obstructions, are all parts of a work environment that are able to be modified. Slip resistant finishes can be added to tiles and floorings, carpets  installed or removed, furniture shifted and new mattresses/mattress supports arranged. 

Temperature, Humidity, lighting  and Noise
Extremes of any of these factors add to the risk of manual handling injury and should be controlled where possible.

Location and Distances

A load is most stable when it is close to the body, and between shoulder and hip height. The distance over which a transfer  is to be carried out should always be minimized by positioning and planning.
3. The Capacity of the Individual Performing the Task

Strength, Height Age and Physical Fitness

It is vital that a person performing a manual handling task is suitably fit for the task. At risk groups, such as younger and older workers, need to be especially aware of their capabilities and limitations. Where two or more people are involved in a manual handling task, each needs to be aware of the other’s physical characteristics. Anomalies in heights between two carers, or a carer and client may make some transfers more difficult. Stronger people are not automatically protected however, as many comprise their back by using lifting movements that they would not attept if they were not as strong.
Skills, Training and Experience and Communication

Being able to recognize your own capabilities and limitations is part of being adequately  experienced  and trained to perform a task. You should never perform a task for which you, or your co-worker, have not received adequate training. In addition it is important for co-workers to be trained in similar manual handling techniques, so that they are able to communicate the work together
Protective Clothing

Clothing should permit ease of movement to allow you to adopt safe working postures. Clothing may also provide  protection from environmental hazards such as water or body fluids. Footwear  should be flat, closed in front and well fitting and provide adequate grip. Jewellery and watches that may injure a person, or hinder a transfer should not be worn.

Other Factors

Remember that your back is not only at risk during work hours, but also at home and at play. 

4 The Actions, Movements, Postures and Positions the Task may Involve
The actions and Movements to avoid or minimise

These include repetitive over-reaching; movements to the end of the range of the carer; uncomfortable movements; movements where the load is not evenly shared between both hands; one handed movements; prolonged or repetitive movements; prolonged or repetitive movements; bending ;pushing; pulling and unsupported movements.
Posture and Positions to Avoid or Minimise

These include prolonged static positions without  rest or variation; positions where it is difficult to reach, grasp or handle, uncomfortable positions; frequent , prolonged or repetitive movements that are above shoulder reach, bending forward, sideways bending or twisting.

Task Duration and Frequency

When a task is performed frequently or over a prolonged period of time, it may only lead directly to physical injury, but also may add to the risk of injury by making the person performing the task less alert or fatigued.

Looking After your Back

· Hold loads close to trunk

· Move loads to optimal heights, ie between hop and shoulder levels

· Maintain natural curves of spine (no bending forwards)

· Place feet to face the load (avoid twisting and rotating)

· Position and mo ve load centrally to body to avoid sideways bending and one arm use.

· Avoid moving load excessive distances

· Avoid strenuous pushing and pulling

· Maintain a wide base for feet

· Move rhythmically and smoothly

· Ensure suecure grip on load

· Use normal movement patterns

· Use large muscle groups and body weight to move loads
· Use assistive devices where possible 

· Warm up before exercise or manual handling

· STAY FIT
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	A way with words

	Words to avoid
	Acceptable alternatives 

	Abnormal, subnormal (These are negative terms that imply failure to each perfection)
	Specify the disability

	Afflicted with (Most people with a disability do not see themselves as afflicted)
	Person has (name of disability)

	Birth defect, congenital defect, deformity
	Person with a disability since birth, person with congenital disability

	The blind, the visually impaired
	Person who is blind, person with a vision impairment

	Confined to a wheelchair, wheelchair bound (A wheelchair provides mobility, not restriction)
	Uses a wheelchair

	Cripple, crippled (These terms convey a negative image of a twisted ugly body)
	Has a physical disability, has a mobility disability

	The deaf (People who are deaf are those who identify as a part of the deaf community or who use sign language. 'The deaf community' is only appropriate when referring to this particular community)
	Person who is deaf

	Deaf and dumb (This is sometimes used to describe an inability to hear and speak, which does not imply any intellectual disability)
	Hearing impaired (Lack of speech usually results from impaired hearing)

	Defective, deformed (These are degrading terms)
	Specify the disability

	The disabled
	People with a disability

	Dwarf (Has negative connotations)
	Short-statured person

	Epileptic
	Person with epilepsy

	Fit, attack, spell
	Seizure

	The handicapped
	Person with a disability (If referring to an environmental or attitudinal barrier then 'person who is handicapped by a disability' is appropriate) 

	Insane, lunatic, maniac, mental patient, mentally diseased, neurotic, psycho, schizophrenic, unsound mind (These are derogatory terms) 
	Person with a psychiatric disability (or specify condition)

	Invalid (The literal sense of the word is 'not valid')
	Person with a disability

	Mentally retarded, defective, feeble minded, imbecile, moron, retarded (These are offensive, inaccurate terms) 
	Person with an intellectual disability

	Mongol (This term is outdated and derogatory)
	Has Down syndrome

	Patient (Only use in context of doctor–patient relationship)
	Person with a disability

	Physically challenged, intellectually challenged, vertically challenged, differently abled (These are ridiculous euphemisms for disability) 
	Person with a disability

	People with disabilities (Refers to people who have multiple disabilities)
	Person with multiple disabilities, people with a disability

	Spastic (Usually refers to a person with cerebral palsy or who has uncontrollable spasms. This is a derogatory term and often used as a term of abuse. Should never be used as a noun) 
	Person with a disability

	Special (This term is overused, e.g. 'special' person)
	Describe the person, event or achievement as you would normally

	Suffers from, sufferer, stricken with (Not all people with a disability actually suffer. These terms should not be used indiscriminately) 
	Person with a disability

	Vegetative (This is an offensive and degrading term)
	In a coma, comatose, unconscious

	Victim (People with a disability are not necessarily victims and prefer not to be seen as such)
	Has a disability
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