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ABOUT FECCA 

 

The Federation of Ethnic Communities’ Councils of Australia (FECCA) is the national peak 

body representing Australia’s culturally and linguistically diverse (CALD) communities and 

their organisations. FECCA provides advocacy, develops policy and promotes issues on 

behalf of its constituency to Government and the broader community. FECCA supports 

multiculturalism, community harmony, social justice and the rejection of all forms of 

discrimination and racism so as to build a productive and culturally rich Australian society. 

FECCA’s policies are developed around the concepts of empowerment and inclusion and 

are formulated with the common good of all Australians in mind. 

FECCA has had a longstanding presence in policy and systemic advocacy on ageing and 

aged care issues for CALD Australians. FECCA is the leading stakeholder in CALD ageing 

and aged care policy, and has been a significant contributor to a range of collaborations, 

including the National Aged Care Alliance, and partnerships with other peak bodies, to 

achieve the inclusion and empowerment of older CALD Australians, their carers, and CALD 

people who work in the aged care industry.1  FECCA undertook the consultations to inform 

the National Ageing and Aged Care Strategy for People from CALD backgrounds2 and was a 

member of its implementation committee. Currently, FECCA is represented on the Aged 

Care Sector Committee Diversity Sub-Group where it is working collaboratively with the 

Department of Health in developing and implementing the Diversity Framework. 

FECCA gives consent for this submission to be published in whole or in part. 

 

 

 

 

 

 

 

 

 

 

                                                
1
 FECCA’s 2020 Vision for Older CALD Australians, 2015, http://fecca.org.au/wp-

content/uploads/2015/11/FECCA2020Vision.pdf  
2
 Commonwealth of Australia, National Ageing and Aged Care Strategy for People from CALD backgrounds, 2015 

http://fecca.org.au/wp-content/uploads/2015/11/FECCA2020Vision.pdf
http://fecca.org.au/wp-content/uploads/2015/11/FECCA2020Vision.pdf
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Input to Specialist Dementia Care Units (SDCU) Consultation Paper 

 

Q1) Are there are other system reforms that would impact on, or be impacted by, the 

establishment of Australian Government-funded SDCUs? 

The Australian Government is in the process of conducting consultations into the Redesign 

of Dementia Consumer Support. Elements of those reforms could have an impact on what is 

proposed by SDCUs. The information on the overlap is further elaborated in specific 

questions below pertaining to the dementia awareness of GPs and training of family 

members. There could potentially be overlaps between the two programs and thus 

duplication of costs. Rather than duplicating, there should be coordination between the two 

efforts so that maximum cost efficiency is achieved.  

 

Q2) What other risks and issues need to be considered in introducing SDCUs into the 

existing service systems for people with very severe (tier 6) BPSD? 

A risk which has been identified in the consultation paper is the lack of knowledge around 

operationalising an SDCU. FECCA recommends that a prototype SDCU is developed initially 

and trialled within a facility that is dementia service aware. This facility should be selected 

due to its exceeding competencies in the area of specialist dementia service which also 

includes expertise in delivering care to special needs groups, including CALD, ATSI and 

LGBTI. The Australian Aged Care Quality Agency should be consulted as to best practice 

examples to identify. 

 

The risk of adopting the term ‘’special consideration’’ does not correlate with the aim of the 

SDCUs to provide individualised and person centred approaches. Special needs groups 

accessing Australian Government subsidised care are the subject of the Aged Care Diversity 

Framework which provides the vision that “All older people experience a high quality aged 

care system that ensures equitable access and outcomes and embraces their diverse 

characteristics and life experiences’’. This vision indicates that diversity is no longer 

negotiable for “Special Consideration”. 

 

FECCA does not support mainstream residential providers to be the default option for 

providing future SDCU care. SDCU care is highly specialised and requires robust selection 

of suitable individual services, not necessarily services which are mainstream and/or 

generalist in nature. 
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Q3) Are there alternatives to the establishment of SDCUs that would better address 

the current system issues, which should be considered by Government? 

One alternative that could be considered is investment in specific training to equip aged care 

staff, allied health providers and health professionals with behaviour management strategies 

to better manage residents who are ageing in place in various facilities. This way they will 

not be required to move into short term units.  

Also to be considered is capital funding to specific providers of aged care to construct or 

retro-fit existing space with suitable controlled multi-sensory environments and safe areas, 

dedicated to short term management of severe BPSDs in house.  

 

Q4) Do you consider 1,450 to be a reasonable estimate of the national demand for 

SDCU-like beds for people with very severe BPSD? If not what other factors and/or 

methodologies should be considered?  

As addressed in the SDCU consultation paper, the prevalence of Tier 6 BPSD is around 

3,500 presently, according to AIHW data. Considering this, it is clear that the proposal to 

fund 1,450 services will not cover the present population needs. FECCA does acknowledge 

that the SDCU proposed service model is not meant to meet the population based target 

beds. However, in light of target dementia prevalence numbers increasing into the future,  

FECCA would welcome an increase in the number of SDCU beds to appropriately cater for 

the needs of this specialised group. FECCA also questions the ratio of 12 beds for each 31 

PHN regions, instead proposing that each PHN region provides evidence of numbers in their 

region of people who currently exhibit Tier 6 BPSD receiving government subsidised aged 

care including a disaggregation of data for special needs groups within this cohort. As PHN 

regions vary in population numbers, ranging from 1,573,231 in the North Western Melbourne 

PHN3 to 71,642 in the Western Queensland PHN4 the model of initial nominal appropriation 

of 12 beds per PHN region needs immediate qualification and further investigation. 

 

Q5) Are the proposed SDCU service principles appropriate? If not, how should they 

be amended? 

FECCA seeks a definition of what numbers constitute a ‘’larger residential aged care’’ 

facility. Larger facilities are typically not as flexible in service provision as the smaller facility. 

                                                
3
 ABS, ERP 2011, 

http://www.health.gov.au/internet/main/publishing.nsf/Content/2789EE5B2E3110A4CA257F150004140A/$File/PHN%20Infogra
phic%20-%20North%20Western%20Melbourne.pdf 
 
4
 ABS, ERP 2011, 

http://www.health.gov.au/internet/main/publishing.nsf/Content/3E3DFF8A5E9C769ACA257F150004140D/$File/PHN%20Infogr
aphic%20-%20Western%20Queensland.pdf 

 

http://www.health.gov.au/internet/main/publishing.nsf/Content/2789EE5B2E3110A4CA257F150004140A/$File/PHN%20Infographic%20-%20North%20Western%20Melbourne.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/2789EE5B2E3110A4CA257F150004140A/$File/PHN%20Infographic%20-%20North%20Western%20Melbourne.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/3E3DFF8A5E9C769ACA257F150004140D/$File/PHN%20Infographic%20-%20Western%20Queensland.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/3E3DFF8A5E9C769ACA257F150004140D/$File/PHN%20Infographic%20-%20Western%20Queensland.pdf
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The aim of the SDCU’s to “provide a person-centred, goal-oriented and multidisciplinary 

approach to care for people’’ could be better provided by a facility where the true operational 

tenet is to be person-centred and where goal setting is appropriated due to flexibility of 

service. Perhaps it may be that a smaller provider who is currently providing excellent 

dementia care that has a staff profile of highly regarded competency in the area, and who 

understand implicitly the nature, perspectives and the condition of dementia are more 

qualified to provide and operationalise successfully the SDCU service model. FECCA 

strongly supports a rigorous selection criteria attributed to identifying suitable providers. The 

ultimate decision to be made by an expert panel of dementia professionals selected on their 

knowledge of BPSD and not aged care peak body representatives. 

 

Q6) Are the above benefits what SDCUs should be aiming to deliver? If not, why?  

Above benefits as defined are what the SDCUs should be aiming to deliver, particularly in 

regard to the dignity of care and support to clients enabled in safe, stable and enabling 

environment. The benefits should also consider the carer/family and/or representative of the 

client. It is essential that carers of people living with BPSD are consulted as often they hold 

legal roles such as Enduring Powers of Attorney and Enduring Guardians. Additionally, the 

benefits should address and include the minimisation and/or exclusion of chemical restraint. 

The proposal should also address that goal-oriented activities and approaches are not 

always possible without the guidance of the client’s representative or carer. To understand 

the strength and capacity of an individual requires much research and attention. It is 

imperative that the social history of a person admitted to SDCU’s are understood well by the 

unit and for a person who has migrated to Australia, their migration history and reasons for 

migration must be understood and respected. Events around migration particularly traumatic 

incidences may be experiences which are relived due to triggers which can occur when a 

person is living in institutionalised care settings. Triggers need to be well understood and 

evaded at all costs in order to minimise behavioural changes of an episodic nature. 

 

FECCA urges that the language around restrictive practices is strengthened. FECCA 

supports the recommendation from the Review of National Aged Care Quality Regulatory 

Processes where; 

* any restrictive practice is used only as a last resort, after alternative strategies have been 

considered [Recommendation 7 (i)];  

* the recording and reporting of all restrictive practices to the Aged Care Commissioner 

[Recommendation 7 (ii)] and; 
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* the approval of the Chief Clinical Advisor on the use of antipsychotic medications 

[Recommendation 7 (iv)]. 

 

The aims and objective of employing adequate numbers of appropriately skilled and trained 

staff needs to include that ALL staff are culturally aware and have been trained and 

assessed for their knowledge of the cultural perspectives of dementia. As CALD older 

people are increasing in numbers it is essential that the provision of aged care is equipped to 

understand the cultural dynamics and individual characteristics of all people. It is imperative 

that staff seconded to work in the SDCUs is committed to working collaboratively with other 

team members in what is a very complex and at times emotionally taxing area of aged care. 

Psychometric testing of staff is recommended for their suitability to work in this area. 

 

Q7) What are the pros and cons of the SBRT performing the SDCU assessment 

service role? What other body (or bodies) might appropriately carry out this role? 

As stated in the DSS developed Operational Guidelines for SBRT, groups with special needs 

often have difficulty accessing dementia care services and SBRTs should take these special 

needs into consideration during assessment and planning for care. Special needs groups 

include Aboriginal and Torres Strait Islander people; People from Culturally and Linguistically 

Diverse backgrounds; Lesbian Gay Bisexual Transgender and Intersex people and Veterans 

with dementia.5 SBRT are the appropriate mechanism for performing the SDCU assessment 

service, however it is important that when assessing people from culturally and linguistically 

diverse (CALD) backgrounds the standard procedures applied include several variables 

relevant for CALD such as; 

Culturally appropriate screening and assessment tools 

It has been confirmed in several studies that the general dementia assessment tools are 

often inappropriate for CALD. Most of the commonly used dementia screening tools have 

been criticised for having some level of educational and cultural bias. Some of the tasks 

required of people do not translate into tasks that are meaningful in non-Western cultures. 

One dementia screening instrument that has been developed in Australia is the Rowland 

Universal Dementia Assessment Scale (RUDAS). This instrument has been developed to 

avoid items that are affected by a person’s cultural and educational background and it has 

been validated in several studies in different locations across Australia. 

The importance of engaging bi-lingual workers 

                                                
5
 https://www.dss.gov.au/sites/default/files/sbrt_operational_guidelines_0.pdf  

https://www.dss.gov.au/sites/default/files/sbrt_operational_guidelines_0.pdf
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It is important that SBRT teams include bi-lingual workers or when required interpreters. It is 

well evidenced in literature that people from CALD backgrounds that are living with dementia 

are compromised in their ability to speak acquired language (English) and revert to their 

primary language. This, coupled with the condition of dementia, often leads to their inability 

to effectively communicate. This can  lead to agitation and aggressive behaviour. Something 

similar is illustrated in the example provided in the SDCU Consultation paper (George 

example). It is therefore important that bi-lingual assessment workers are involved in the 

evaluation/referral process. Alternatively, interpreters could be involved, however specialist 

training would be required for such interpreters in understanding dementia as well as person 

centred care and what it means, so that they are trained to approach the person they are 

interpreting for with required understanding, dignity and empathy.  

 

Q8) Might the requirement for evidence of a primary dementia diagnosis (as described 

above) impact on timely access to SDCU services for some people with BPSD? 

Requirement for evidence of a primary dementia diagnosis might have an impact on 

members of  CALD communities who could be referred to this service. Specifically, 

according to Dementia Australia research, awareness of dementia among CALD 

communities is generally lower and dementia specific behaviour is often ignored or treated 

as a regular part of ageing, habitually with stigma attached to it.6 As such, CALD 

communities are less likely to seek primary diagnosis in dementia either as individuals or for 

their family members, which may lead to CALD community members not being referred to an 

SDCU or being rejected for SDCU for not having the primary diagnosis. If receiving aged 

care in a non-culturally specific facility, changed behaviour might often be attributed to lack 

of communication or cultural differences, which might delay the diagnosis.  

It is therefore important to continue to raise awareness of dementia amongst CALD 

communities, including the services available for dementia. Secondly, it is of crucial 

importance to work with GPs in order to raise their awareness on the need for timely 

diagnosis in dementia. Finally, CALD appropriate dementia assessment tools, such as 

RUDAS should be standard for CALD assessments.   

 

Q9) Are the proposed assessment arrangements appropriate? If not, why not? 

The proposed assessment arrangements are generally appropriate. However, some aspects 

enable disproportionate decision making power to the SDCU provider. It is appropriate for 

the provider to conduct its own assessment of the individual they are taking into care. 

However, the decision on the release/transition of the person to main stream care should not 

                                                
6
 Perceptions of dementia in ethnic communities, Alzheimer’s Australia Vic Living with Dementia, 2008 
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be left solely to the provider. The SDCU assessment service should be involved in this 

instance as well or there should be pre-defined time periods in which the person referred to 

SDCU should be re-assessed by the assessment service. Otherwise, there is a risk that the 

person might be kept too long in SDCU as a source of revenue. It is imperative that risks 

such as these are mitigated by clear and transparent policies and procedures which benefit 

the person living with dementia.  

 

Q10) What other factors should the SDCU assessment service consider in deciding 

whether to recommend a person for a SDCU placement? 

For people of CALD backgrounds it is strongly recommended that the assessment 

recommendation would also include a sanction on the availability/presence of bi-lingual 

workers who can speak the language of the person referred. For CALD people with 

dementia who generally regress to their language of origin, having a bilingual carer, 

someone who would engage with them in their own language, would be most beneficial for 

their recovery and will provide heightened health outcomes. 

 

Q11) Is an 8–12 bed unit (within a larger residential aged care facility) the appropriate 

care setting for SDCUs? Are there circumstances in which larger or smaller units 

would be more appropriate? 

FECCA does not necessarily support the SDC units being housed in larger residential aged 

care facilities. Each facility should be evaluated on its merit, notwithstanding being a part of 

a larger organisation. FECCA understands that aged care facilities all have diverse cultural 

and operational attributes depending on leadership qualifications and experience. The 

facility chosen to conduct this service must be selected on a vast range of criteria, 

particularly experience in providing dementia care to vulnerable people who experience Tier 

6 BPSD. 

 

Q12) Should there be a maximum limit on the duration of an individual’s residence 

within a SDCU? If not, why not? If so, how long?  

There should be no specific time limit on the duration of person’s stay within SDCU. 

However, in line with our comment under Question 10, there should be an independent 

review conducted on a pre-defined time basis that would provide an independent 

assessment of a person’s recovery and their suitability to return to main stream care. In the 

proposed document (under 4.4.2.3. Care planning), it is stated that there will be “ongoing 

assessment, monitoring and review… that will include formal reviews at regular intervals”. 

However, there is no specific information as to who will be conducting these reviews. The 
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care plan paragraph states that the care plans will be reviewed as guided by the treating 

specialist and clinical governance committee. With the understanding that all these people 

are staff/contracted staff of the provider, potentially, the treated person’s best interest might 

be neglected in order to prolong their stay and enable full occupancy of the facilities already 

available at the provider’s premises. 

 

 

Q13) What is a reasonable period for transitional support from a SDCU to the new 

accommodation provider?  

This requires individual consideration for every client. People living with dementia should not 

be subject to universalisation of their conditions. 

The document recommends that the SDCU providers are encouraged to use step down 

units within their mainstream facility for persons transitioning to mainstream care. For CALD 

people, who were transferred from a culturally specific residential provider to a larger 

provider that operates an SDCU, this might not be appropriate. A person’s recovery might be 

additionally accelerated if they are receiving culturally appropriate services provided in their 

own language that are commonly available within culturally specific residential providers 

and/or facilities which employ bilingual staff who provide culturally inclusive care.  

 

Q14) Might existing security of tenure arrangements pose a significant issue for the 

‘transitional’ operation of SDCUs? If so, how? 

Research is required into security of tenure experiences for people accessing similar units 

presently. Security of tenure may be a barrier for people transitioning to the SDCUs which 

may inhibit choice for necessary therapy provided by SDCUs.  

 

Q15) What strategies could be used to facilitate SDCU ‘throughput’ within existing 

security of tenure provisions? 

Further reform is required in order for the aged care system to move to a consumer demand-

driven system. This includes providing care in a way that the supply of a range of care 

options and programmes are made available to consumers depending on their needs 

throughout their aged care journeys. An individualised budget in residential aged care, such 

as the Increasing Choice in Home Care reform brought to the community sector may need to 

be implemented in order to address security of tenure issues. If the funding is attributed to 

the individual rather than the provider then they will be in control of their aged care package. 

Recommendation 3 of the Legislated Review of Aged Care supports this line of thinking.  
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Q16) What mechanisms should be used to support partnerships between SDCUs and 

acute services? 

The consultation paper states that “LHN representatives will be encouraged to participate in 

SDCU clinical advisory committees”. There is no formalised requirement on the part of the 

providers or LHNs to establish partnerships, which might lead to low number of partnerships 

established and thereby may have effect on service recipients’ best interests. Partnering with 

LHNs in the requirements for approved SDCU providers would be one way of ensuring that 

partnerships are established and are functional. In other words, providers applying for SDCU 

funding under this arrangement would have to prove partnerships with LHNs (through an 

agreement or memorandum of understanding) and provide a plan of engagement (LHN 

representative in assessment teams, participating in reviews, etc.). Linking up with the 

answer under question 12, this would ensure that patient reviews are not conducted solely 

by service providers.  

 

Q17) Should there be any additional requirements for SDCU providers caring for 

people from Aboriginal and Torres Strait Islander, CALD or other diverse 

backgrounds? 

Yes. According to 2016 Census, 1 in 3 older people were born in a non-English speaking 

country, making it around 1.2 million people in Australia who are from a CALD background.  

27.8% of people aged 80 and over speak language other than English at home and 24.1% 

of those 65 and over speak language other than English. This equates to approximately 

980.000 Australians over the age of 65 whose primary language is not English and who 

have varying levels of English proficiency.  

These statistics prove that CALD requirements need to be addressed specifically around the 

loss of secondary language (English) and reversion to primary language. In that sense, 

engaging bi-lingual workers should be a requirement for the provision of service to people 

from CALD backgrounds who require language assistance. Bi-lingual workers could assist to 

accelerate the recovery process and also to transition into mainstream care. The 

consultation paper states that all providers will be expected to provide person centred and 

culturally appropriate care which will include having appropriate skills and experience. 

FECCA expects that skills and experience pertain to language as well. 

As already stated in this submission it is essential that all staff employed in SDCUs are 

skilled in understanding the diverse cultural perspectives of dementia. Providing truly person 

centred care will address inclusivity of ethnicity, religion, spirituality, different cultural 

contexts, and sexual orientations. All of these areas must be understood by organisations 
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and staff providing aged care services. No less, specialised dementia care to people living 

with Tier 6 BPSD. 

 

Q18) Would it be feasible to establish SDCUs in rural and remote locations? How can 

SDCUs (or alternative initiatives) best support people with very severe BPSD living in 

rural and remote areas? 

Yes it would be feasible within already established SDCU providers’ facilities. To enable this, 

there should be no requirement on the size (number of beds) of facilities for those applying 

to participate in the program. Other requirements should be given preference, such as ability 

to establish partnerships with PHNs, ability to provide culturally/language specific services, 

and understanding of diverse cultural perspectives of dementia.  

 

Q19) What specific costs would contribute to the ‘top up’ amount? 

Additional staff hours 

Additional training of staff 

Specialised medical care (if required) 

Medication treatment 

Engaging with suitable health professionals to partner in providing care for people living with 

BPSD 

Developing specialised training modules for staff in addressing severe BPSDs. 

Cultural competency training and diversity training for people from diverse backgrounds, the 

intersectionality with living with dementia particularly BPSDs 

On site ancillary services, such as specialised therapists to support day to day care 

Provision of controlled multi sensory environments, such as Snoezelen rooms  

 

 

Q20) To what extent might these costs vary across SDCUs, for example in response 

to geographic location or local mix of people with BPSD?  

It may be more difficult for rural and remote providers to attract appropriate workforce and 

may require certain conditions, such as higher remuneration in order to attract those willing 

to work with people with BPSD. This will increase the cost of operating SDCUs.   

 

Q21) Which ‘top up’ funding option do you prefer? Why? 
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FECCA prefers proposed option two. FECCA fears that option one which involves SDCU 

selection process might favour larger providers at the expense of smaller providers that 

provide CALD appropriate services. Naturally, FECCA would need to know full details of 

both proposed arrangements (including what the SDCU selection process would entail, what 

selection criteria would be applied etc.) to give detailed comment. However we feel that the 

fixed term funding agreement would work more in favour of care recipients and the providers 

would have to prove the need for continued funding they are receiving to an independent 

assessor which we hope would work to the benefit of the clients.  

 

Q22) Are there other funding mechanisms that should be considered? 

Yes, further investigation is required in this area, which considers consultation with a range 

of experts in the area. It should be clear that good client outcomes are core to the funding 

mechanism. 

 

Q23) Is block funding, occupancy-based funding or a combination of both most 

appropriate for SDCUs? Why?  

 

Occupancy based funding should be preferred, but only if it is not impeded by complicated 

administrative procedures and the funds can be deployed as soon as possible after a person 

is admitted to an SDCU.  

Some block funding will assist with developing therapies or providing social support for 

people accessing the units. 

 

 

Q24) Are the proposed uses of ‘top up’ funding appropriate or should there be other 

costs included or excluded? 

 

Caring for CALD people will involve interpreting and translation services, in the absence of 

bilingual workers. FECCA has on numerous occasions received information that providers 

prefer to avoid the use of interpreters due to cost of their services which are not funded by 

the government. FECCA believes that, if this issue cannot be resolved in mainstream care, 

that it is considered an imperative in the care and support of the most vulnerable cohort of 

CALD elderly people – those living every day with dementia. Appropriate and sufficient 

provision of interpreting services will enable equity of access for this cohort. FECCA strongly 

urges that the government should consider providing additional supplement for SDCUs 
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caring for CALD residents, in the form of a linguistic supplement which providers can access 

for daily communication activities. This will ensure that people from CALD backgrounds are 

understood in the areas of personal care, pain management, social interaction and treatment 

options. 

Culturally inclusive care should be provided in the form of nutrition requirements, diet, 

appropriate living arrangements and culturally suitable staff. It is necessary that the costs 

associated with providing inclusive care are factored into the top-up funding arrangements. 

 

Q25) With no specific capital funding for SDCUs proposed – is there a minimum 

funding period to justify an operator investing to establish a SDCU? 

 

No 

 

Q26) Do the proposed provider funding arrangements pose any financial 

sustainability risks? 

The consultation paper states that “SDCUs are expected to operate within larger residential 

aged care facilities”. This needs to be elaborated further, as to what constitutes a “larger 

facility”, in terms of occupancy, staffing, management tier etc. FECCA requests that SDCU 

operations are conducted by suitably qualified residential units, irrespective of size. Based 

on FECCA’s experience, culturally appropriate providers are generally smaller in size, and 

should be given due consideration to operating SDCUs if they pass the selection criteria.  

 

Q27) Should any special resident fees and payments arrangements apply to people 

receiving care in a SDCU?  

People accessing an SDCU should not be discriminated against financially therefore should 

not be subject to any additional fees and payments. 

 

Q28) Are the proposed provider selection criteria appropriate? Do you consider some 

selection criteria mandatory? 

Entering into partnerships with relevant health providers/PHNs should be a mandatory 

requirement for providers. Also evidence of culturally inclusive service provision experience 

should be part of the selection criteria. Also please refer to Question 4 in relation to the 

suitability of the PHN ratio. 
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Q29) Which factors should be prioritised in determining the regional rollout schedule 

and why? 

Unmet demand for service should be the first priority.  

 

Q30) What factors should be considered in evaluating the SDCU program? 

Outcome evaluation would be more appropriate for this specific program. However, special 

attention in designing the evaluation should be paid to care recipient outcomes and how 

those are defined. A positive outcome could be transition from SDCU to main stream care. 

However, for people who don’t achieve this outcome due to severe case of BPSD, the failure 

to transition should not be considered a negative outcome.  

 

 

 


