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COTA Australia 

COTA Australia is the national consumer peak body for older Australians. Its members are 
the State and Territory COTAs (Councils on the Ageing) in each of the eight States and 
Territories of Australia. The State and Territory COTAs have around 30,000 individual 
members and more than 1,000 seniors’ organisation members, which jointly represent over 
500,000 older Australians.  

COTA Australia’s focus is on national policy issues from the perspective of older people as 
citizens and consumers and we seek to promote, improve and protect the circumstances 
and wellbeing of older people in Australia. Information about, and the views of, our 
constituents and members are gathered through a wide variety of consultative and 
engagement mechanisms and processes.  

 

 

 

 

 

 

Authorised by:  

Ian Yates AM  

Chief Executive  

iyates@cota.org.au   

0418 835 439 

 

 

Prepared by: 

Jane Fewings 

Projects and Policy Officer  

jfewings@cota.org.au  

03 9909 7913 

 

Permission is provided to publish the full response of COTA Australia.  

  

mailto:iyates@cota.org.au
mailto:jfewings@cota.org.au


 

4 
 

1. Introduction 

COTA Australia welcomes the consolidation of the current four sets of standards for aged care 
services into a single set of standards for organisations providing aged care services and supports the 
streamlining of the quality assessment process. It acknowledges the considerable work that has 
been undertaken to develop simple, relevant, meaningful and measurable standards that will drive 
continuous improvement in aged care, and to develop options for proportional, risk-based 
assessment of performance against quality standards.  

COTA also acknowledges that there are many requirements of aged care providers set out in the 
Aged Care Act 1997 (the Act) and other legislation and regulations, that the quality standards are not 
intended to duplicate or replace.  

COTA notes that the implementation of new quality standards and assessment processes will require 
amendments to the Act and legislative instruments and the development of supporting materials 
such as an evidence guide, and will wish to consider all proposed changes and new documentation 
as these are developed.  

COTA has considered the following matters of high importance to consumers when reviewing the 
draft standards: 

Quality of life 

Quality of life is of primary importance to older people. COTA recognises that attention has been 
paid to quality of life in the draft standards and generally the standards have been written in a way 
that acknowledges the importance of seeking each consumer’s perspective in defining quality of life.  

It should also be acknowledged that quality of life for older people encompasses valuing and 
promoting the contributions they make to society, including the contribution they can make to 
service improvement. 

Choice and control 

The standards should assume an older person has managed their life for many years, drawing on a 
range of supports over time as a new or unknown challenge presents itself and that their experience 
of aged care should be no different. That is, the standards should presume capacity and reflect the 
older person driving their own life with more or less inputs from family, friends, and service 
providers (depending on their capacity, needs and preferences). Thus, the standards should include 
reference to how well the service enables this outcome. 

Access to, and affordability of, services 

COTA notes that access to, and affordability of, services are not addressed by the draft quality 
standards but these matters are covered in aged care legislation.  However, to ensure that access to 
quality services and supports is not dependent on the ability to pay or subject to ‘cherry picking’ by 
providers, COTA considers that the organisation requirements for Standards 1 and 2 should be 
strengthened by requiring organisations to manage access, commencement and leaving a service in 
a transparent, fair and equal and responsive way. Organisations should be able to demonstrate that 
the ability to pay has no bearing on a consumer’s access to government-subsidised, quality-
controlled services. 

Conversely, consumers should be supported to understand the scope of aged care services and the 
parameters of aged care funding. 

 

 

Definition of consumer 
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It is important that the definition of ‘consumer’ (at page 12 of the consultation guide) is understood 
and incorporated throughout the standards, that is: “Consumer refers to the person receiving care 
and services. Where applicable, it may also include the person’s representative, carer, family 
member or substitute decision maker”.   

 

Capacity of consumers  

Knowledge of, and implementation of, policies and procedures to manage fluctuating and changing 
capacity of consumers and involvement of substitute decision makers need to be demonstrated by 
organisations when being assessed against all the standards. 

 

2. Response to Draft Aged Care Quality Standards 

 

2.1 Consumer outcome statements  

COTA considers that having relevant and meaningful consumer outcomes for each standard is 
important, as it will shape consumer expectations, help them formulate goals and preferences and 
provide a basis for negotiating with service providers and exploring how their goals and preferences 
might be achieved. 

The consumer outcomes are written in plain English and easy to understand for the most part.  They 
address important issues such as choice, dignity of risk, partnership, quality of life, and meeting the 
needs, goals, and preferences of consumers. The evidence guide for consumer outcomes should 
provide examples encompassing cultural and spiritual needs as well as physical needs. 

Consumer outcome 1 “I am treated with dignity and respect and can maintain my identity. I can 
make choices about my care and services and how they support me to live the life I choose.” 

This statement recognises being treated with dignity and respect and exercising choice are central to 
quality of life in aged care. It could also refer to the consumer’s rights being upheld (see COTA’s 
comments about including rights protection in Standard 1 below).  

Consumer outcome 2 “I am a partner in ongoing assessment and planning of my care and services” 

Consumers expect the assessment and planning process to be both collaborative and effective, in 
that it accurately captures their needs and preferences and informs the delivery of quality care and 
services. We note that the organisational expectation for Standard 2 covers both aspects. 

COTA recommends that consumer outcome statement 2 be re-written, along the lines of: “I am a 
partner in the ongoing assessment and planning of my care and services. Assessment and planning 
help me get the care and services I need for my health and well-being”. 

Consumer outcome 4 “I get the services and supports I need to help me do the things I want to do” 

This statement appears to cover support for activities/interests and maintaining social contacts but 
not the whole domain of the Standard. It should also cover other aspects of well-being and quality of 
life, as the organisational expectation for the Standard does, and be re-written, along the lines of “I 
get the services and supports I consider important for my well-being and that I need to help me do 
the things I want to do.” 

Consumer outcome 7 “I get quality care and services when I need them from people who are 
knowledgeable and considerate”  

This statement could be reframed as “I get quality care and services as planned and agreed with me 
from people who are knowledgeable and considerate” to avoid the implication that this standard is 
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about volume of service, rather than having sufficient staff resources in place to deliver agreed 
services as planned.  

Consumer outcome 8 “I am confident the organisation is well-run and that the consumer voice and 
experience is sought and heard” 

This statement could be re-written to more explicitly recognise the contribution consumers can 
make to the running of organisations and service improvement, and more accurately reflect the 
organisation requirements for Standard 8. It could read “I am confident the organisation is well-run 
and accountable to consumers. I am able to contribute to the running of the organisation if I wish, 
and I can see that consumers participate in the planning, delivery and improvement of services”. 

These issues are discussed more fully under each standard. 

 

2.2 Organisation Statements 

COTA considers that these statements are achievable – for the most part. However, it is not always 
clear that a provider’s successful achievement against the requirements will demonstrate 
achievement of the organisation statement – the organisation statement needs to be highly 
consistent with organisational requirements. For example, the organisation statement for Draft 
Standard 3 refers to personal care and clinical services being delivered in accordance with the 
consumer’s needs and preferences whereas the requirement to demonstrate this refers only to 
aligning services with consumer preferences.  

 

2.3 Organisation Requirements 

Generally, the requirements appear well developed to ensure that compliance will result in meeting 
the standards. COTA is concerned about the extent to which the organisation requirements can be 
seen to fully meet the consumer outcomes. The need for organisation requirements to be expressed 
in language that is consistent with consumer outcomes and can be measured consistently across 
organisations is discussed below and in the standard specific feedback. 

 
COTA is also concerned about how organisational requirements will be considered in the assessment 
process to cover a wide range of providers operating across a wide range of settings with varying 
levels of risk.  There is uncertainty as to whether very small ‘providers’, for example a sole health 
professional, will be subject to these standards where their services are purchased through a 
subcontracted arrangement from a Home Care package provider and if so, whether they would be 
able to meet all the organisation requirements. Any future policy direction on ‘cashed out’ or ‘debit 
card’ arrangements would also need to consider how these standards might apply. COTA notes that 
this issue is an emerging concern within the NDIS and it would be prudent for future proofing that 
the standards give regard to this possible future in aged care following further policy decisions in line 
with the roadmap destinations. 

 

2.4 Measurability of the draft standards 

COTA understands from the Department that both the consumer outcomes and performance 
against the organisation requirements will be assessed and that once an organisation has been 
assessed as meeting the organisation requirements it will be taken to mean it has also met the 
organisation expectation statements. 

COTA expects that the consumer experience will be measured through directly engaging with 
consumers, through surveys and interviews, and that the sampling for these will be valid, robust and 
representative. 
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The organisation requirements must be highly consistent with the corresponding consumer outcome 
statements and organisation expectation statements if consumers are to be confident that these 
statements are true for each quality accredited organisation.  

The language of the organisation requirements needs to be very clear and defined, so that each 
requirement can be audited consistently across organisations. COTA notes the new draft framework 
has been written in a similar way to the National Standards for Disability Services. COTA believes this 
is a good guiding framework of principles. The piloting of the standards should include an 
assessment of their auditability, through utilising a range of auditors for each organisation and 
checking consistency between auditors.   

Some requirements are not expressed in absolute terms – how is it intended to measure ‘optimise’, 
‘maximise’, ‘minimise’ and ‘sufficient’ for example?  

When the word ‘quality’ is used in an organisational requirement it will need to be defined to be 
measured, for example, “assessment and planning informs the delivery of safe and quality care and 
services” and “sufficient workforce to deliver and manage safe and quality care and services.” 

Some measures depend on accurate and timely reporting and recording within the organisation – for 
example, when determining if plans are reviewed when circumstances change or after an incident, it 
will be difficult to assess if reporting and recording was timely or if changes and incidents have been 
logged at all. 

In determining if an organisation meets a standard, COTA expects that all applicable organisation 
requirements will be hurdle requirements, and that all will have equal weight. 

 

2.5 Gaps in the draft standards  

Given there is not a separate standard on access, COTA considers that the organisation requirements 
for Standards 1 and 2 should be strengthened by requiring organisations to manage access, 
commencement and leaving a service in a transparent, fair and equal and responsive way. 
Organisations should be able to demonstrate that the ability to pay has no bearing on a consumer’s 
access to government-subsidised, quality-controlled services. 

Volunteers are a significant component of the workforce delivering front line services and ancillary 
support in aged care services. The volunteer workforce and best practice volunteer management 
need to be referenced in the organisation statement, organisation requirements and the evidence 
guide for Standard 7 (Human resources), which should include demonstration of adequate training 
and ongoing support of volunteers to ensure the provision of quality services and protection for 
consumers. 

Cultural identity through the meeting of cultural obligations, connection to family, and connection to 
country is a key concept underpinning the physical and psychosocial health and wellbeing of 
Aboriginal and Torres Strait Islander people. Provision of adequate aged care supports to Aboriginal 
people requires cultural safety to be embedded in all aspects of service provision.  The evidence 
guide for each standard should require providers to demonstrate that the cultural needs of 
consumers have been addressed.  

 

2.6 Clarity of wording and intent 

COTA considers that the wording should always clearly reflect the intent, and would recommend 
that before the standards are finalised a thorough check is undertaken to match wording to intent, 
to check consistency of wording, and to confirm that when similar but different words are used in 
relation to connected outcome statements and organisational requirements, this is intentional. The 
piloting/field testing of the standards should include determining if there is common understanding 
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of terms and words used in the standards. For example, words such as autonomy, identity, and 
independence. 

It is important that the definition of ‘consumer’ (at page 12 of the consultation guide) is understood 
and incorporated throughout the standards, that is: “Consumer refers to the person receiving care 
and services. Where applicable, it may also include the person’s representative, carer, family 
member or substitute decision maker”.   

In general, the intent as set out in the rationale and evidence section of the consultation guide is 
clearer than the wording of the associated standard. COTA is concerned that the reader needs to go 
back and forth between the standard outcome statements and the organisational requirements and 
the explanations in the consultation guide to fully understand what’s meant by some terms or to 
understand how some concepts have been presented for the sake of brevity.  

Also, a range of wording is used within standards when it comes to meeting consumer needs and 
preferences, for example, “in accordance with” or “aligned to” (consumer needs/preferences) seem 
to be used interchangeably, but in COTA’s view “aligned to” is less onerous than “in accordance 
with.” COTA requests that the term “in accordance with” be used throughout.   
 
Other difficulties with wording are discussed under each standard. 

 

2.7 Relevance of the Standards to different aged care services 

Residential care 

Standard 4 has a requirement for consumers to be supported to participate in the community within 
and outside the service, to select and maintain social and personal relationships and to do the things 
of interest to them. COTA believes these are valid and relevant requirements and notes they are part 
of the current quality standards applying to residential care. However we observe that many 
residential care providers do not always provide community access as indicated and described in the 
rationale for this standard.   The evidence guide and other proposed materials will need to address 
how organisations can better facilitate community access for residential care consumers. 

Home care 

Following on from the above, the achievement of requirements for Standard 4 in home care settings 
will need to be tailored to, or reflect, the services provided by the organisation. The evidence guide 
and other proposed materials will need to address these variations between service providers who 
may offer one, two or several of the distinct services that have been grouped under ‘lifestyle’ 
supports.  
 
We note that Standard 5 and its outcome, statement and requirements relate only to the physical 
environments of residential care, respite care and day therapy centres, and are therefore not 
relevant to care delivered in private homes, including home settings such as communal living, 
retirement villages, caravan and mobile home parks, or supported residential services.  

 

COTA suggests that additional wording might be included to clarify and define ‘residential care’ to 
assist consumers distinguish other forms of residential settings from those in scope of the standard. 

Commonwealth Home Support Programme services 

As above, the achievement of requirements for Standard 4 in home care settings will need to be 
tailored to, or reflect, the services provided by the organisation  

Transition care 



 

9 
 

Where transition care is provided by an organisation subject to another quality regime, this should 
be recognised, as applicable.  

Where there are gaps, an assessment should be made if the relevant aged care standard (s) should 
also apply to the organisation.      

National Aboriginal and Torres Strait Islander Program services 

COTA has no comment 

Multi-purpose services 

As for transition care.  

Innovative care services 

COTA has no comment. 

Short term restorative care services 

As for transition care. 

 

2.8 Draft Standard 1 ‘Consumer dignity, autonomy and choice’ 

The organisational requirements need to include support for consumers to understand their rights 
and responsibilities, and support to access independent advocacy services as these are important 
safeguards for consumers and providers when framing agreements. COTA would also support the re-
naming of the Standard to ‘Consumer rights, dignity, autonomy and choice’. 

The organisation requirement at 1.4 could also recognise the concept of ‘dignity of risk’, although we 
note this is discussed in the rationale and evidence section. 

The organisational requirement at 1.6 (privacy and confidentiality) should include reference to 
obtaining informed consent for sharing information with others, including other people or 
subcontracted organisations outside the organisation’s employ. 

The shifts in language between consumer outcome statement, organisation statement and 
organisational requirements around consumer autonomy could be confusing.   

The organisation expectation statement that “the organisation supports consumers to exercise 
choice and independence” should read to “exercise choice and maintain independence” to match 
the intention in the ’Rationale and evidence’ section, which emphasises that treating people with 
dignity and respect includes recognising their strengths and ability to act independently and make 
choices, and empowering them to maintain that independence. 

COTA notes that throughout the standards there is no reference to consumers directing or 
controlling their services and support and we assume this is intentional. We would welcome a 
discussion on why these terms were avoided.   In this standard, the term “make decisions about” is 
used where we might expect the word “control” or “direct” to be used given the current context of 
consumer choice and control in home care and a roadmap intention these principles be widely 
applied across aged care. It could be that the language has been road-tested, and the term “make 
decisions about” is more meaningful to consumers, but it is not as empowering as “control” or 
“direct”.   

The evidence guide should make clear that consumers’ capacity “make decisions about their own 
care and the way that care and services are delivered” is not simply being able to choose from an 
array of options pre-determined by the provider, but encompasses the ability to ask for something 
they have not been offered. This ability should arise from a genuine partnership between the 
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consumer and provider, with the provider responsible for sharing professional views on service 
needs and identifying risks in order to inform consumer choice and direction.   

The organisation requirements should include reference to systems in place to respond to breaches 
of privacy and dignity and to minimising the use of restrictive practices.  

The reference to diversity in 1.2 should be linked in the evidence guide to the work currently 
underway for the development of the Australian Government’s diversity framework for aged care. 

The right of consumers to have their sexuality and intimacy needs upheld should also be recognised 
in this standard. 

 

2.9 Draft Standard 2 ‘Ongoing assessment and planning with consumers’ 

COTA supports the inclusion of partnering but believes, as per comments on Standard 1, that the 
supporting documentation should better reference the current context of consumer choice and 
control. The evidence guide should also support organisations to understand the difference between 
consultation and involvement, and engagement and partnering.   

In addition, the definition of “consumer-centred” in the glossary is much less strong than the 
definition of “person-centred” in the National Disability Standards and given both sets of standards 
will be national standards under Australian Government control, there should be closer alignment. 
COTA recommends the definition of consumer-centred should be amended to more closely reflect 

the NDS definition of person-centred which is: “Services and supports that are centred on the 
individual and their strengths, needs, interests and goals. Person-centred service delivery 
ensures that the person leads and directs the services and supports they use.” 

 

2.10 Draft Standard 3 ‘Delivering personal care and/or clinical care’ 

Standard 3 also has a focus on consumer-centred in the rationale which is not consistent with reform 
directions around consumer-driven care and services. 

There are subtle shifts in language between the consumer outcome statement, the organisation 
statement of expectation and the organisational requirements: from “the care that is right for me” 
(consumer statement) to “in accordance with consumer’s needs and preferences” (organisation 
statement) to “aligns with consumer preferences (organisational requirement – which will be the 
measurable indicator)”. This should be changed from “aligns with” to “in accordance with”.  

The supporting materials should specify that high-impact and high-prevalence risks need to be 
monitored through data collection and analysis to improve consumer outcomes. 

COTA supports the differential application of this standard as described on page 11 of the 
consultation paper. 

The identification of some high impact or high prevalence risks in 3.7 may serve to focus providers’ 
efforts on these risks to the detriment of addressing other clinical risks.  COTA’s view is that 
particular risks should not be identified in the organisation requirements but that significant 
discussion should occur about the range of risks in the delivery of personal and clinical care in the 
evidence guide.  

Given the association between a diagnosis of dementia and high impact and high prevalence risks in 
the delivery of personal and clinical care, dementia should be identified as a specific consideration in 
the evidence guide  
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2.11 Draft Standard 4 ‘Delivering lifestyle services and supports’ 

COTA notes that domestic services, food services and support for participating in interests and 
activities have been grouped as ‘lifestyle’ supports, whereas these services contribute substantially 
to well-being and quality of life. 

The consumer outcome statement appears only to cover support for interests and activities, which is 
an aspect of well-being and quality of life, but doesn’t cover the whole domain. It should be re-
worded along the lines of “I get the services and supports I consider important for my well-being and 
that I need to help me do the things I want to do.” 

COTA is unsure if food safety and food quality (nutritional benefit) are adequately covered under 
‘optimising the consumer’s well-being and quality of life’ or if additional organisational requirements 
are needed. As well as catering to consumers’ dietary needs for clinical reasons, food services should 
provide variety and take account of consumers’ likes and dislikes, as being able to exercise choice is 
an essential component of quality of life. 

As with other standards, there is a progressive watering down of the language between the 
consumer outcome and the organisational requirement. For example, the language changes from “I 
get the services and supports I need to help me do the things I want to do to” to “lifestyle services 
and supports are aligned with the consumer’s needs and preferences.” As stated above, COTA 
considers that the organisational requirement should be to deliver services and supports in 
accordance with the consumer’s needs and preferences. 

Obtaining informed consent for information sharing needs to be included under 4.3 

Measurement of this standard will depend on consumers and providers agreeing on the ‘lifestyle’ 
support that is appropriate to each individual’s circumstances and including it in care plans, so that 
performance can be measured consistently across services, given the variability in volume and type 
of care likely to be provided.    

 

2.12 Draft Standard 5 ‘Service environment’ 

The title of this standard is rather institutional considering that the ‘service environment’ is home to 
consumers of residential care services, and could be changed to something more consumer-friendly 
such as ‘Residential and service environments’ provided it is made clear that the standard applies 
only to organisations providing residential care, overnight respite care and day therapy centres.   

COTA suggests that this standard includes reference to the use of restrictive practices.  For example, 
restrictions on freedom of movement should be applied only to those for whom it is clinically 
necessary and should not have the effect of restricting other consumers’ freedom to come and go as 
they please.  

As such, COTA questions the use of the word “secure” in this standard.  It implies locked-up facilities 
and institutions. A safe environment should also be a secure one, in terms of providing privacy and 
risk-based protection from harm, whether it be harm from intruders or thieves, harm from falling or 
leaving the premises unaccompanied if it is not safe to do so.  

Organisations should be required to consult consumers about the furniture, fittings, decorative 
features and colour schemes of shared spaces, when spaces are being built or are due for 
refurbishment.  

2.13 Draft Standard 6 ‘Feedback and complaints’ 

The organisation requirements should include ensuring privacy and confidentiality when a consumer 
seeks this in making a complaint, and providing for consumers to make an unidentified complaint if 
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they wish, as the notion of consumers feeling safe to make complaints is not picked up in the 
requirements.  

Cultural safety is also relevant here as anecdotal evidence shows that Indigenous people and people 
from other ethnic backgrounds may not speak up at all if their cultural needs are not met.  

Consumers and their family and carers should be provided with information and made aware of the 
availability of third-party support and how to access it as part of their orientation to the service, so 
they know where to find information and support when they need it, independently.  

 

2.14 Draft Standard 7 ‘Human resources’ 

COTA recommends that the consumer outcome statement for this standard “I get quality care and 
services when I need them from people who are knowledgeable and considerate” be reframed as “I 
get quality care and services as and when planned from people who are knowledgeable and 
considerate” to avoid the implication that this standard is about volume of service, rather than 
having sufficient staff resources in place to deliver the agreed services as planned.  

COTA is concerned about the requirement to demonstrate sufficient workforce, and recommends 
that it be defined in the evidence guide and supporting legislation with reference to the workforce 
being sufficient in numbers, skill level and mix to deliver the services agreed and as planned with 
each consumer. 

In general, the accompanying notes use stronger language than the organisation requirements. For 
example, the term “high-quality care” is used, whereas in the Standard itself, and in other Standards 
the term “safe and quality care” is used.  The same term should apply across the Standards 
documentation, and be defined in the glossary.    

The reference to qualifications 7.2b is problematic, as some roles require on-the-job training rather 
than qualifications, for example, laundry workers. COTA recommends this 7.2b be changed to 
include qualifications “and training”.  

While the guide to terminology on page 12 of the consultation paper includes volunteers in the 
definition of workforce, volunteers are not referred to as part of the workforce in the draft Standard 
7. Volunteers comprise a significant component of the workforce in aged care settings. Whilst the 
broad reference to “workforce” may be inclusive of volunteers, the organisation statement, 
requirements and the evidence guide should specifically include volunteers as part of the workforce.  

The organisation requirements need to include an additional requirement for organisations to 
demonstrate adequate screening, induction, training and ongoing support of volunteers engaged in 
the delivery of services for older people across all service settings and service types. In addition, the 
explanatory notes need to explicitly reference volunteers within each of the 5 key concepts outlined. 

 

2.15 Draft Standard 8 ‘Organisational governance’ 

COTA would prefer the inclusion of consumer participation in organisation governance structures as 
part of organisation requirements. 

The organisation statement of expectation should state to whom the organisation is accountable, 
that is, consumers and other stakeholders where relevant. 

 

In relation to 8.4, the evidence guide and supporting materials should elucidate and rate (e.g. from 
weak to strong) the different ways an organisation might seek, listen to and learn from the 
experience of consumers, families and carers to guide continuous improvement in this area, and 
encourage co-production with consumers, carers, the workforce and community. 
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2.16 Other comments and suggestions about the draft standards 

As stated above, COTA is concerned about how the organisation requirements for each Standard will 
be adapted so that they are proportionate to the size, scope and location of a provider. 

There should also be consideration of how the proposed draft standards can be streamlined for 
providers operating in multiple markets or for whom registration requirements apply. 
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3. Response to Options for assessing performance against quality 
standards  

 

3.1 Features of the existing assessment and monitoring process that should be 
retained 

The current complaints process through the Aged Care Complaints Commissioner, in conjunction 
with the Quality Agency and Department of Health handling of non-compliance, are features that 
will need to be retained, or replicated in a way that ensures the effective management of issues and 
poor performance. 

One of the strengths of the current assessment arrangement is the sliding scale of quality 
assessment depending on whether the program comes under the aegis of the Aged Care Act or not.  

One of the benefits of the previous NATSI Flexible Aged Care Program standards was that they 
allowed services to be extremely responsive to the lifestyle choices and needs of Aboriginal and 
Torres Strait Islander clients, including shifting care to different settings/locations to continue to 
provide care whilst enabling the older person to meet their familial obligations and to retain their 
connection to country, wherever possible. 

The current service self-assessment is useful, both in terms of providing a structure to review 
progress between visits and to guide preparation before a site visit. 

The verbal feedback session following the site visit is also extremely helpful and provides 
‘immediate’ feedback to site staff who have been involved in the visit and who might not read a 
formal written report. (This is particularly relevant for NATSIFACP sites where a large proportion of 
staff are local Aboriginal people for whom English is a second, third, or even fourth language.) 

 

3.2 Features of the existing assessment and monitoring process that need to be 
changed 

The introduction of a single set of standards means that organisations providing a range of services 
across aged care can now apply a single assessment process across all services, reducing the staff 
burden to know multiple systems and giving a level of consistency across their service profile.  

Changes are required to create a single process that is scalable from complex residential to single 
service home care. 

Consumer engagement and involvement in the assessment processes are essential and new 
methods to achieve these are required.  

COTA believes that new thinking on assessment of risk and quality is essential if the Aged Care 
Sector Roadmap aspirations for the future are to be pursued. 

Changing the standards under a new framework leads to consideration of the need for new 
assessment and monitoring models and approaches, allowing a range of organisations – that must 
meet designated criteria for independent accreditation bodies – to participate in future 
accreditation across the whole sector, eliminating the monopoly of the AACQA. 
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3.3 Preferred option for assessment against the quality standards 

Of the options outlined in the Options Paper 2017, COTA prefers Option 2 in combination with 
Option 3 

Option 2: 

 Allows organisations to implement one set of standards across all services with efficiencies of 
scale 

 Can apply a risk analysis from the governance level to the service level that provides assurance 
of compliance 

 Enables broad consumer involvement in the quality systems of organisations as well as in 
participation in assessments and monitoring 

 Is consistent with the Roadmap vision of a single quality system for the sector 

 Gets closer to mutual recognition of other quality systems 

A risk profile tool should be sourced or developed for organisations, for services and service types, 
and for consumers and client groups to give definition to the relative and appropriate levels of risk 
for the sector. 

The inclusion of Option 3 would be based on this risk relativity, and participating organisations 
would still be required to have appropriate safeguards in place. We also note the requirement for all 
standard legislative requirements to be met, including having a complaints resolution mechanism 
and engaging with the Aged Care Complaints Commissioner to resolve complaints. Consumers would 
be protected under Australian Consumer Law, and providers would be required to remain compliant 
with relevant state and territory legislation. 

From a consumer perspective, the risk of using such services is already understood in the fee for 
service, non-government subsidised market. When we pay for a house cleaner or a gardener, we 
understand the risk of the commercial transaction. If we are not happy, we stop using the service, as 
there are no exit penalties or transactional costs in changing providers.  

 

3.4 Features proposed to be common to all options 

COTA supports the common features proposed, however raises the following matters that need 
further information and exploration to ensure the successful implementation of the new system: 

 current descriptors rely on the role of the AACQA in methodology, data availability and 
intelligence gathering, consumer engagement (residential) and feedback, capacity for 
recognition of compliance with other standards, complaints, and better information about 
outcomes 

 proposal on reduced regulatory effort on low risk services seems lacking in available data. What 
evidence do we have that lower risk services need less time/effort in frequency of monitoring 
and /or support?  Can consumers experience harm from failure of low risk services? 

 the use of three yearly quality assessment reports to provide site information for consumers 
appears inadequate when consumers want real time information to be able to make choices 

 the statement on top of page 23 that organisations demonstrating effective governance could 
have reduced assessments by AACQA does not explain how such ‘effectiveness’ is being 
measured or promoted or even promoted as a strategy for risk based performance. More clarity 
would be appreciated. 

 greater consumer involvement is welcomed but the approaches to being ‘more inclusive of 
consumers’ are critical and need further development to ensure that the involvement of 
consumers in assessment allows both self-selection and representative sampling to inform the 
development of advice and usable material to foster consumer choice. 
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COTA also wishes to emphasise the need for culturally appropriate and safe approaches for 
Aboriginal and Torres Strait Islander people to ensure their involvement as consumers in quality 
assessment processes.  

We also agree that standards 3,4, and 5 should only be applied to organisations providing personal 
and clinical care, lifestyle support and/or services in a service setting, however we are concerned 
about the extent to which these standards may be applied across service settings which have 
previously not been held accountable to accreditation standards (particularly National Aboriginal 
and Torres Strait Islander Flexible Aged Care Program services). 

 

3.5 Additional points about assessment options  

COTA does not support Option 1, as it is based on the status quo which applies a different quality 
framework to different aged care services which is confusing for consumers and will pose a barrier 
to further integration of aged care services. 

COTA considers Option 3 will work well for low risk services such as telephone-based social support 
programs as well as for programs that are required to meet other quality standards (e.g. standards 
applicable to food services). However, ‘low risk’ services need to be clearly defined and consider the 
consumer profile as well as the service type.  

 

3.6 Maintaining appropriate safeguards for consumers 

The quality standards and assessment of organisations performance against the standards need to 
sit alongside existing legal requirements of providers and statutory consumer protections to ensure 
both quality and safeguards for consumers.  The increased emphasis on consumers as part of the 
new standards should also serve as an important safeguard for consumers. 

 

 


