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NATIONAL POLICY FORUM – CHALLENGING AGEISM 

WHAT IS IT AND WHAT WOULD AUSTRALIA LOOK LIKE WITHOUT IT? 

 

AGEISM IN AGED CARE AND HEALTH CARE 

Proposition by: Ian Yates, Chief Executive, COTA Australia 

1. We can approach this subject on a variety of levels and I’m going to try a few of them and 
therefore I’m approaching each of them at a fairly high level so forgive the absence of detail. 

2. First, the actual aged care experience - what we call “domestic violence” is underpinned by 
sexism, which remains widespread in our society. ‘Our Watch’ which is an anti-domestic 
violence CEO Patty Kinnersly said recently discussed the fears people have about calling out 
sexist attitudes in things like party jokes. She says it needs to be done as "Sexist and 
disrespectful attitudes are the most consistent predictor of a man's support for violence.” And 
"So while people can say, 'these things don't matter, they're just jokes', they actually do build 
an environment, bit by bit, where it's more likely that violence will happen against women." 

3. Similarly, elder abuse – in its various forms and in various contexts – is underpinned by ageism 
in the many facets we have heard about today – including ageist jokes and language. They all 
diminish. 

4. Domestic violence is unacceptable to all public leaders and organisations in our society ….   
but it still happens, widely and constantly. 

5. Abuse and neglect in aged care receive wide condemnation too and are clearly unacceptable. 
They are prosecuted and punished when discovered. Providers tell us that these are isolated 
instances. Yet over almost 30 years in ageing and aged care I have watched incident after 
incident come into the public arena and every time my friends in provider land tell me its an 
outlier and every time I wonder… and as they accumulate Im sure there are more than we 
know about.  

6. Its 29 years since we initiated the Aged Rights Advocacy Service (ARAS) in SA – among the first 
advocacy services with just 2 staff started as a program of COTA is now the largest and 
preeminent service within in OPAN. At the time, as CEO of COTA I would regularly receive calls 
from CEOs of aged care services – people I generally thought ran good services – asking me to 
get the advocate to back off… 

7. The notion of aged care residents having rights and the right to have access to independent 
help to exercise those rights was a new experience for many in the sector. The experience of 
advocacy services over the nearly 30 years since then informs much of COTA’s perspective on 
aged care, alongside the lived experience of those COTA members, and supporters and 
participants in our projects and advocacy who are the users of health and aged care services, 
or the carer of someone using them. 

8. From those perspectives I do think active and punitive abuse in residential or home care is 
more widespread than the provider leadership admit or recognise. However I don’t think its as 
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widespread and frequent as some of our media would have us believe – and I think that’s 
being evidenced by what we’re not seeing in evidence to the Royal Commission. 

9. However, … so-called “neglect” and ageist, disrespectful behaviours and attitudes in aged care 
are much, much more common and widespread than most providers will admit and was what 
was covered in the four corners report and in many complaints to the Commission. And 
consumers talk about constantly, but about which most will not complain about it because of 
the severe power imbalance in care contexts.  

10. This goes to many, many aspects of aged care including for example the meals experience. 
Now of course we all say people complain about institutional food but there are people who 
do it so well and people who do it so badly. Its about nutrition, choice, preference, timing, 
quality, meal spaces, personal involvement in meal selection and preparation – all of those 
things where we have a long way to go. Other things that we don’t have time to go into detail 
are  

 respect for people’s privacy;  

 treating people as individuals rather than a herd. (I’d reference you to Merle 
Mitchell’s witness statement to the Royal Commission)  

 choices over service type, design, timing, staff  

 disrespectful ageist language, terminology     

11. I want to say a quick word about restraints – physical and chemical restraint, which the 
research has now demonstrated what we have been saying for a long time, that its 
widespread. In our view this is abuse. Its an outcome of poor practice by too many aged care 
providers and the medical profession. Let me be very clear about that. The dilemma  in 
resolving this is you can create all kind of standards for aged care providers, but how do you 
get the medical profession to fall into line – on that the Government hasn’t so far fully 
resolved.  A lot of its not legal, but the sector has been getting away with it because of the 
discount we apply to being older and frail, or having dementia.  

12. I don’t have time to go into detail but I want to say Dementia is quintessential in a number of 
ways. People will tell you A diagnosis is a recipe for being treated as incapable and invisible …. 
And from a health perspective. It’s actually a disease not a state of ageing …but we talk about 
dementia as a stage of ageing.  

13. Changing Direction now about Aged Care in the public policy space. 

14. It’s instructive to review decades of aged care policy discussion and see how often the same 
messages recur year after year, decade after decade, but change is glacial or token, except in 
rare moments. 

15. A Senior Departmental Official in 1995 made a speech and said 

“The Department, in consultation with major stakeholders in the aged care industry, is 
examining the need to give older Australians greater choice in the variety of services they can 
access. We are looking at … the need to put the needs of the aged care consumer at the centre 
of any policy and program analysis.” 
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You would’ve think we made huge progress since then.  

16. The recent reform process has its origins in National Health & Hospitals Reform Commission 
Report 2009 and the parallel work of the National Aged Care Alliance in spelling out a new 
Vision for Aged Care also in 2009.  

17. While other recommendations of Reform Commission Report were adopted by government 
(some but not all were implemented) the aged care chapter and the NACA Vision led to the 
Productivity Commission Inquiry – Caring for Older Australians.  

18. The PC Report was insightful, comprehensive, well thought through and has become the 
blueprint for all subsequent change even when it was not implemented as originally 
proposed. 

19. A pretty solidly united sector worked with zealous and knowledgeable Minister and 
reasonably keen department to convert the PC Report into a reform package. 

20. However, the battle to get what became LLLB was enormous through a long and difficult with 
strong resistance within ERC and Cabinet, where the numbers were with the introduction of 
the NDIS. We had to fight that you could actually put Aged Care in a reform process in the 
same year as you did NDIS.  

21. There were many people who recognised the importance of NDIS but it was not taken as 
serious that you needed to do something in aged care. I won’t go into details of how we did it 
but it happened.  

22. In the end a lot of the PC Report recommendations were put aside and only implemented in 
parts – but we did get more Home Care Packages and a wider range of them – but most of 
them were in the back end of the ten years of the LLLB plan. We did NOT get consumer 
empowerment through fund holding  and control over packages and residential funds. 

23. We welcomed LLLB as the best thing since sliced bread, but that’s because when you get 
some change you encourage Governments to do more. I would also observe that election 
after election, on both sides of politics, we have seen either seen no ageing and aged care 
policies released, or when it was it was in last days of the campaign and often looked exactly 
the same. 

24. In fairness, in 2018 Budget we got the “More Choices for a Longer Life” package of measures  - 
42 measures across 12 portfolio areas as a linked package. But keeping the Government’s 
commitment – not withstanding the champion of the package was the then Treasurer now 
Prime Minister – keeping the government’s commitment to this as an ongoing challenging 
exercise because ageing is not seen as a vote changer.  

25. I want to note that within that package was a mental health program for older people in 
residential aged care. I cannot go into detail but I can tell you that the need for this program 
was strongly contested throughout the Budget process on very ageist grounds from central 
agencies and it was the courage of a couple of senior public servants and two persistent 
Ministers and some very dire warnings from us that kept it in the package, but even then at a 
lower level of resourcing than it was supposed to be. 
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26. It isn’t just in Australia that these things happens a European report – which I wont read in 
much detail – just says “Governments are in denial about the ageing and need to undertake a 
critical reappraisal. Business is failing to play a positive and constructive part in realising and 
addressing opportunities and challenges” and so on. We are not as a society dealing with the 
scale of the change.  

27. I now want to turn to a disruptive question “Why do we actually have an aged care system?” 
The question I raised in the first briefing session with the Royal Commissioners and staff. 

28. Just imagine for a moment …. That we have 

 Advanced Care Directives are universally supported and respected;  

 GPs and Allied Health professionals are rewarded financially and do engage with 
people who are older to provide enabling, restorative and rehabilitative support; 

 Every person has timely and affordable access to mental health services;  

 Every person receives timely and affordable access to appropriate palliative and end of 
life care; 

 Robust and powerful age discrimination laws that don’t rely solely on individuals 
having to prove a case; 

 Robust, powerful elder abuse laws, including tightened and strengthened Power of 
Attorney legal framework;  

 We have housing policies that ensure that every person has access to affordable and 
appropriate housing;   

 We have a public transport system that is designed for people who have travel 
patterns and needs other than or in addition to going to work, school and Westfield 
shopping centres;  

 We have strong social security provision for people who are acting as carers;  

 We been huge investment in development of age friendly and dementia friendly 
communities enabling people to continue living in their communities. 

Imagine if we had all that – what would we need an aged care system for? 

29. There are two population cohorts we still institutionalise – older people needing support and 
care – and prisoners.  

30. Our aged care system is changing but its still very heavily based in funding and perception of 
residential care , into which we “put” older people. It’s a form of ware-housing, which over 
recent decades we have sought to make more humane. The worst of which I suggest to you 
are secure dementia units about which Ive written in an op-ed today.  

31. Aged Care is actually a testament to the failure of the health system and the whole human 
services system to properly and adequately address the needs of an ageing population  
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32. That’s a segue into my final points …. About our Health system.  

33. Health has limited understanding of older people’s health, for example much of its data 
collection stops at 65 and includes everyone over 65 as one cohort, which in health terms is 
nonsense. That’s changing, but its still very much the case.  

34. There’s Lack of recognition that older people are their major customers. When they see the 
data they’re always amazed.  

35. The health culture is still principally “deficit management” rather than “strength enhancing” – 
again its changing but its very slow. 

36. Older people by and large are presented as “medical problems” not a whole person in whom 
lots of ageist behaviours and patterns can actually be creating the ill health.  

37. Then there remain the openly ageist attitudes such as telling older patients “At your age you 
have to expect …. that you will be getting X or Y” or  “If you were younger we would do X to 
you but at your age we’ll just do Y”. Then of course there is the Dr talking not to the older 
person but indeed about them, in front of them, to a son or daughter or husband; and then of 
course the old people who are “bed blockers” and not that’s not just the issue of that being an 
appalling descriptor but it also relates to the practices of state health Departments and 
Hospitals of basically attempting to get people out as fast as they can by sending people from 
acute care to be locked up in residential care. One of the things I talk about in my op-ed today 
are people who have suffered post-acute delirium and been sent to secure dementia units 
and actually try and get out of them.  

38. In “More Choices for a Longer Life” we fought to get (i) more $$ for palliative care in 
residential care; (ii) a mental health program for people in residential care; (iii) an oral and 
dental health program – didn’t succeed although Labor did adopt the policy at the last 
elections.  

39. But these wins / victories we had are actually testament to failure. Why do we need special 
programs – because the health system doesn’t deliver for older people, or indeed for the aged 
care system that we have tipped people into.    

40. So all of these things are underpinned by the ageism we think about today. You can’t just look 
at functional reform we have to underpin it by changing the ageism that supports it.  

 


