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About COTA Australia 
COTA Australia is the national consumer peak body for older Australians. Through its own 
networks and those of the State and Territory COTAs (Councils on the Ageing) around Australia we 
represent more than 1,000 seniors’ organisation members - which jointly represent over 500,000 
older Australians - and around 40,000 individual members and supporters, 

COTA Australia focuses 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. 
COTA Australia has been in the forefront of aged care reform for many years, both in its own right 
and as a leading member of the National Aged Care Alliance.    

In preparing this document COTA Australia has drawn on the work of the COTA Federation over a 
significant period, and during time the Royal Commission has been operating, discussions at our      
National Policy Council, and material arising from extensive, recent and relevant consultations 
with members and stakeholders on many of the issues before the Commission. We submit it in 
order to contribute to the deliberations of the Royal Commission. 
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Preface 

This “General Submission” from COTA Australia is one of a number of substantial 
inputs from COTA Australia to the Aged Care Royal Commission, commencing with 
the tendering to the Commissioners, before the formal commencement of its 
proceedings, of many of our submissions to the Federal Government, the 
Productivity Commission, the Legislated Review and the Carnell/Paterson Inquiry. 
We also tendered National Aged Care Alliance (NACA) documents that we thought 
were particularly relevant and reflected strong COTA positions. We discussed some 
of this material at meeting with Commissioner Briggs and Commission staff and 
Consultants in Adelaide late 2018.  

We have since provided a Witness Statement for the appearance by COTA 
Australia’s Chief Executive, who presented for most of the first formal day of 
Hearings in Adelaide in February 2019.  We have subsequently participated in 
several Roundtables, provided numerous briefings to Commission staff and 
Counsel, and appeared at the February 2020 Roundtable and then the Adelaide 
Workshop Hearing on Redesign of the Aged Care system, on which we also made a 
submission. We have recently completed a submission on Governance, and 
Submission 1 on Lessons to be learned from the COVID-19 experience (we will make 
a second submission by the new deadline of 4 September). We are finalising a 
submission on Financing Aged Care which will be submitted on 4 August.     

This General Submission has been prepared over the latter part of 2019 and early 
2020. It was intended to be submitted in March 2020 but got delayed by COVID-19 
developments in which COTA Australia has been heavily involved. In preparing this 
submission COTA Australia has drawn on its own earlier work, the work of the other 
members of the COTA Federation over a significant period; and, during the time the 
Royal Commission has been operating, discussions at our National Policy Council, 
discussion with members of the Consumer Organisations Forum of the National 
Aged Care Alliance (NACA); and material arising from extensive, recent and relevant 
consultations with members and stakeholders on many of the issues before the 
Commission.  

The submission has been reviewed and updated prior to submission now, but due 
to continuing time constraints may contain some information, comment or views 
that have been superseded by events or revised policy decisions. These, if any, 
should not detract from the overall richness of this consultative input. COTA 
positions in the System Design, Governance and Financing Aged Care Submissions 
take precedence. However, this submission covers a very wide range of issues from 
our consultations with consumers and their representatives, many through State 
and Territory COTAs, that are not covered in any other material and which warrant 
the attention of the Royal Commission. We submit it in belief it will make an 
important contribute to the deliberations of the Royal Commission. 
 
Ian Yates AM 
Chief Executive      31 July 2020  
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WHAT IS COTA’S VISION FOR THE FUTURE OF AGED CARE? 

Community Expectations 
Community reactions to recent media exposures of abuse and neglect in aged care have justifiably 
resulted in outrage that older, vulnerable Australians could receive such treatment, even if it is, as 
the aged care industry asserts, only a minority of “bad eggs”. Any level of abuse or neglect in aged 
care is unacceptable on basic human rights grounds alone, let alone it being a breach of aged care 
standards and frequently the law. 

The outrage expressed about abuse and neglect in aged care – predominantly in residential care – 
has not tended to be matched by similar levels of outrage about “elder abuse” in the wider 
community. It is important context for the Royal Commission to also take account of the scale of 
elder abuse that occurs outside the formal aged care setting, in the home and the community, 
including by families and close friends, and even by attending professionals or others in a trust 
relationship.  

These incidents of abuse can come in many forms from emotional, financial or physical abuse and 
neglect, to any combination of these. What this suggests is that what is required in society is a 
fundamental change in community attitudes to older people.  Abuse is unlikely to be fully 
eliminated in aged care until it is properly addressed across the whole community. 

While recognising that there has been no comprehensive study of the community’s expectations 
of aged care services, COTA Australia believes these expectations include a system that:  

(a) provides older Australians and their families substantial choice and control over the 
provisions of type of support and care they are assessed as needing, how and where that 
is provided, and on what terms; 

(b) fully engages consumers and families in the design, delivery, operation and review of 
support and care as a fundamental part of the culture of the system;       

(c) delivers care and services that provide for optimal quality of life;  

(d) delivers care and services to a high-quality standard in a person-centred manner including 
meeting the new aged care quality standards developed from a consumer perspective; 

(d)  provides access to care on a timely basis without any undue waiting period or rationing;  

(e)  is simple to access and navigate, regardless of background and with assistance for people 
who may experience barriers; 

(f) is transparent to the consumer in terms of service descriptors, pricing, staffing numbers 
and mix, quality of life measures, quality of care indicators, complaints handling, 
regulatory compliance and customer feedback; 

(g)  has robust complaints and whistle-blower processes, including advocacy support for 
consumers;  

(f)  provides services in a fair and equitable way (so that people with the same level of need 
get the same promptness of service and the same level of care);  

(g)  is financially fair and equitable (so that people of similar means pay the same, and people 
with capacity to contribute significantly do so, while those without means are provided 
for);  
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(h)  is delivered free from abuse, neglect, exploitation or retribution. 

It is COTA Australia’s view that a new framework is required to achieve these objectives.  It is clear 
to COTA Australia that significant parts of the system fall short of providing the high-quality aged 
care that is required to meet community expectations in a variety ways, and that system 
constraints are an impediment to the highest quality being the norm. 

COTA Australia believes that a commitment to high quality aged care must be embedded at every 
level in each organisation and service.  This will require that the Board and Management are 
committed to this outcome, and that it is made the core focus of all the objectives of the 
organisation.  Staff must be supported to understand what the organisation expects, culturally 
and practically, in terms of its daily activities. 

One witness has put it to the Commission in these terms: 

‘Our strategic goal as an organisation is life-enrichment … life enrichment doesn’t come 
with accommodation and a bed and a meal and basic clinical care.  It comes with 
enhancing well-being, it comes with reablement, it comes with social connections.  And we 
are seeing these outcomes firsthand.’1 

COTA Australia believes that this is the cultural framework needed to address the issues that have 
come before this Royal Commission. It of course needs to be supported by changes to the policy 
architecture of the industry and adequate funding and financing.  

Aged Care Reforms 

Historical Reforms 

As noted, COTA Australia has been a voice for aged care reform throughout our 60-year history. 
Among our earliest papers we focused on the need for ‘Aged Persons Homes’ and ‘Domiciliary 
Services’. In its early decades the COTA movement either gave birth to or acted as the midwife for 
the birth of a wide range of organisations that now make up the aged care sector, including most 
Senior Citizens Clubs throughout Australia, the now Aged and Community Services Australia, 
Meals on Wheels, Universities of the Third Age, various of the Retirement Village Residents 
Associations, Carers Associations, the Continence Foundation, several Seniors Information 
Services, and more. 

COTA Australia is a very active participant in the ongoing pressure for reform of aged care, 
providing leadership on reform related issues with government, industry stakeholders and older 
Australians and their families. COTA Australia is a Sponsor member of the National Aged Care 
Alliance and participates in a number of Alliance advisory committees as a strong and outspoken 
advocate on behalf of older Australians and those supporting their interests.    

We acknowledge that over the past 60 years aged care has developed in many positive ways. It is 
not our intention to provide a detailed history here as we presume the Commission will be able to 
access that from other sources, but a brief summary will put the current reforms in a broader 
context.  

The beginning of Federal Government involvement with the recurrent funding of nursing homes 

 
1 Evidence of Mr Chris Mamarelis, CEO, Whiddon Group, 25 June 2019, p.2429. 
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was the 1962 amendment to the National Health Act 1953. 

In the 1966 Budget government announced that for the first time it would provide subsidies 
toward the capital cost of nursing homes under the Aged Persons Homes Act 1954. The decades 
since have seen a long list of reviews and various formulae and arrangements for the funding of 
residential care.  

However, it was not until late 1987 that the first uniform national outcome standards were 
introduced for nursing homes, and for hostels only in 1991. Following the report on Residents 
Rights in Nursing Homes and Hostels in May 1989, a Charter of Rights and Responsibilities was put 
in place in December 1990, and advocacy services were funded in all jurisdictions.  

In the 1997 reforms the range of aged care standards was increased, and the independent Aged 
Care Standards and Accreditation Agency was established. All these reforms led to improved 
standards. 

However, the system architecture of residential aged care has largely remained the same for 
some decades with a limited number of government-funded ‘beds’, available in a pre-defined 
suite of government-chosen locations. 

Community preference for care at home, coinciding with government’s desire to limit the growth 
of high cost residential care, led to the introduction of the Home and Community Care (HACC) 
program, established in 1985 as a joint initiative of the Australian Government and State and 
Territory Governments.  This program replaced four service-specific programs for the purpose of 
providing an integrated and coordinated suite of services within a single program.  

In 1986 a new HACC service model was developed, known as Community Option Projects (COPS) 
or ‘Linkages’ in Victoria. COPS/Linkages were provided with a budget for case management and to 
broker required services.  The aim of this model was to enable the service to ‘organise services 
with an individual focus. The skills of a case manager and a flexible budget allow purchase of 
services, including those not available from HACC agencies.’2  

The Commonwealth introduced Community Aged Care (CACP) Packages from the mid-1990s.  As 
with the HACC program, the purpose was to provide a clear alternative to residential care and in 
response to the growing preference of older Australians to remain in their own home as long as 
possible and was the first example of packaged care. In the early 2000s more intensive levels of 
support in the form of the Extended Aged Care at Home (EACH) and Extended Aged Care at Home 
– Dementia (EACH-D) were added to CACPs. 

From 2009 COTA Australia has given consumer focused aged care its highest priority. We were a 
driving force in development of the National Aged Care Alliances 2009 “Leading the way – our 
Vision for Support and Care of Older Australians”. We actively pushed for and contributed 
significantly to the Productivity Commission’s Inquiry and 2011 Report, ‘Caring for older 
Australians’. COTA Australia supported the Living Longer. Living Better suite of reforms in 2012 by 
the then Labor Government as significant step, albeit limited in some respects, toward a better 
system. Since then COTA Australia has been actively engaged in advocating for the various aged 

 
2 Australian Government (2007) National Program Guidelines for the Home and Community Care Program, p9. Available 

from: 
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/HACC/PDF/National%20Program_Gu
idelines.pdf  
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care reforms which have been introduced across government-funded aged care. 

In 2012, all State and Territory aged care services, with the exception of those in Western 
Australia and Victoria, were transferred to the Commonwealth government and in 2014 the HACC 
program was replaced by the current Commonwealth Home Support Program (CHSP). Victorian 
and WA have since joined.  

As a significant part of the Living Longer Living Better reforms of 2012 CACP, EACH and EACH-D 
packages were absorbed into a broader Home Care Packages Program with Levels 1-4 and 
dementia supplements. From mid-2015 these packages were required to be ‘consumer directed’, 
providing a focus on consumer choice about the services the older person determined that they 
needed based on the professional advice of their assessor and provider. This had limited success 
at the provider level as the provider still controlled the Package and there were no real sanctions 
for not delivering in a consumer directed way. 

The process of reform was continued by the Abbott and Turnbull Governments, with the aim of 
giving consumers more say about their choice of aged care provider and mix of services by placing 
control of individual funding into the hands of consumers, more in line with the Productivity 
Commission proposals. On 27 February 2017 (based on a 2015 Budget decision) Home Care 
Packages moved from being allocated to providers to being assigned to consumers – the single 
most important step to date in enhancing consumer control in aged care.  

COTA Australia supports a single Care at Home program being developed by Government, as 
government has twice promised but not delivered, and as envisaged by the National Aged Care 
Alliance’s Care at Home Reform Advisory Group in its May 2018 paper “Proposed Integrated Care 
at Home Model”, which is available in the Alliance’s Streamlined Consumer Assessment paper 
from February 2019.3 

COTA Australia continues to advocate strongly for improvements across aged care including by 
providing consumers with more choice and control in residential care with control over funding, 
increased support to understand and navigate the aged care system, increased transparency 
about fees and charges and improved quality of aged care services. 

COTA Australia represents older Australians on a number of government advisory bodies including 
the Aged Care Sector Committee, the Aged Care Financing Authority, the Aged Care Workforce 
Taskforce, Chair of NACA’s Gateway Advisory Group, member of the Aged Care Quality and Safety 
Commission’s  Advisory Council and various other advisory groups on the elements of reforms 
underway from time to time. 

Recent quality and safety reforms 

COTA Australia supports the consolidation of aged care regulatory functions into the single Aged 
Care Quality and Safety Commission (ACQSC). COTA Australia welcomes this single agency in 
which complaints and assessment functions have been combined from 1 January 2019, and 
supports the inclusion of compliance, sanction and prudential functions from the Department of 
Health by 1 January 2020.  

 
3 National Aged Care Alliance, Submission in response to the Streamlined Consumer Assessment for Aged Care Discussion 

Paper – Department of Health, December 2018, https://naca.asn.au/wp-content/uploads/2018/11/NACA-
Streamlined-Consumer-Assessment-For-Aged-Care-Endorsed-21-Feb-2019.pdf 
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While this agency has been developed based on the recommendations of the 2017 
Carnell/Paterson Inquiry4, its establishment was also recommended by the 2011 Productivity 
Commission Inquiry, but not adopted by the then Government. (Noting that unlike the ACQSC, the 
PC envisaged that the Australian Aged Care Commission (AACC) would also have responsibility for 
independently determining a schedule of prices and related indexation.)  

COTA Australia was a staunch advocate of the Carnell/Paterson recommendation that the single 
agency should be mandated to develop improved consumer engagement strategies5, both for 
itself and as a facilitator of education and best practice across the sector. We were pleased the 
Government adopted our recommendation to include this in the roles and functions of the ACQSC 
following our urging, and that Parliament supported this position in the provisions of the 
legislation passed late last year.  

With the introduction of a new single set of quality standards from 1 July 2019, which COTA 
Australia also strongly supports, and the inclusion for the first time of ‘consumer outcome 
statements’, COTA Australia firmly believes improved consumer engagement will be a critically 
important addition to the monitoring and assessment of quality standards.  

COTA Australia believes this single set of quality standards for all aged care services together with 
the single Charter of Aged Care Rights for all aged care recipients provides a stronger basis for 
improved assessment of provider performance in achieving quality consumer outcomes, and the 
publication of improved information about quality will help consumers make informed choices 
about aged care and services. 

Equally important is the ability for the ACQSC to impose sanctions on poor performing providers 
themselves, without the bureaucratic hoops of interagency dual responsibilities. The transfer of 
sanctions and other enforcement powers, including prudential matters, from the Department of 
Health to the ACQSC from 1 January 2020) will be critical to ensuring the ACQSC can appropriately 
meet the expectations of consumers that providers who put the safety of older Australians at risk 
are swiftly and fairly penalised.  

COTA Australia has also argued that the ACQSC should be provided with additional powers so that 
it has a robust and varied suite of regulatory tools at its disposal. We believe these should be 
similar to those of other regulatory bodies such as ASIC and the ACCC and include enforceable 
undertakings, financial penalties, actions against individuals and the ability to appoint business 
and clinical administrators. While this will not be possible within the timeframe to transfer 
existing powers by 1 January 2020, work must start now and the new powers implemented during 
2020, and then reviewed again after the Royal Commission’s Final Report.      

COTA Australia also supports provisionally the National Aged Care Mandatory Quality Indicator 
Program from 1 July 2019, believing that if providers are required to supply robust, valid data to 
measure and monitor their performance and support continuous quality improvement and if 
consumers are to have access to transparent, comparable information about quality in aged care 
to aid decision making, then this data must be provided by all agencies and not only those who 
choose to participate.  That mandating applies to the previously voluntary indicators so the 
reports will initially be limited to measuring pressure injuries, the use of physical restraint and 

 
4 Carnell, K and Paterson, R, 2017: Review of Aged Care Quality Regulatory Processes. 
5 Carnell, K and Paterson R, 2017 Op cit., p.vii. 
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unplanned weight loss of residents in aged care facilities. COTA Australia does not think this is a 
robust enough mix of measures and more are needed, which is why our support has been 
provisional. Government but it is intended to widen this scope over time. The More Choices for a 
Longer Life fact sheet on mandatory national quality indicators from the Federal Budget 2019-20 
flagged the expansion of the program to cover falls and fractures and medication management 
but contains no timeframes for this expansion. 

COTA Australia has a specific concern about the current Aged Care Act 1997’s Division 86 
‘Protection of Information’. The definition of ‘Protected Information’ in our lay view appears to be 
too broad in its use of the clause ‘relates to the affairs of an approved provider’. Because of this 
clause, very little information about complaints or decisions is published. This detracts from the 
community’s confidence in the complaints system.  

More broadly, in the context of what is, for example, permitted or not permitted to be purchased 
from a home care package, or charged for a residential care additional service fees, there would 
be great benefit in the Commission publishing the outcomes of complaints to help foster a more 
consistent application of these decisions.  

In the case of some complaints, satisfactory resolution for over-charged fees or permitting 
purchases from a package has been achieved. However, these decisions (identifying the provider 
or not) are not published, presumably because of the broad definition of protection of 
information.  

COTA Australia would like to see a great deal more publication of complaints and resolutions as 
part of any future aged care system and would urge the Commission to consider removal of any 
legislative barriers that prevent it from occurring.  

Finally, COTA Australia notes that while the single quality framework, single charter of rights and 
the ACQSC will cover forms of aged care services, the ACQSC will not be responsible for the 
monitoring of complaints in relation to My Aged Care and other pre-service delivery issues.  

For an agency like the ACQSC to be truly independent and a one-stop shop, COTA Australia firmly 
believes it must have oversight of the government-procured services that provide access and 
assessment for aged care services. While the most recent Bill establishing the ACQSC did not 
expand the coverage to include My Aged Care and Aged Care Assessment Team complaints, COTA 
Australia will continue to advocate for this position, which we were unsuccessful in gaining 
agreement on by Government or the Parliament last year.6 

Reforms not yet implemented but identified in earlier enquiries  

COTA Australia advocates for consumers having more choice in the services they receive, 
increased support to understand and navigate the aged care system, increased transparency 
about fees and charges and improved quality of aged care services.  COTA Australia’s track record 
demonstrates that it has been influential in shaping reform of the aged care system and in 
providing consumers and their families/carers with a coordinated mechanism which amplifies 
their voice to government.   

However, COTA Australia is concerned about the pace of change and governments’ lack of 

 
6 COTA Submission to the review of National Aged Care Quality Regulatory Processes, July 2017. 
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openness as to when they plan to dismantle the current system of aged care rationing and 
implement the entitlement system, based on assessed need, recommended by the Productivity 
Commissions in its landmark report Caring for Older Australians (2011). 

The recommendations of the Legislative Review of Aged Care 2017 (Tune report) and Review of 
National Aged Care Quality Regulatory Process 2017 (Carnell’s report) , building on the 
recommendations of the Productivity Commissions 2011 report have been instrumental in 
articulating the aged care sector’s reform vision. At its broadest expression, this vision 
encapsulates a commitment towards the realisation of a more consumer driven, choice-based and 
enabling system.  Albeit, from a consumer perspective, slow in its translation to the frontline, the 
implementation of the Living Longer Living Better package of reforms has facilitated the 
emergence of a new system.  

COTA Australia applauds that in this evolving system, care and the supply of different care types 
are increasingly being concentrated around timely, effective and balanced safety-oriented 
responses to the demands of consumers. Significantly, from a COTA Australia perspective, service 
provision is being influenced by a growing, enduring commitment to wellness, reablement and 
restorative approaches with the aim of promoting and optimising older Australian’s health, 
independence and autonomy.   

However, as is clear in the witness statements before the Commission, progress in many areas is 
slow and in some virtually non-existent. There is still much to be done, especially in the areas of 
introducing a single seamless aged care system, strengthening sector-wide leadership at all levels, 
maturing organisational and clinical governance and accountability to consumers, building the 
competency and skills mix within the workforce, and improving the accuracy, transparency and 
availability of data, including financial data. 

The Aged Care Sector Committee (ACSC) in March 2016 presented government with a clear 
pathway, and accompanying timeframe, (the Aged Care Roadmap) for taking the sector into the 
21st century. The Roadmap’s overarching commitment — to the development of a consumer 
driven and choice and control based aged care industry — is well aligned with Tune’s 
recommendations. While aspects of the Roadmap are now out of date its destinations are still 
valid and have been repeatedly reaffirmed by sector leadership.  

Person-centred care is the foundation stone of the Roadmap’s envisaged aged care industry.  The 
Roadmap promotes service provision’s raison d’etre as enhancing a person’s quality of life.  In 
addition, the Roadmap is unambiguous in its assertion that the aged care industry, if it is to enable 
and sustain competent, affordable and timely care, must be underpinned by sound, transparent 
financial principles. 

Using the Roadmap’s nine domains as the overarching structuring device, COTA Australia has 
identified the following reforms as not yet being implemented by government. 

How do consumers prepare for and engage with their aged care? 

The government, with considerable input from industry stakeholders, has made positive inroads 
into assisting consumers to prepare for and engage with their aged care (Tune, Recommendation 
24). 7 The establishment and, more specifically, the recently introduced changes and the 

 
7 Tune, D. 2017, Legislative Review of Aged Care 2017, p. 15. 
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commitment to the ongoing enhancement of My Aged Care have provided many stakeholders 
with a more readily available source of information about and a defined, centralised entry point 
into the aged care system.  However, as the Royal Commission has been advised by various 
witnesses, this entry point needs to be further enhanced to ensure it is inclusive and reflective of 
all members of the community.   

Also, government must pay greater attention to the currency, accuracy and reliability of the 
information posted on the My Aged Care website. All older Australians need to be able to trust 
My Aged Care and be able to use it as a reliable informant in their decision-making about the 
availability, appropriateness, affordability and quality of aged care services. Older Australians and 
families need to have access to information which will enable them to calculate the cost 
effectiveness of what is offered by one provider as compared to others.  

COTA Australia supports the introduction of the Aged Care Quality and Safety Standards 
(Standards). The Standards are a genuine and constructive way of assisting older Australians, 
especially those receiving government subsidised aged care services, and more generally the 
community, to be more grounded in knowingly asserting their rights.  To ensure that the 
Standards gain proper and sustained traction is critical that the required regulatory mechanisms 
are adequately resourced to ensure all aged care consumers’ rights are respected and upheld. 

The anticipated rights-based attitudinal and behavioural shift in the aged care consumer base 
should be strengthened by the existence of the ACQAC (Carnell/Paterson, Recommendation 1) 8, 
the Charter of Aged Care Rights and the most recent improvements to the content and 
functionality of the My Aged Care website and processes (Tune, Recommendations 22 and 25).9 
Although it is still questionable as to the extent the newly launched My Aged Care website will 
assist in reducing access barriers for segments of the age care population, including those 
identified in the Aged Care Act 1997 as ‘Special Needs Groups’.  Representatives from many of 
these groups have advised COTA Australia that they will continue to encounter challenges in 
accessing and utilising information and resources that are supposedly targeted to enable them to 
confidently exercise choice and control in accessing services that meet their accessed needs and 
preferences for how care and support are delivered.  

In Victoria the Access and Support model assists older people to navigate the aged care sector.  
COTA Australia advocated strongly for government to implement an integrated set of consumer 
supports, a position supported by NACA and then Tune. The nationwide My Aged Care Navigator 
trial led by COTA Australia is also currently underway and it is hoped it will deliver improved 
service access and engagement for these groups.  

The trial (comprising 65 individual trial sites nationwide) is working with aged care consumers and 
service providers to understand, investigate and test meaningful and sustainable ways to facilitate 
better access for those who are disadvantaged by the current centralised, largely main streamed 
approach to providing information and determining eligibility for and access to subsidised aged 
care.  

However, the lack of printed translated materials and limited number of languages translated is 
an issue being faced by the Navigator trials.  It would appear to be an indication of the limited 

 
8 Carnell, K and Paterson R, 2017 Op cit., p.vii. 
9 Tune, D, 2017, Op cit. p. 15 
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extent of commitment to making information readily available to these groups. 

Government has made intermittent attempts to challenge ageist stereotypes.  Over the past 
decade occasional upbeat media campaigns have focused on presenting ageing as a positive life 
stage.  However, of concern is that the genesis of these publicly funded campaigns has largely 
been a reactive response to nightmarish media accounts of ‘life as a vulnerable older Australian’.   

Government still has many challenges to work through to move the community from ageist, 
reactive attitudes to ageing and aged care services to one where older Australians, their families 
and carers are proactive in preparing for their future care needs and are empowered to do so.  As 
noted in Carnell/Paterson’s recommendations, much more needs to be done to make the industry 
more transparent – informed decision making requires accurate, reliable information (the 
evidence base). Achievement in this area could be well served by government regularly 
monitoring and holding providers responsible for the quality, accuracy and currency of the 
information they provide, plus resourcing a strong, evidence based older persons advocacy 
program.  Government needs to take a central position in modelling, promoting and supporting 
non-ageist attitudes and behaviour.  

Included as part of this approach should be a strong commitment to improving the health and 
aged care literacy of all segments of the Australian community.  There is a need for more sector 
transition support. Compared with the NDIS there has been little investment in the sector to 
support them through the change process.  There is a similar need for consumer capacity-building 
to help people to understand the changes in place and the information provided. 

COTA Australia would welcome government’s investment in and implementation of a co-
designed, planned, continuous and progressive multimedia approach to promoting non-ageist 
attitudes and, given the recent developments, building positive My Aged Care and Navigators 
brand awareness and associations. 

Assessment of eligibility for aged care services  
COTA Australia supports Tune (Recommendations 26 to 28)10 in its articulation of the need for ‘a 
single government operated assessment process that is independent and free, and includes 
assessment of eligibility, care needs and maximum funding level’.   

However, at present, the aged care sector is only at the threshold of implementing the required 
reforms in this area. Early in 2019, the government consulted aged care stakeholders regarding 
the implementation of a streamline assessment approach and the creation of a single assessment 
workforce (Tune, Recommendation 27)11.    

COTA Australia acknowledges the proposed changes are definite steps in the right direction in 
delivering the Roadmap’s assessment destination.  However, the industry is still awaiting 
government’s response to the consultation — and if, when and how the anticipated changes 
would be rolled out.  In the meantime, as acknowledged by government and experienced by older 
Australians, there is both duplication and gaps, huge variation in assessment outcomes, and 
inefficiency within the current assessment process.  Due to such system inefficiencies many 
consumers are requested to undertaken multiple assessments.   

 
10 Tune, D. 2017, Op. cit., pp. 15-16. 
11 Tune, D. 2017, Op. cit., pp. 15. 
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Government’s current lack of transparent reform action in the assessment area is impacting 
adversely on services’ capacity to plan for the anticipated changes which were originally mooted 
to be introduced in 2020.  The delay is similarly having flow on effects to the current dual 
assessment workforces, adding to workers’ stress within an employment environment where 
uncertainty is already rife. 

COTA Australia believes that the delivery of any single streamlined assessment process or model 
must cover the full care continuum as proposed by Tune (Recommendation 28)12, and articulated 
more fully in the Roadmap statement of a single aged care assessment system that is agnostic as 
to where care for older Australians is received.  At presence, there is ambiguity around what 
government is proposing.  For instance, to what extent would input from a range of disciplines be 
accommodated under government’s proposed single assessment model? 

There is near unanimity in the aged care sector that an assessment process independent of 
service providers and at arm’s length from day to day government control, would improve the 
timeliness, consistency and quality of aged care assessments, as well as allow for more in-depth 
and transparent collection and analysis of key data on unmet need.  COTA Australia fully supports 
this view. 

Provision of aged care services 

How are consumers with different needs supported? 

Supporting the diversity of need among consumers is an ongoing major challenge for the aged 
care sector, with both Tune (implicit in the Recommendations 22-34)13 and Carnell/Paterson 
(Recommendations 5-7)14 signalling key areas for targeted attention.  COTA Australia applauds 
that government has initiated several significantly constructive developments including: 

• The 2019 launch of the ACSC’s action plans under the Aged Care Diversity Framework 
• In February 2019, the commencement of the Aged Care System Navigation trial  
• The 2019 Federal Election commitment ($10 million) to CALD Navigators 
• Review of the multipurpose service programs 
• Consultations with sector stakeholders – for example, about the proposed redesign of the 

National Dementia Support Program 

Despite their enthusiastic commitment to active engagement in these initiatives, a major issue for 
the sector uncertainty about what government intends to support and recurrently fund.  There is 
a similar absence of information on what is being done to establish an evaluative framework to 
inform ongoing development of these initiatives.  Much consumer and provider time, effort and 
resources has been directed to gathering information and identifying various consumer groups’ 
specific aged care needs and preferences, and on strategising appropriate responses. However, 
for this work to translate into constructive services and responses, more commitment is required 
to achieve sustained behavioural and attitudinal changes. A common utterance across the various 
stakeholder segments is that government seems more invested in throwing policy balls in the air 
than formalising and resourcing pragmatically agreed solutions.  

 
12 Tune, D. 2017, Op. cit., pp. 16 
13 Tune, D. 2017, Op. cit., pp. 15-16 
14 Carnell, K and Paterson R, 2017 Op cit., p.vii. 
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COTA Australia believes that government needs to commit to markedly enhancing access to and 
utilisation of services by older Australians based on assessed needs and personal preferences – 
regardless of cultural and/or linguistic background, sexuality life circumstances or location.   

The My Aged Care Service Finder paints a positive picture of the system’s readiness to support the 
needs of the various segments of the aged care population. However, what is being 
demonstrated, as is encouraged by government, is providers nominal willingness to provide 
services to all population groups. This identifying of ‘willingness to provide’ is of little pragmatic 
use to consumers when providers are not required to substantiate their actual capacity and 
capability to deliver services to specific, generally vulnerable population groups.   

Much more action oriented, collaborative work, with strong indicative timelines, needs to be 
coordinated by government to ensure appropriate services are in place that respond to and cater 
for the diversity of need and service preference that exist within Australia’s older population.  
Older Australians must be respected as key informants who can advise of the barriers that 
discriminate against individuals and groups within the aged care service landscape.  Moreover, 
they must be appreciated as significant contributors to securing and implementing genuinely 
workable solutions.  What is needed is government’s resolute commitment to ensuring that 
industry is consumer driven – that is, the industry has as its core principle the meeting and 
safeguarding of each individual’s assessed need for quality care and support.  Across our aged 
care system, this principle must be a lived consumer experience at all levels within and across the 
sector.  

COTA Australia would welcome government introducing and funding a Quality Indictors Program 
that is inclusive of all aged care services, with the capacity to report on quality and life outcomes 
for individual consumers and the various population segments receiving services. 

How do we make dementia care core business throughout the system? 

With people living longer, the population of Australians with dementia is growing, and is 
frequently predicted to increase to more than 1,100,000 by 2056 if no medical breakthroughs are 
found. Currently, about 50 percent of all residential aged care consumers have a diagnosis of 
dementia.  Dementia Australia predicts that the aged care sector will need to add 500 to 1,000 
new aged care beds each month for the next 40 years.  There is no doubt that dementia is a key 
concern for the aged care sector – particularly over the coming three decades (when Australia will 
experience a sharp increase in the proportion of its population that is aged 85 years and older). 

COTA Australia believes the growing incidence of dementia in the Australian population needs to 
be better planned for.  As some of our members have commented, the sector has an awareness 
of the problem but is largely wrapped in denial.   

The Royal Commission has been briefed on a few horrific experiences vulnerable individuals with 
dementia have endured in aged care services. This shameful national situation is largely the result 
of systemic ignorance of the impacts of the disease on a person’s psychological and physical 
health, which can sometimes be manifested in challenging behavior. What these frightening 
vignettes patently demonstrate is the imperative of increasing the community’s understanding 
and knowledge of dementia.  Throughout the community and more specifically across the aged 
care industry, greater effort needs to be focused on utilising best practices approaches to 
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increasing dementia literacy and assisting those with dementia and their families and carers to 
maximise individuals’ opportunities to lead a full and productive life for as long as possible.   

The body of research findings on how best to live well with dementia is increasing.  COTA 
Australia’s view is that an increased focus needs to be directed to translating these findings into 
supporting quality services responses.  This will necessitate ensuring the workforce is 
appropriately qualified/specialised and trained in working with and supporting the rights of 
consumers with dementia to receive quality and correctly targeted care.  Government needs to be 
far more proactive in creating and supporting a dementia aware and responsive community, with 
a key focus being the aged care industry workforce. 

University of Tasmania College of Pharmacy and Medicine in its submission to ACRC recently said 
that much can be done to improve outcomes for dementia patients, including early detection and 
management. In about 30 percent of cases significant improvement can be achieved with these 
strategies.  However, this would require assessment and staff training and a change in attitude by 
the industry.    

COTA Australia is appreciative of the work being rolled out under the National Dementia Support 
Program (NDSP) delivered under Outcome 6.3 Aged Care Quality, through the Dementia and Aged 
Care Services (DACS) Fund.  However, given the current re-tendering process in place, Dementia 
Australia’s contract to deliver the current program is only funded until November 30, 2019.   
Many consumers wait the outcome of the tendering process with trepidation.  COTA Australia is 
not averse to the re-tendering of the NDSP if the new arrangements result in a greatly extended 
platform of contemporary, evidence informed assistance readily available to those with dementia, 
and if this is strengthened by increased dementia literacy and skill with the community. However 
timeframes need to be such that there is longer term certainty for consumers in this, as in many 
other areas. 

What care is available? 

The aged care industry, despite many positive developments, is still experienced by consumers, 
families and providers as a confusing, difficult to navigate, highly regulated and inflexible system. 

The Tune report (Recommendation 3 and 4) calls for government to discontinue the Aged Care 
Approvals Round (ACAR) for residential aged care places.  These recommendations are strongly 
supported by the ACSC.  The Roadmap was also unambiguous in calling for a market based aged 
care system, with no silos based on care setting and funding streams, can more efficiently deliver 
appropriate care and support to everyone with an assessed need.  While the ACAR continues, the 
distinction between residential aged care and care at home remains firmly entrenched within the 
industry to the detriment of consumer choice and system viability. The ACAR process is an inexact 
science in providing an accurate estimate of unmet demand.  COTA Australia is aware of potential 
providers who are reluctant to invest in service development and/or expansion while there is 
minimal transparency around government’s identification and modelling of unmet service 
demand.   

Further, the ACAR actually constrains higher quality providers who are in demand from 
consumers and families, from expanding to meet consumer demand. At the same time it protects 
poorer quality providers who have scraped through accreditation, are not wanted by consumers, 
but who are often the only choice available in a particular area. So the removal of the ACAR would 
facilitate over time a industry wide lift in quality as better providers expand and poorer ones are 
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forced out. 

Government has commissioned a consultancy on the implementation of its 2018 Budget decision 
in principle to replace ACAR. Public consultation is complete and we await the final report of that 
work.  Most stakeholders COTA Australia consults with already hold that it is well past high time 
that government implement its commitment to ending the bureaucratic driven ACAR allocation of 
residential aged care places and transition all aged care places, irrespective of the care setting, to 
consumers.   

The Roadmap provided government with plan to inform the sector’s transition at that point in 
time.  COTA Australia fully supports the shift to a single aged care system that is consumer driven 
and choice based. COTA Australia’s position is that service eligibility must be based on a person’s 
assessed need for care and that the future of the industry needs to be founded on solid, 
transparent financial modelling that delivers a clear understanding of future demand.  COTA 
Australia is also supportive of the principle that consumers have a responsibility to contribute to 
the care they receive.  This contribution needs to based on the level of care received and the 
individual’s capacity to pay. 

Similarly, at present, there is little clarity around what government intends to do in the home care 
space.  The creation of a single assessment process is understood by many as an integral 
component in the delivery of a single aged care system that is agnostic as to where care for older 
Australians is received.  As the Commission has been advised, government’s two main home care 
programs create a range of problems for both consumers and providers which have the effect of  
masking the genuine unmet need for home care services and confusing demand.  The financial 
variations between the programs create disincentives for consumers to move between programs 
even when the program they are utilising is no longer appropriate to supporting their assessed 
need.  Although an announcement is imminent with respect to a single aged care assessment 
process, there is far less clarity as to government’s intentions regards a single Care at Home 
program. 

The government is silent on whether it intends to progress the development of an integrated care 
at home program.  This silence is hampering providers’ capacity to take the sector forward in a 
strategically planned manner and is suffocating government’s espoused commitment to ensuring 
consumers have choice and control over where and when they receive services.   

Recommendations 5 to 7 of the Tune report are focused on increasing the availability of home 
care packages to facilitate people with higher level needs to remain at home. Although there have 
has been some progress in relation to allowing temporary allocation of a home care package 
where there is a residential place that is unoccupied, no further action is scheduled until 2022 
regarding a rebalancing of the distribution of residential places and home care packages.  Albeit 
the sector is supportive of the proposed change, it is patently aware  that the reality is it will not 
ameliorate the current unmet demand for aged care places.   

COTA Australia is disappointed that to date there has been minimal discussion and no progress on 
changes to the Home Care Packages Program to facilitate older Australians assessed with very 
high and complex needs to exercise their choice to live safely at home.  At present, older 
Australians with high level care and support needs, especially those without extensive 
family/carer support, have at best restricted choice as to whether to stay at home with 
minimal/inadequate clinical care or move into residential aged care. 
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The availability of respite services is important to ensuring the health and wellbeing of home care 
recipients and their families and informal carers.  Timely access to quality respite care can also 
play and important role in assisting older people receiving care at home to defer or avoid needing 
permanent resident care – whether within an aged care facility or acute setting.  Across the aged 
care service sector there is a chronic shortage of residential respite care, especially outside of the 
metropolitan areas.  This situation is further exacerbated by respite places often being utilised as 
pre-entry care into permanent residential aged care.  

Across the aged care sector, there is an overwhelming need for a stronger focus on wellness, 
reablement and restorative care approaches.  Greater investment is required to ensure all older 
Australians, families and carers can benefit from a strengths rather deficit-based approach to 
supporting Australians as they age.  The evidence suggests that an increased investment in these 
approaches is highly likely to result in a marked increase in people’s independence and general 
wellbeing and a corresponding decrease in the need for more expensive services. 

The supply of aged care places remains capped and largely inflexible.  Despite its commitment and 
investment in many constructive aged care reforms, to date government has shown no appetite 
for facilitating (as recommended in the Roadmap) a seamless movement between home-based 
care and residential aged care.  Within the current aged care system, consumer choice and control 
remain siloed within funded service streams.  COTA Australia believes that government must 
respect and act on consumer choice —the move must be away from the delivery of aged care 
through discretely funded programs.   

 Who provides care? 

The aged care industry comprises a wide variety of government approved providers and services – 
large multi-jurisdictional for profit businesses, specialist providers, stand-alone services, large and 
small not-for-profit mission-based providers, local community services, and small businesses.  
Tune’s report (p 203) notes that across the aged care system, provider capacity and performance 
is variable.  Across the whole scope of aged care – residential, HCPs and CHSP - this is probably 
not surprising, especially given much of the sector numerically is small local providers and outside 
residential care the absence of a requirement for service providers to be officially accredited 
organisations.  It is significant that CHSP providers are not approved providers, that is, their 
provision of service is not mandated under the legislative provisions of the Aged Care Act 1997. 
However, Tune’s observation applies even within the residential care sector where all providers 
must be accredited. This is a key issue that COTA Australia keeps putting to the Royal Commission;  
why in the same regulatory and financial environment (even though both need to change) do 
some providers do very well – better staff numbers and training, higher remuneration, only rare 
quality issues, highly rated by consumers and in constant high demand; while others do poorly in 
terms of all those variables? Answering that question is a key to the Royal Commission getting to 
the right answers in its inquiry! 

Tune (Recommendations 20 and 21) targets the need for increased transparency and scrutiny 
around provider prudential standards and arrangements. This is a major area of concern to COTA 
Australia as providers that are a prudential and financial risk are a danger to consumers, 
government and the taxpayer, and to other providers. Preliminary work has commenced in this 
area but much more is needed, especially in relation to supporting and strengthening 
organisational governance and business acumen.   
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The most recent Stewart Brown Aged Care Sector Financial Performance Survey Sector Report15 
highlighted the declining profitability in residential age care.  The report found that of the 965 (37 
percent) of residential facilities represented in the survey, 42.3 percent reported an FBT operating 
deficit with the respondent services in rural and remote locations experiencing significant 
financial concern.  This occurred while the occupancy percentage overall remained steady at 
94.92 percent nationally. According to the report, there are few opportunities in the current 
environment for existing providers in these areas to merge or sell their facilities to larger 
providers. Some argue this makes the need for remedial funding ‘essential’, but COTA Australia 
argues this is an argument for transformational change, otherwise more taxpayers fund will be 
wasted propping up providers who should go.   

In the corresponding StewartBrown Home Care Report, a decline in financial performance was 
also evident. This report pointed to unspent funds being a concern for providers as they perceive 
them as a source of lost revenue which they would have used if they still controlled funding.  
Other problematic areas identified include administration fees, case manager fees, travel costs 
and the absence of margins. 

Although there are pockets of financial resilience within the aged care sector, the industry is 
generally experiencing financial strain. Providers believe that within the current regulated 
environment, innovation is severely constrained.  Moreover, providers believe that for the most 
part they are being left to carry the unintended financial consequences of government’s slow, 
heavy handed, red tape management of the aged care reform agenda.  

COTA Australia believes much more needs to be done under the leadership of government to 
work with stakeholders to create a genuinely consumer centric, flexible and adaptive, sustainable 
aged care industry that embraces competition between providers, drives innovation and offers 
greater diversity and choice to consumers. 

Who pays?  

For government, the area of consumer fees and charges has proved a highly challenging and 
contested area in which it has eschewed taking leadership action.  Successive reports (including 
Tune, Carnell/Paterson and the Roadmap) have pointed to the importance of ensuring that 
consumers, with the financial means to do so, contribute to the care they receive.  Tune 
(Recommendations 11 to 19) attempted to focus government’s attention on making significant 
inroads into this area.  For the most part, government has yet to adopt any robust attempt to 
engage aged care sector stakeholders and the publican discussion about the challenges and in 
formulating policy options for decision to ensure that constructive and sustainable change can be 
introduced. 

As consistently reported by consumers and raised by COTA Australia, across the sector there is 
huge variability and inequity in how fees and charges are managed by both home care and 
residential care providers and, for the most part, a lack of pricing transparency.  Of course, the 
regulatory regime itself is inconsistent, lacking in logic and in parts regressive. All of this creates 
confusion and anxiety for many consumers and their families and has many intersectoral flow on 
affects.  For example, an older person requiring care delays decision-making due to being unable 
to interpret the financial implications of accepting an aged care place.  Because of the delay, the 

 
15 Stewart Brown. Aged Care Financial Performance Survey Sector Report December 2018.  March 2019. 
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person’s health and wellbeing deteriorate to a level that they need tertiary level care. 

Currently, the CHSP is guided by the principles in the Client Contribution Framework, which does 
not require providers of CHSP services to charge fees.  Some providers charge a minimal service 
fee while others do not request a consumer contribution.  Such behaviour creates a major 
disincentive for people to move to a home care package when it becomes available. As has been 
recommended by Tune (Recommendation 16), if government were to introduce a mandatory, 
standardised fee in CHSP which is proportionate to the services delivered this would assist in 
creating a fairer and more consistent aged care system.  Unfortunately, at present, government is 
abetting consumers and providers to place a higher premium on personal financial considerations 
rather than one’s health and wellbeing.  This behaviour weakens the ongoing viability of the aged 
care industry.  

Recommendation 13 of the Tune reports states that government should include the full value of 
the owner’s home in the means test for residential care where there is no protected person in the 
home.  In terms of the ongoing financial sustainability of the sector, this is another important 
consideration.  Some older Australians have significant wealth in the form of their home, but 
because its assessed value is capped currently, are contributing only small amounts to the cost of 
their care.  This creates inequity between older people who have assets in different forms, and 
may are aware of this.  It also means people with significant wealth are making little contribution 
to the cost of their care.  To date, the government has completely shied away from instigating 
reform in this area. 

Also Tune calls for (Recommendation 15) the abolition of the annual and life-time caps on 
income-tested care fees in home care and means tested care fees in residential care.  The 
implementation of these changes would ensure that consumers with income and/or assets 
contribute to the cost of their care (residential or home care), proportionate to their financial 
capacity to pay and commensurate with the level of care received.  Again, especially in the 
context of the financial sustainability challenges being faced by the age care industry, 
government’s inaction in this area suggests it perceives this recommendation as being  politically 
unpalatable at the ballot box. However that is not a rationale for failing to address the issue. 

Tune (Recommendation 18) specifically requests that government improves the transparency of 
fees for residents by requiring information to be published on My Aged Care in a way that assists 
informed choice by consumers, which requires that people can readily access and understand the 
information provided. 

Despite very recent developments mandating providers to make their fees and charges more 
readily available, the industry is still far securing the Roadmap’s anticipated outcome.  The 
Roadmap destination is the alignment of consumer subsidies for care and support in residential 
care with those for home came for people with the same assessed care needs. COTA Australia 
sees the lack of genuine transparency and comparability around consumer fees and charges as 
being an anathema in a system that espoused at its core consumer choice and control.  

Tune’s advice to government about building community awareness of the extent of government 
funding was unambiguous. The report is clear in its assertion (Recommendation 17) that it is 
critical that government informs and educates the community regarding the cost of care and the 
extent to which government subsidises it.  The Tune report perceives this as an important 
backdrop to developing policies aimed at maintaining the aged care sector, and for consumers to 
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appreciate their role in this.  This work remains an ongoing challenge for government.  The 
current changes within the aged care sector will have limited impact on the sustainability of 
quality service provision without the development and consistent implementation of an equitable 
consumer co-contribution framework based on an individual’s financial capacity to pay. 

COTA Australia also recommended that government act on the Tune report’s (Recommendation 
20) identification of the need to reform or replace the Bond Guarantee Scheme.  Some work has 
been undertaken in this area which offers a little more confidence regarding the development of a 
more robust approach to how prudential risk can be more effectively managed in residential aged 
care.  However, this is still very much a work in progress. In COTA Australia’s view we need to over 
time significantly reduce sections of the industry’s dependence on Refundable Accommodation 
Deposits (RADs) which is a bad deal for most stakeholders and make the industry investable so 
that RADs are dramatically reduced in incidence and replaced by equity investment and solid debt 
financing. 

How will the formal and informal workforce be supported?  

The Aged Care Workforce Taskforce’s, A matter of Care - Australia’s aged care workforce strategy, 
builds on Tune Recommendations 37 and 38 and is an important contribution to the future 
development of the aged care industry.  The report aims to present a way to grow and sustain a 
workforce to ensure it can provide aged care services that can meet the care needs of older 
Australians now and into the future, without regard for the location and or setting.  The report’s 
primary focus is the direct aged care workforce – personal care workers (comprising 70 percent of 
direct care workers), nursing support staff and allied health professionals – and its interface with 
other sectors including the primary and acute health settings. 

Following the report’s publication in June 2018, the Aged Services Industry Reference Committee 
(IRC) was established.  The IRC is charged with the responsibility of providing a key part of the 
strategic leadership to expedite the modernisation of the aged care workforce through the 
development of a skills and qualification framework for the industry.   

Across the various stakeholder groups, this is a welcome development.  However, at present, 
given a range of extenuating circumstances including the need for a significant injection of 
government funds to take work of the IRC forward, and more importantly translate its findings to 
the coalface, there is no magic bullet that will work miracles in relation to bringing about the 
changes required, but much of the evidence for affecting change is readily available.  The 
challenge for the IRC and the sector is devising the workforce strategy – inclusive of s educative 
and training resources- that will radically shift the sector to be led by the consumer. 

The other kay strategic requirement is the establishment of the Aged Care Workforce Industry 
Council. This has gotten off to an inglorious start. The consultative process to establish the Council 
was aborted and the process highjacked to create a body that is currently accountable to no one, 
not linked in to the networks required to effect industry wide change and excludes most of the 
workforce and the consumer movement.  This needs to change before any progress will be made. 

The informal primary aged care workforce comprises approximately half a million people; mainly 
spouses or daughters.  It is anticipated that over the coming decades the informal aged care 
workforce, although required to support older Australians preference to stay at home,  will not 
keep pace with Australia’s ageing population. 
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Carers can have a range of needs associated with their caring role.  These can include financial, 
with many reducing or ceasing paid work to care, and the maintenance of their psychological and 
physical health. Carers also have rights that need to be promoted, respected and appropriately 
responded to, to assist them to maintain a quality of life for themselves and for those they care 
for.  

Over the last six months COTA Queensland, in a collaboration with Palliative Care Queensland, 
Carers Queensland and Health Consumers Queensland undertook in-depth community 
consultation, which took the form of: 

• 20 Kitchen Table Discussions led by community members with carers, consumers and 
community members from a wide diversity of experiences across the state – 20 discussions 
with a total of 183 people, and 

• 16 Focus Groups across the state, listening to 185 people 

A resounding message through all the engagements was the issue of access to timely and accurate 
information to assist them in making decisions and playing the best role they can in supporting a 
loved one who may need care and support through ageing, dying, loss and grief. 

This ‘workforce’ is providing 24-hour care in some cases.  One of the core messages from the 
Kitchen Table discussions and repeated in the Focus Groups, was that ageing and palliative care 
support is everyone’s responsibility – the family carer is a key partner in care delivery and they 
need communication, navigation support and information to support the delivery of care. 

Carers and community members talked of the financial and emotional burden of caring, stressing 
their willingness to be provide this support, however the impact on themselves and other family 
members was significant when external ‘formal’ care and support services were not available, or 
not delivered in a timely, respectful and inclusive way.    

Government subsidises several formal carer support services, and carers may be entitled to 
government income support and compensatory payments to assist them in their carer role. 
However there are many carers who remain unaware of what is on offer and/or how to navigate 
the system to access the available supports.  Moreover, many carers report that these supports 
and services are far from being adequate to meet the diverse needs of carers, especially those 
from Aboriginal and Torres Strait Islander communities, Culturally and linguistically Diverse 
backgrounds and Lesbian, Gay, Bisexual, Transgender and Intersex. COTA Australia is aware of the 
questions many consumers have regarding the cultural appropriateness and safety of the 
available carer supports.  

Despite there being many types of respite services available, COTA Australia is concerned about 
the lack of quality carer focused respite services available within communities to assist the 
wellbeing of carers and care recipients (Tune, Recommendation 8).  Many carers find respite 
services difficult to access, plus their utilisation conditions far too prescriptive.   This situation is 
made worse by the current ACAR process. The ACAR has no separate allocation for residential 
respite places, the provision of respite services is included in approved providers’ allocation of 
residential aged care places. 

COTA Australia believes quality, accessible and affordable carer services that are responsive to the 
needs of individual carers are critical to building the capacity and resilience of carers.  At a 
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minimum, we owe this to carers as they make a significant economic and social contribution to 
Australia through their unpaid work. 

How will quality be achieved? 

Carnell/Paterson (Recommendation 1)16 called for the establishment of an independent Aged Care 
Quality and Safety Commission (ACQSC).  The ACQSC, established 1 January 2019, closely mirrors 
the recommendation’s stated requirements.  Moreover, the ACQSC’s remit and capacity to 
manage a centralised database for real time information sharing (Carnell/Paterson 
Recommendation 2) 17, seems to be appropriately mandated, especially in relation to building an 
expanded risk profiling tool utilising the available data.  With its emphasis on risk management, 
the database is intended to improve the sharing of consumers’ (patient/resident) information 
between State-operated acute services, mental health services and the ACQSC.  The development 
and implementation of a robust, centralised data management system, as promoted in the 
recommendation, is critical to enabling continuity of quality care that is focused on ensuring 
streamlined communications across the various sectors with the focus being the mitigation of risk 
and the publication of outcomes. 

However further work may still be needed to improve information in the areas of non-compliance 
and complaints.  Another area that needs to be strengthened is reporting from providers beyond 
the data provided through the Quality Indicators Program (from 1 July 2019) and/or collected as 
part of the review process.  Also, in relation to complaints handling (Carnell, Recommendation 
10), we do not understand any increased powers were provided to the new ACQSC Commissioner 
upon the introduction of the ACQSC. COTA supports increased powers including greater power to 
publish outcomes.  

The Open Disclosure Framework was released in July 2019 and a period of time is required to 
assess its effectiveness.  Also, as a consequence of  the legislative restrictions on publishing of 
information regarding the business of an aged care provider, the online register of complaints 
received, handled and publication of outcomes (including  linkages to other bodies) has not been 
actioned. This needs to be fixed. 

The National Quality Indicators Program for residential aged care services became a compulsory 
component of funded service delivery from 1 July 2019 (Carnell/Paterson, Recommendation 3).  
However, while work to develop a performance differentiation mechanisms has commenced, 
consumers are still awaiting the availability of an effective way to facilitate the comparison and 
evaluation of facility profiles based on characteristics that are important to them and 
incorporating feedback from current service users. 

Importantly, while the KPMG commissioned research (report unpublished) into the development 
of a Quality Indicator programme noted the importance of ‘Quality of Life’ and ‘Consumer 
Experience’ indicators, no action to validate additional indicators has been initiated. COTA 
Australia notes the findings of its published report on Measuring Quality and Safety in Aged Care 
found that Quality of Life and Consumer Experience measures were rated by consumers as being 
more important when choosing a residential aged care or home care service than Quality of Care 
indicators.  Other than planning to capture feedback from home care consumers on their 

 
16 Carnell, K and Paterson R, 2017 Op cit. p.xi 
17 Carnell, K and Paterson R, 2017 Op cit. p.xi 
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experience/level of satisfaction with services, government has not shared any work with the 
sector regarding the possible development of performance measures.  COTA Australia believes 
this is an area that requires prompt, concentrated consideration. 

In April 2019 then-Minister Wyatt gazetted the Quality of Care Amendment (Minimising the Use of 
Restraints) Principles 2019. COTA is pleased with the new controls over physical restraint. 
However the situation with regard to chemical restraint is less satisfactory and more complex. It is 
deeply disturbing to COTA that both aged care providers and doctors seek to actively deflect 
responsibility to the other and not accept it themselves. Also there appears to be an ongoing 
question of who is responsible for receiving informed consent when the dispensing of medical 
restraints occurs. While consent to prescribe on an ‘as needs’ basis may be received by the 
Medical Prescriber, it is unclear how informed this consent is as to when a member of the aged 
care facility dispenses this ‘as needed’. Another concern is that it is clear that some if not many 
doctors, and perhaps nurse practitioners, are inappropriately prescribing medications without 
following professional and clinical guidelines. Ongoing monitoring of the implementation of the 
principles will be needed.   

Increased Human Rights for older Australians 
 
In Australia, human rights are recognised as being universal in that they recognise the inherent 
value of each person, regardless of background, location, appearance, or belief. 

Human rights are based on principles of dignity, equality and mutual respect, which are shared 
across cultures, religions and philosophies. They are about being treated fairly, treating others 
fairly and having the ability to make genuine choices in our daily lives. 

It is accepted that respect for human rights is the cornerstone of strong communities in which 
everyone can contribute and feel included. 

COTA Australia believes that there are many instances in current aged care practice which suggest 
that this concept is frequently not applied to older Australians, and for this reason we need to 
firmly reiterate what this means in practice. 

Older Australians have their rights against discrimination or human rights breaches protected 
under a range of Australian Federal laws and the Australian Human Rights Commission (AHRC) will 
investigate and conciliate any complaints. 

Many witnesses have given evidence to the Royal Commission of their sense that they are 
predominantly portrayed as a burden on the community and in a range of other negative and 
demeaning ways. 

In 2012 the AHRC initiated a project that focussed on addressing barriers to equality and 
participation faced by older Australians with the aim of building awareness of the damaging 
effects of age discrimination and tackling the attitudes and stereotypes that can lead to age 
discrimination. The aim of this project was to:  

• Expose the prevailing stereotypes, and invisibility, of older Australians in the media – both 
editorial and advertising. 

• Understand the scope and depth of age stereotyping and age discrimination in the 
Australian community. 

• Understand the impact of stereotyping and discriminatory attitudes in both the media and 
community on older Australians themselves. 
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• Develop effective strategies to address age stereotyping and discriminatory attitudes and 
behaviours in both the media and community. 

In 2019 it is clear there is still a long way to go, and COTA Australia supports activities to promote 
resolution of this issue. COTA Australia is a member of the Steering Committee of the Every Age 
Counts campaign to combat ageism, and our 2019 National Policy Forum was on the theme of 
Challenging Ageism – for which the presentations can be found at  
https://www.cota.org.au/publication/2019-national-policy-forum-presentations 

Need for broader human rights protections beyond aged care 

As noted elsewhere in this submission, The Aged Care Act 1997 (Cth) provides a regulatory 
framework for aged care, articulated through Principles made under the Act to regulate the 
provision of aged care.  

The Australian Law Reform Commission (ALRC) looked at some of these issues through the prism 
of preventing elder abuse.  They sought answers to a number of questions that might usefully be 
adapted to a review of a broader range of human rights protections for older Australians receiving 
care and support through funded and unfunded services. 

Key questions to be addressed include whether changes should be made to aged care laws and 
legal frameworks to specifically protect the human rights of older Australians, whether changes to 
the requirements concerning quality of care in aged care should be made to specify this critical 
component of aged care, and whether changes to aged care complaints mechanisms should be 
made to improve recognition of the legal requirement to take note of these rights of aged care 
service recipients. 

COTA Australia would strongly support such changes to relevant aged care laws and Principles. 

Disempowerment  

Older people tell COTA Australia they often feel disempowered by the current aged care system 
and ‘worthless’ due to a passive, confusing system that older people say provides a basic level of 
care, mostly without quality of life. This is in stark contrast to older people’s individual life 
experiences prior to being, as they see it, ‘taken over’ by an institutionalised, all-purpose system. 
Ageing and entering ‘the system’, particularly aged care, is feared by most older people – this is 
the commonality. But there is much diversity in the aged care experience from older people who 
identify intersectionality issues such as living with disability, being from a CALD background (note: 
this term is not liked), to identifying as being LGBTIQ, being a war veteran or a person who has 
survived a lifetime of abuse.  

Institutionalisation  

This has resonance in residential care, which largely conforms to the factors that define 
institutionalism: size; overcrowding, separateness from the community, regimentation, external 
control, lack of individual identity and choice and autonomy, and physically and emotionally 
barren environments.  

COTA Australia acknowledges that fine examples of innovative and caring models of residential 
care have been provided to the Commission, but to a marked degree they are shining lights in an 
otherwise often dark and otherwise grey landscape.  It is the fundamental construction of this 
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model of care that must change. 

As one resident stated to the Commission: 

There’s the feeling of suddenly I’m in an institution.  I have to follow what the institution 
wants, the time to get up, the time to have meals and there’s no – there’s no choice.  So 
you lose your choice totally when you come into aged care.  And that’s one of the things 
that needs to change.18 

COTA Australia believes that Ms Mitchell has articulated the precise reason this has to change.   

To require an adult to be subject to such inroads into their autonomy, to be disempowered daily 
in all aspects of life, is to fail to acknowledge basic human rights.  COTA Australia wishes to 
forcefully reiterate that these rights are not negated or diminished by advancing age or the need 
for support. 

Rights of older people to self-advocate 

COTA Australia finds that service users are often unable to direct their care and are unaware of 
their rights.  They are confused by the system and how to provide feedback.  They are constrained 
by the sense that they should be grateful, or that they will not be understood, particularly those 
from a CALD background or people with mental health issues. COTA Victoria reports that their 
consultations showed a great fear of reprisal among consumers if they were to make complaints. 

COTA Australia strongly supports the provision of advocacy with a focus on consumer rights, but 
believes the National Aged Care Advocacy Programme (NACAP) and its focus on individual 
advocacy is only one component of a well-resourced, comprehensive and integrated system of 
service and sector support for consumers. COTA Australia believes there is a need for systemic 
advocacy to be expanded and enhanced and would welcome discussion with the Royal 
Commission and/or the government about a new much broader advocacy program grounded in a 
culture of consumer engagement and empowerment.   

COTA Australia believes that provision for advocacy services should include those that assist 
consumers and their families to self-advocate, supporting and enhancing their autonomy and 
agency.  This should include: 

• The provision of independent and individually focused advocacy support to enable a 
consumer or their approved support to address specific issues identified by aged care 
consumers and/or their representatives 

• The delivery of education sessions and resources to eligible older people and their 
representatives, promoting aged care consumer rights  

• The delivery of education sessions and resources to aged care providers promoting 
consumer rights and aged care provider rights and responsibilities 

• The promotion and enablement of engagement by older people and their representatives 
in all facets of the aged care system in support of the exercise of their rights 

 
18 Evidence of Ms Merle Mitchell, 6 May 2019, p.1148. 
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• The provision of systemic advocacy promoting the cultural shift in aged care to a consumer-
centric, choice enabling system; and including the identification and naming of persistent 
breaches of this culture even when complaints may not have been made to regulators    

We believe it is essential that government much more substantively fund development of 
systemic advocacy through organisations completely separated from service delivery of any form, 
including support programs, which we believe will be a key element of the comprehensive 
integrated advocacy system.  

Support for special needs groups through special needs providers and peak bodies has enabled a  
degree of improved access to the service system for consumers from these groups. COTA 
Australia believes further work is required to determine how this can be better achieved through 
My Aged Care. 

Ageism 

COTA Australia members and constituencies have frequently advised us that they are regularly 
subject to ageism.  That is, they feel stereotyped and discriminated against based on their age in 
situations that may be casual or systematic.  Service users feel that the general public and the 
service system that represents this view fail to embrace this life stage and fails to value them or 
cater to them as individuals. 

In aged care, there is a perception that the experience of ageing is inextricably linked to human 
deterioration, resulting in a system of care that does not embrace this life stage, or value older 
people or cater for them as individuals. Older people feel ageist attitudes pervade the system, 
both within institutions and broadly in the community through experiencing invisibility or being 
infantilised.  It is a view perpetuated in the media. It is exemplified by the way older people are 
excluded if they can’t access information online, unfortunately played out on the My Aged Care 
website.  

The World Health Organisations has identified nine common stereotypes about older Australians 
and has comprehensively responded to them as set out below.19 

1. There is no typical older person 

There is no such thing as a ‘typical’ older person.  Policy should be framed to support the 
recognition and dignity of older people and improve their functional ability, whether they 
are robust, care dependent or in between. 

2. Diversity in older age is not random   

The physical and social environments in which we live are powerful influences on healthy 
ageing. Yet the relationships we have with our environments are shaped by factors such 
as the family we were born into, our gender, our ethnicity, and financial resources. Policy 
must avoid reinforcing the health inequities that underlie much of this diversity. 

3. Only a small proportion of older people are dependent on others for care  

Older people make many contributions to their families and societies. The  
AIHW report, Older Australians at a Glance reported that 67% did not use aged care 

 
19 World Health Organisation, source: https://www.who.int/ageing/features/misconceptions/en/ 
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services and 30% volunteered their time and skills with 72% reporting good or better 
health.20 COTA Australia notes that the figures for volunteering may not include the 
substantial contribution of those supporting within the family as kinship carers. 

4. Population ageing will increase health-care costs but not by as much as expected 

Although older age is generally associated with an increased need for health care, the link 
with health service utilisation is weak. One way of controlling unnecessary health-care 
costs is therefore to invest in long-term care systems. Enabling people to live long and 
healthy lives may also ease pressures on the inflation of health-care costs since some 
health care costs fall in advanced old age. 

5. 70 is not yet the new 60 

There is little evidence that older people today are experiencing life in better health than 
was the case for their parents or their grandparents. 

An analysis of large longitudinal studies conducted by WHO in 2014 in high-income 
countries suggested that although the prevalence of severe disability (defined as a 
situation when help is required from another person to carry out basic activities such as 
eating and washing) may be declining slightly, no significant change in less severe 
disability has been observed during the past 30 years. Investing in healthy ageing is crucial 
for countries to benefit from population ageing. 

6. Good health in older age is not just the absence of disease 

Most people over the age of 70 experience a number of health conditions at the same 
time but continue to be able to do the things that are important to them. The 
combination of a person’s physical and mental capacities is a better predictor of their 
health and wellbeing than the presence or absence of disease. 

Services that are integrated and focus on improving older people’s capacity have better 
outcomes and are likely to be no more expensive than services that focus on any specific 
disease. 

7. Families are important but alone cannot provide the care many older people need 

While families will always play a central role in long-term care, changing demography and 
social norms mean it is impossible for families alone to meet the needs of care dependent 
older people. 

This means caregivers require adequate training and support. Responsibility for long-term 
care should be shared between families, governments and other sectors in order to 
ensure access to quality health care and avoid financial hardship to both older people and 
their caregivers. 

8. Expenditure on older populations is an investment, not a cost 

Rather than framing the expenditures on older populations simply as a cost, they are 
better considered as investments. These investments can yield significant dividends, both 

 
20 AIHW, Older Australia at a Glance, last updated 10 September 2018. 
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in the health and well-being of older people and for society through increased 
participation, consumption and social cohesion. 

Policies should be framed in ways that enhance the abilities of older people to do the 
things they value and to make these contributions, rather than looking to simply reduce 
social expenditures. 

9. It’s not all about genes 

While healthy ageing starts at birth with our genetic inheritance, only approximately 25% 
of the diversity in longevity is explained by genetic factors. The other 75% is largely the 
result of the cumulative impact of our interactions with our physical and social 
environments, which shape behaviours and exposures across the life course. 

Policies should address these person-environment interactions across the life course. 

Elder abuse 

Elder abuse has been defined by the World Health Organisation as 'a single, or repeated act, or 
lack of appropriate action, occurring within any relationship where there is an expectation of trust 
which causes harm or distress to an older person'. 

Elder abuse can take various forms, including financial, physical, psychological, emotional or 
sexual abuse. It can also be the result of intentional or unintentional neglect.  No person, 
including older people, should be subjected to any form of abuse. 

Evidence provided to the Royal Commission into Aged Care Quality and Safety has shown some of 
the many ways older people may experience abuse or neglect in aged care, which includes 
residential aged care, aged care provided in the home, or other flexible care arrangements. The 
Commission has heard that abuse may be committed by paid staff or other residents in residential 
care settings. 

The Aged Care Act 1997 (Cth) provides a regulatory framework for aged care, articulated through 
User Rights Principles made under the Act to regulate the provision of aged care. These Principles 
were previously given expression through a number of Charters of care recipients’ rights and 
responsibilities. 

On 1 July 2019, a new single Charter of Aged Care Rights was introduced to provide the same 
rights to all consumers, regardless of the type of Australian Government funded care and services 
they receive.  The Charter focusses on 14 high-level consumer rights and was designed to make it 
easier for consumers, their families, carers and representatives to understand what they can 
expect from an aged care service. 

Rights afforded to consumers under the previous charters have been maintained through the new 
Charter, the new Aged Care Quality Standards, amendments to the User Rights Principles 2014 
(User Rights Principles), and other laws that inform the delivery and quality of aged care. This 
includes rights under the Competition and Consumer Act 2010 and Commonwealth anti-
discrimination law. 

In addition, changes have been made to the home care security of tenure provision to include 
critical consumer responsibilities currently contained in the Charter of Care Recipients’ Rights and 
Responsibilities – Home Care (e.g. in relation to the payment of fees). 
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The Commonwealth as funder for aged care regulates standards of care provision though 
stipulating responsibilities for approved providers of care.  In the case of the Commonwealth 
Home Support Programme (CHSP) the Commonwealth Home Support Programme Manual 
2015 contains grant recipients’ responsibilities relating to the provision of care. The Department 
may impose sanctions on approved providers who do not meet their responsibilities. 

Despite these provisions, many of the examples of sub-standard care or directly abusive care, due 
in large part to underlying ageism in our community, fall within the definition of elder abuse and 
COTA Australia believes a comprehensive strategy to address this is required. 

Some of the identified risk factors for elder abuse include situations where: 

• the carer (family member or care worker) is experiencing high levels of stress, 
• the older person is unable to stop, or report abuse due to cognitive impairment or physical 

limitations, 
• there is isolation because of location, cultural or language barriers, or health complications, 
• the carer or older person is dependent on the other person for support, for example, 

socially, or physically. 

COTA Australia has strongly supported the recommendations of the 2017 Australian Law Reform 
Commission (ALRC) report, Elder Abuse – A National Legal Response. In this particular context we 
draw attention to the very pertinent Recommendation 3–3  which states a National Plan to 
combat elder abuse should identify goals, including: 

(a)     promoting the autonomy and agency of older people; 

(b)     addressing ageism and promoting community understanding of elder abuse; 

(c)     achieving national consistency; 

(d)     safeguarding at-risk adults and improving responses; and 

(e)     building the evidence base. 

During the inquiry leading to the above report, the  ALRC produced an Issues Paper on Aged Care 
Elder Abuse,21 outlining risk factors and inviting responses to a series of questions relating to 
possible mechanisms to improve the safety of older Australians in at risk environments.  COTA 
Australia believes that these are useful areas for ongoing consideration in the context of this 
Commission. 

Quality and the cost of care 

What does aged care funding cover? 

COTA Australia notes that the community at times appears not to clearly distinguish between 
different systems of services (e.g. aged care, primary health, allied health, community health, and 
disability services). For many there is a long-held assumption that as Australia provides universal 
coverage in health care, it similarly provides universal coverage in aged care, and that aged care is 
almost ‘in loco parentis’ expected to provide all forms of care and significant numbers of people 
expect that aged care is funded by government on a similar basis to health services.  

This has been further bolstered for some by the introduction of the National Disability Insurance 

 
21 Australian Law Reform Commission, Elder Abuse IP 47, 2016 at https://www.alrc.gov.au/publications/aged-care-0 
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Scheme which funds any ‘reasonable and necessary’ care and services for eligible consumers.  

The aged care system is ‘designed’ to co-exist with these systems (along with social housing, 
public transport and retirement incomes). However more often than not the reality appears to be 
that failures of these other systems to provide the ‘reasonable and necessary’ care and services 
required by older Australians places the burden on aged care to pick up the slack, which it is not 
funded to do.  

This is a question of human and citizenship rights especially for people in residential care, who too 
often become excluded from other services. This issue is discussed more fully below, in the 
section on Intersection with Other Systems and Services. 

Definition of quality and safety 

COTA Australia recognises there is a wide range of views on what constitutes ‘Quality’ and ‘Safety’ 
in the context of aged care. In healthcare terms ‘patient safety’ is defined as ‘Reducing the risk of 
unnecessary harm associated with health care to an acceptable minimum’.22 This definition is 
comparable to other international definitions.23  There is no official comparable term in the aged 
care context. COTA Australia would submit that the definition of safety should be along similar 
terms, with a focus on minimising harm and delivering an optimum level of care. In discussions 
with older Australians COTA Australia has found they see safety as being akin to boarding a plane 
knowing that the plane will land safely because if the plane wasn’t safe the government 
regulators would not let it fly. So too aged care should be regulated so that there may be an 
assumption that care and clinical services will be delivered in a safe manner or the provider will 
not be allowed to operate. 

Quality, however, is far more complex to define as it has intangible elements and in significant 
ways is based on an individual’s perception and what they value, which can vary between people. 
The National Aged Care Alliance (NACA) describes quality aged care services as those that are 
‘consumer-driven, have a wellness and reablement focus, are affordable to the community and 
individuals, are sustainably provided, and are inclusive of the diversity of older people according 
to their needs.’24  

As the Commission itself has identified, key words and concepts central to quality of life include 
dignity, control, social connection, needs and wants, respect, dignity of risk, and wellbeing, with 
their antithesis, among others, of boredom and frustration. 

CHSP and HCP comparative fees 

COTA Australia is aware of the difficulty  created by inconsistent fees applied across all parts of 
the system for the same service e.g. when provided by CHSP or by the Home Care Packages 
program.  As previously noted, CHSP is a block-funded program, where service users receive no 

 
22 Quality in Health Care , 2009, Volume 21 Number 1, pp. 18-26. Available from: 
https://www.ncbi.nlm.nih.gov/pubmed/19147597 
23 Mitchell PH. Defining Patient Safety and Quality Care. In: Hughes RG, editor. Patient Safety and Quality: An Evidence-
Based Handbook for Nurses. Rockville (MD): Agency for Healthcare Research and Quality (US); 2008 Apr. Chapter 1 
.Available from: https://www.ncbi.nlm.nih.gov/books/NBK2681/#_ch1_s3_; W Runciman et al, ‘Towards an International 
Classification for Patient Safety:  Key concepts and terms’, International Journal for Quality in Health Care , 2009, Volume 
21 Number 1, pp. 18-26. Available from: https://www.ncbi.nlm.nih.gov/pubmed/19147597 
24 Enhancing the quality of life of older people through better support and care,  The National Aged Care Alliance’s 
strategic directions document, June 2012, p.3. 
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allocation of funds, but buy services at a subsidised rate or receive some free.  This contrasts with 
HCP, where individual service users have a specified budget comprising a government component, 
and the fees and costs paid by the service user.   

In the case of CHSP, the service provider receives a block grant for a specified sum.  The service 
contract does not specify the number of clients to receive support but specifies an expected 
number of total hours of service delivery in a schedule to the contract together with the service 
types that the provider is approved to deliver.  This grant covers all ‘above the line’ costs of the 
service.  That is, all administrative and accommodation costs, insurance, and salary for non-direct 
care staff. 

The block funding arrangements for CHSP services means that they do not need to incorporate 
these costs into their fee structure.  In addition, CHSP services are not permitted to make a profit 
on service delivery so the salary costs of direct care staff are amortised over the total number of 
clients of the service.  Any goods and equipment required by clients must be supplied at cost. 

CHSP funding differs from that of its predecessor, the Home and Community Care (HACC) program 
in three significant ways.  The first is that providers approved under HACC funding rounds were 
approved by the Minister, not the Department and their funding continued unless revoked, again 
by the Minister.  CHSP service providers are funded under rolling contracts with the Department 
of Health.   

Secondly, the HACC agreement between the Commonwealth and the States required a substantial 
annual growth component which allowed for the planned expansion of services plus an annual 
indexation adjustment for existing services, based on a formula designed to maintain the grant 
funds’ original purchasing value.  The absence of this component has impacted on all services, 
particularly in remote areas where service users are particularly reliant on this program, as has 
been raised before the Commission.25 The combined effect of lack of growth funds and CHSP 
being used to top up those on lower level HCPs has led to a situation where now most CHSP 
providers cannot take on new clients in key services. 

The third difference is that there was a mandated annual consultation process to identify local 
needs.  The Agreement required this to be widely advertised, and to involve State and 
Commonwealth officers, service users, service providers and any other interested parties, to 
identify the services to be purchased in their Region with the growth funds.   

This model of service was designed to enable the grant to be used to achieve ‘the best outcome 
for the greatest number of people’.  To achieve this, service providers were required to maximise 
the number of clients they could support with a mix of low-level need and higher-level need 
clients with service delivered within a reablement focus. CHSP program guidelines also specify 
that no client may be denied service because of their inability to pay and as a result, there will be 
a number of non-fee-paying clients in every CHSP service. 

The CHSP Client Contribution Framework requires that clients should pay some fee for their 
service, though the quantum is not specified and historically the expectation has always been that 
fees would not be charged at a commercial rate. 

The result of this is that CHSP services can, within their allocated budget, provide most services at 

 
25 Evidence of Michelle McCall, Darwin 12 July 2019,  p.3432. 
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the rate of $15 to $18 per hour.  The average CHSP service user receives around two hours service 
per week at a cost of approximately $3,000 per annum. 

By contrast, HCPs provide an individual allocation of funds to each HCP care recipient, from which 
all service costs, i.e. administrative and organisational overhead costs, insurance, and salary for 
direct and non-direct care staff and case management must be deducted.  The appropriate fees to 
provide service delivery, incorporating these costs, are determined by the service provider. 

The result of this is that an HCP service user would on average pay $55 per hour for many of the 
same services as are provided under CHSP at the lower cost. 

This discrepancy is a cause of considerable angst to service users, particularly if they move from 
CHSP service onto an HCP package, and it is part of the cause of the reluctance of many 
consumers to make this transition. 

Measuring Aged Care Quality and Safety 

In 2017 COTA Australia was contracted by the Department of Health (the Department) to conduct 
a short consultation on Measuring Quality and Consumer Choice in Aged Care. The project 
conducted an online survey with consumers, including their representatives (yielding 676 
respondents) and providers of aged care services (yielding 416 respondents). In addition, focus 
groups were held in seven capital cities (with 65 consumers and 93 providers registering to 
attend, and 30 consumers and 64 providers participating).  

COTA Australia noted that there was strong support by consumers on a range of measures in the 
survey with very little statistical difference in results. If the research were to be conducted again, 
COTA Australia would recommend the inclusion a question inviting respondents to rank/prioritise 
the ‘most important’ amongst all the items identified as important/very important in order to 
flesh out the detail of these responses.  

This approach was tested as part of later focus groups and provided insight into what things 
consumers valued more than others and has informed COTA Australia’s position when 
recommending future courses of action, given the limited resources within the sector and the 
unenviable task of having to prioritise those resources for actions to improve the quality and 
safety of aged care in Australia. COTA Australia suggested that further testing of any action by 
government is warranted to ensure effective implementation. 

The following is a brief and limited summary of the key topics and responses to the Measuring 
Quality and Safety in Aged Care Project consultation. 

Consumer experience 

Powerful support is found in both the survey and focus groups for increased ‘consumer 
experience’ information that will help consumers make informed choices when selecting an aged 
care provider. This includes consumer ratings and reviews by other service users of an aged care 
provider. 

Quality of life 

Information about Quality of Life and what service providers were doing to improve the quality of 
life of consumers in their care was important to 74.4% of respondents in relation to residential 
care and 70.5% in relation to home care. 
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Quality of care 

Consumer survey results indicate that 67.9% of respondents to residential and 53.5% of 
respondents to home care indicated that ‘I want information about care measures by that aged 
care provider (e.g. residents experiencing pressure injuries, unplanned weight loss, use of physical 
restraints)’. 

National Aged Care Quality Indicator Program (QI Program) 

Eighty per cent of providers surveyed believed the QI Program should be run by Government with 
no cost to providers, with only 45% of providers believing that providers should be able to use 
existing benchmarking systems ‘to participate in the QI Program’. 

Role of Government 

There was a range of views by providers about the role of Government in the context of providing 
information about choices to consumers. Most prevalent was that the role of Government should 
continue focusing on ‘minimum requirements’, with industry and ‘the market’ best suited to 
accommodate ‘above the minimum’ solutions. 

Nevertheless, 69% of providers and 65% of consumers supported public reporting on quality 
information of care and/or quality of life indicators on My Aged Care. As in all markets in a 
modern society and economy, quality control and consumer protection are the primary focus of 
government legislation, and this should obviously be the case in aged care. But government is not 
good at trying to manage and predetermine consumer preferences – they are best at that as long 
as government ensures the market conditions are fair and consumer interests protected.  

Making Choices: choosing an aged care provider 

Making choices about aged care is broader than simply quality. This section discussed the broader 
concept of choices and the processes consumers identified of filtering information to a 
manageable number of providers, making comparisons between providers and then finalising 
their choice of provider. 

Research by COTA Australia about Home Care Package information identified that many of the 
current fields available for comparison on My Aged Care were not filled in by providers and thus 
were useless for consumers attempting to compare.26 This included only 9.4% of providers 
publishing their prices on My Aged Care, 83.9% not stating if they charge public holiday loading, 
67.0% provide no information on religions they support, 58.9% provide no information on the 
cultures they support and 72.2% provide no information about the languages they support. This 
research led to several processes within government requiring providers to publish comparable 
service and pricing information. Our understanding is that between 5 and 10 percent of providers 
are still not publishing this information.  

Existing quality systems 

Many providers use existing benchmarking services to report to their monthly/regular quality 
committee meetings. However, it is unclear how many of these benchmarking services are 
independent of the organisation or are within the organisation and benchmarking across sites. 

 
26 Analysis by COTA was prepared for the National Aged Care Alliance’s Gateway Advisory Group and was conducted 
based on pricing information for 3 random postcodes and for other fields based on My Aged Care data from December 
2017 released at www.gen-agedcaredata.gov.au. Results are summarised on page 27 of this report. 
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External benchmarking services like QPS and Moving On Audits provide a degree of verification in 
the data provided, and thus the benefits. However, participation reported by QPS and providers 
amongst home care services is particularly low compared to residential.  

The survey results would indicate few providers across the aged care sector participate in such 
programs (23%) and the focus groups would indicate that many providers use in house quality 
assurance systems rather than external benchmark systems (though some multi-site providers 
benchmark between their own organisation’s site data). 

Need for Broader Toolkit of regulatory penalties 

COTA Australia has previously noted that the current legislative suite of penalties that may be 
applied (namely a stop on receiving new customers and government funds; or revocation of 
accreditation) does not meet current community expectations for the worst of offenses and does 
not really give the Commission an appropriate range of interventions and penalties. It has also 
frequently been withheld in the past until the situation has become extreme in order not to have 
service recipients penalised along with the provider. 

It is encouraging to see that the Aged Care Safety and Quality Commission has  adopted a 
graduated approach to under-performing service providers.  The Aged Care Quality and Safety 
Commission’s Regulatory Framework27  and approach illustrated in their “regulatory pyramid” is 
welcome.  The Framework also makes clear their intention  to apply interventions in ways that are 
relative to the level of under-performance in terms of service quality, with a focus on assisting a 
provider to meet goals, rather than taking post-facto punitive measures that have not in the past 
been well calibrated.  However, COTA Australia supports a strengthening and expansions of the 
Commission’s power that would equip it to operate much more like a regulator such as ASIC,.   

The publication of performance data on My Aged Care from 1 July 2020 goes a little way as an 
incentive for aged care providers to ‘strive for excellence’.  However, from the consumer 
perspective, critical data about the experience of the consumer in the service is missing. With the 
Aged Care Approvals Round (ACAR) in residential aged care there is no reward for high performing 
providers as they cannot grow their business without the ACAR and little incentive for low 
performers to improve as once beds are allocated they are largely retained for life under the Aged 
Care Approval Rounds (ACAR) processes.  The straitjacket of the ACAR effectively dilutes and 
diminishes the capacity of many consumers to express their judgment on provider achievement of 
good consumer outcomes by being able to select high performing providers instead of poorer 
performing ones. 

COTA Australia is broadly supportive of the ACQSC’s moves towards an ‘open disclosure 
framework’ for complaints. We believe it is a critical change in culture that is needed to ensure 
consumer and family members feel safe to raise concerns and complaints with staff without fear 
of retribution and to be confident that they will be handled appropriately. COTA Australia has 
regularly argued to the provider representative bodies, and to individual providers that aged care 
providers need to change their culture.  They must become open and transparent about 
complaints, quality control issues and errors, and create opportunities for consumer feedback and 
reviews. Greater transparency is critical for greater consumer and family engagement and co-
design, and to improving quality and adapting to a changing a variable future. The importance of 

 
27 https://www.agedcarequality.gov.au/sites/default/files/media/regulatory_strategy_jan_1_2020_final.pdf 
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open dialog with consumers has been reinforced in the current pandemic situation and outlined 
in our submission the Commission on the “Lessons of the COVID-19 crisis for Aged Care Reform”28 
of COVID-19. 

ACCESS AND SERVICES 
Accessing aged care has in many respects become more equitable for the broader Australian 
community over recent years, but there remain problems with the way the system has been 
designed and implemented. Some diverse parts of the population face new or continuing barriers.  

While we critique the implementation of ‘My Aged Care’ as it was adopted by the then 
Government it has been largely successful at providing a single place and process for entry into 
aged care. However,  

it must be recognised that older people (like all people) access information in a variety of ways.  
An older person’s capability and confidence with different contact channels and media is variable.  
Older Australians have told us that they prefer more personal engagement either face-to-face or 
face-to-face followed up by telephone.  Online solutions and written materials alone are not 
enough, are not sufficiently interactive, and reinforce the transactional nature aged care. COTA’s 
original proposal for a Gateway to the aged care system, in our initial and follow-up submissions 
to the 2011 Productivity Commission Inquiry29, proposed a face to face option for all consumers, 
through local “gateways” that would provide information, assessment and direct referrals, 
supported by website and call centre capacity. While nuanced variation and terminological 
differences are reflected in what we are saying today, we would be much closer to where the 
Royal Commission wants to go if our recommendations then had been adopted as part of Living 
Longer. Living Better aged care reform package. 

My Aged Care  
While My Aged Care has provided a single point of entry into the aged care system,  COTA 
Australia has been critical of the function of My Aged Care website as a website and a call centre.  
Our preference and advocacy has always been for a face-to-face element.  

COTA Australia has been frequently advised of the difficulties people have experienced in using 
the website, specifically older people, for whom it is the least preferred medium for obtaining 
information.  Another issue raised with COTA Australia is the excessive wait times, both to reach 
an operator and, following that, to access the assessment process.  COTA Australia has been 
informed that this delay has led many older people to give up on the attempt to access support. 

Significant issues have been reported with the call-back system, where people are taken off the 
list if they do not respond after being called three times. Many older people are fearful of 
unknown callers due to scams and may not pick up or cannot understand where the caller is 
coming from.  

Another concern raised by consumers has been reliability and quality of knowledge of My Aged 
Care call centre staff.  My Aged Care staff should have access to a wide and reliable customer 
service knowledge data base that allows them to confidently answer queries and clearly direct 

 
28 COTA Australia, “Submission to the Royal Commission into Aged Care Quality and Safety, Lessons of the COVID-19 
crisis for Aged Care Reform”, July 2020 
29 See submissions at https://www.pc.gov.au/inquiries/completed/aged-care/submissions/sub337.pdf and 
https://www.pc.gov.au/inquiries/completed/aged-care/submissions/subdr565.pdf 
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consumers if they are unable to assist.  In essence, My Aged Care should be the “source of truth” 
for aged care enquires.  Too often we hear from consumers that they are dissatisfied with their 
experience with the call centre because they receive conflicting information from operators or the 
operator is unable to provide beneficial information or practical direction. 

Difficulties using the website are compounded for those who have a level of visual or hearing 
impairment, are from culturally and linguistically diverse backgrounds, or are experiencing 
dementia or other cognitive issues.  The Commission has previously heard evidence from the 
Older Persons Advocacy Network (OPAN) that it receives more requests for advocacy to 
understand and negotiate the home care packages program than requests for advocacy regarding 
the provision of quality care.30 

COTA Australia has also heard the information provided described as unreliable or unsuitable and 
that referrals have often resulted in incorrect services being provided. 

COTA Australia has always advocated for a face-to-face component to operate in conjunction with 
My Aged Care to provide an accessible point of entry into the aged care system. Face-to-face 
centres can provide advice and information but not operate as a referral point, which should 
remain as a single-entry point via My Aged Care.  

COTA Australia notes the Department of Health will provide the interim report of the External 
Evaluators for the Aged Care System Navigators pilots to the Royal Commission.  As lead 
contractor on behalf of a consortium of 30 partners delivering the pilots it is appropriate that 
COTA does not comment at this stage on the effectiveness of any model delivered by our partners 
in the trial over another.  However, we do see a role for more intensive one-on-one navigation 
services may be more appropriately delivered by the Case Manager/Assessor as outlined in our 
submission “Aged Care Program redesign:  services for the future”.31  

Enhancing My Aged Care 

COTA Australia is aware that significant resource es have been put into system enhancements to 
My Aged Care and welcomes the improvements. In particular, the new website’s simpler, more 
accessible presentation and easier to follow pathways. 

From a consumer perspective it makes sense for My Aged Care to be the repository of 
information relevant to consumers.  The increased visibility of provider performance data and 
pricing information have been welcome improvements.  However, there are still many 
improvements that could improve the consumer experience and the information available. 

Transparency of financial information is still a challenge.  While providers are now required to 
provide pricing information there is still no easy way for consumers to compare particularly when 
information links to providers are provided outside the My Aged Care Platform. 

 
30 Evidence of Mr Craig Gear, Older Person’s Advocacy Network, 12 February 2019, p. 146. 
31 COTA Australia, ´ Submission to the Royal Commission into Aged Care Quality and Safety Aged Care Program redesign:  
services for the future, January 2020. 
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Screening and Registering with My Aged Care 

Call response times 

Wait times to reach an operator remain excessive with the initial contact serving as an initial 
screening process.  Older people were reporting waiting times of more than an hour, with 
bewildered older people not sure if they are still connected or have been forgotten in the queue. 
We believe the situation has improved considerably in recent time, but this experience continues 
to damage the My Age Care brand among the community.  

Incorrect outcomes 

The purpose of the screening process is to identify the level and type of care a consumer may 
need and informs a decision to refer to a Regional Assessment Service (RAS) for people seeking 
lower levels of support, or an ACAT for those with higher or more complex needs.  COTA Australia 
receives many accounts of people being referred to the wrong assessment level, and that the 
level of skill of individual operators varies considerably.  This process of apparently multiple and 
conflicting assessments is confusing and frustrating for consumers. 

Assessment waiting times 

From the time of referral to an assessment agency there is a further and lengthy wait for the 
assessment – a period regularly described as being up to six weeks and on occasion proving to be 
to the wrong assessment agency, either RAS or ACAT. 

As outlined in the government’s National Screening and Assessment Fact Sheet, ‘My Aged Care 
contact centre staff complete an initial needs identification of clients by asking a series of 
questions over the phone. Using a conversational approach, screening considers a client’s needs, 
circumstances and functional ability’.32 

It may be that this ‘conversational approach’ together with the number of inappropriate referrals 
reported to both COTA Australia and the Royal Commission, fuels the belief of service users that 
the decision to refer to a RAS or an ACAT for assessment is driven as much by personal opinion as 
by rigorous criteria.33 

COTA Australia was disappointed to find that the pathways to selecting a service or obtaining 
support to do so continue to present real barriers to many people. 

As an example, a consumer seeking to apply for service but wanting to have support in the 
process is confronted by a confusing, multi-step pathway, before arriving at ‘Who Can Support 
Me’ under which is yet another link to ‘Appointing a Representative’.   

At this point the confused consumer is confronted with the choice of an authorised representative 
or a regular representative and yet another link to ‘How do I Appoint a Representative’.  From 
there, the final link is to a very densely-written, five-page form, to be counter-signed by the 
representative and in some cases requiring the attachment of yet more legal documents. 

 
32 My Aged Care ‘National Screening and Assessment Form’. 
33 Evidence of Ms Rita Kernovske, Adelaide hearing, 21 March p.1007. 
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This is an impossible pathway for a person who, at the outset, needed help to apply for support.  

Screening and assessment in a future aged care system 

COTA Australia has put forward a model for a future aged care system where local solutions for 
information provision are essential.  Older people are often active and engaged members of their 
local communities through membership of community groups, church activity, volunteering etc.  
They may also be engaged in activities targeted at older people such as U3A and seniors’ groups.  
These connections are an important source of connection and trusted information.  In addition, 
they may be socially isolated, leaving local primary health services as one of very few 
opportunities to interact with socially isolated older people.  This includes General Practitioners, 
Pharmacists, community services and allied health services.  Local Government will also play a 
part in some older person’s networks.   

Any design of the aged care system must leverage off and build on these existing, trusted 
relationships. 

The best model of an Entry Point to aged care should: 

• Support the consumer to make well informed choices and decisions about their health 
and wellbeing 

• Encourage individual capacity-building by informing the consumer about universal 
services enhancing health and wellbeing (e.g. reablement or restoration services) 

• Record basic contact information and needs, quickly and efficiently 

• Have strong links with generic, broad community support services (e.g. social support, 
clubs, transport, food services) 

• Determine eligibility and prioritise for assessment 

• Deliver comprehensive, wrap around assessment and allocation, tailored to individual 
choices and decisions about needs 

• Offer case management to support and guide consumers through from assessment and 
registration process to service delivery 

• Provide real time booking of care services. 

The essential functions of Entry Point services are: 

1. Information: promoting information, including via local contact points, including specialist 
navigation services 

2. Registration:  administrative mechanism for initial contact information and consumer 
expressed service need 

3. Screening:  determining financial eligibility (where needed)  

4. Wrap Around Assessment and Case Management 

More detail of our proposed approach is outlined in COTA Australis’s submission on program 
redesign.34 

 
34 COTA Australia, “Submission to the Royal Commission into Aged Care Quality and Safety, Aged Care Program 
redesign:  services for the future” January 2020 
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Value of a standardised screening tool 

There have been many attempts to develop a standardised screening tool to meet industry best 
practice that screening processes should be standardised and consistently applied in order to 
achieve equity between consumers. The various screening tools developed for use by State and 
Territory service systems were evaluated as part of the development of My Aged Care. COTA 
Australia has been involved in this work since 2012 through leadership of the National Aged Care 
Alliance’s Gateway Advisory Group.  

As a result of the evaluation of existing tools, the initial version of the National Screening and 
Assessment Form (NSAF) was introduced when My Aged Care operated as a telephone contact 
centre, with no central record capability. That version did not readily allow the separation of 
screening and assessment questions, so a major revision took place in preparation for the 
expansion of My Aged Care functionality in 2015 to enable much more effective screening at the 
first point of contact ensuring referral to the most appropriate assessment channel for each 
consumer. 

The NSAF changes in 2015 supported the collection of information throughout the screening and 
assessment process. The NSAF was mandated for use by My Aged Care contact centre staff, 
Regional Assessment Services (RAS) and Aged Care Assessment Teams (ACATs) to screen and 
assess the aged care and support needs of older Australians.  The department advised the sector 
that the NSAF was not intended to be a decision-making tool but was designed to identify the 
needs, concerns and preferences of the consumer.  Once this was completed the assessor and the 
consumer would develop a support plan together. 

The NSAF was reviewed again in 2017/2018 to assess its effectiveness through a number of 
workshops convened by the department.  Participants’ feedback was generally positive.  In 
summary, the department reported that workshop participants identified the NSAF as facilitating 
a more positive consumer experience and providing consistent and useful information for both 
consumers and providers.  

A revised NSAF was launched late in 2018.  This version of the NSAF retained the screening 
elements for use by the contact centre and adopted a more conversational approach to consumer 
engagement in the assessment process, which enabled assessors to record more details pertinent 
to the individual’s life journey and, overall, placed a stronger emphasis on codesign of the 
planning process.  

As with the earlier version, a wide range of supplementary clinically-validated assessment tools 
have been included as part of the NSAF and the assessor can choose to use relevant sections at 
their discretion.  These tools may target assessment of specific conditions such as cognitive 
decline, mental health, pain, urinary and faecal incontinence, nutrition status and substance 
misuse. The only requirement is that the assessor records the use and outcomes of the tool/s and 
attaches a copy to the consumer’s record. 

As a general comment, the NSAF has been well received by the aged care industry. However, 
COTA Australia continues to hear criticisms regarding usage, particularly that there is variability in 
how the tool is being used by some contact centre staff and assessors. For example, consumers 
and providers have expressed concern regarding the way some My Aged Care contact centre staff 
use the tool to screen older people and or carers who phone My Aged Care to establish eligibility 
to receive services.   
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Consumers and families report that their My Aged Care screening experience equates more to a 
tick box exercise rather than a genuine endeavour to seek information focused on understanding 
their needs and concerns.  Consumers’ suggested improvements, as well as those expressed by 
other stakeholders, are noted in a number of more recent My Aged Care Updates.35   

Commonwealth Home Support Programme (CHSP) 
Older Australians have consistently told us that they want to stay at home for as long as possible 
and remain independent.  COTA Australia supports the review of the planning ratios to better 
reflect and effectively support the desire of older Australians to stay at home.  With a focus on 
providing early intervention, staying well, independent and supporting reablement consumers can 
avoid expensive hospital and residential care.  CHSP services are the entry point into this support 
system, with a strong focus early intervention and reablement for service delivery. 

There are around 850,000 service users receiving support from 1,456 CHSP service providers. 
CHSP services are designed for those needing support at a lower cost than services provided 
under a Level 1 home care package (less than $8,000 per annum) and are designed for people 
requiring around 2 hours of support per week from one or two support services. 

Programs providing these low levels of support were designed in response to a body of evidence 
which indicated that older people with low-level support needs could be maintained at that level 
if this need is met promptly and escalation to a higher level of need could be significantly delayed. 
On the other hand, if this support was not forthcoming in a timely way, the same evidence 
indicated that their functional capacity degenerated quite rapidly. 

The CHSP program contributes to containing aged care costs in important ways.  

• It provides support to the greatest number of aged people needing support at the lowest 
cost. 

• It relieves pressure on higher cost services by maintaining or reducing the need for formal 
support services in clients only requiring low level support services. 

• CHSP has a strong reablement, or wellness focus, which is more readily met when people 
are still close to their previous level of independence and are very keen to regain or 
maintain it.  

• Reablement in CHSP was intended to have a strong focus on assisting consumers to recover 
their capacity for daily activities in areas that have been important to them in the past.  This 
focus includes things like assisting consumers to undertake light gardening, meal 
preparation, and low intensity domestic task, more than on allied health services or other 
more formal supports. 

However, advice provided to the Commission from staff in CHSP services indicates that many of 
services are not offering reablement and clients are remaining on the service indefinitely.  COTA 
Victoria has reported that while there were intensive capacity building efforts in HACC in some 
states (Vic, WA & SA in particular) to embed a restorative approach into services, the role of 
sector support seems to have waned in this area since the transition to CHSP. 

 
35 Department of Health. Latest My Aged Care updates.  Accessible at https://agedcare.health.gov.au/programs/my-
aged-care/latest-my-aged-care-updates 
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Availability of CHSP 

COTA Australia notes that identifying a local CHSP service is clearly indicated on My Aged 
Care, but finding an available service is another issue.  

• My Aged Care published data indicates that many CHSP services are currently full and 
maintain no waiting list.  CHSP service providers in some areas report that referrals have 
been closed for over 12 months as funding is directed to HCPs and residential care. 

• Currently 14,700 approved HCP clients, mainly at Level 3 or Level 4, are using CHSP to 
provide interim support.36 

COTA ACT experience is that services continue to take referrals even though there are no services 
available.  It also appears that people are not placed on a waiting list so when services become 
available it may not necessarily go to the person who has been waiting the longest.   

A Department spokesperson has stated that ‘there has been no closure of referrals to CHSP’.37 

Fees 

The range of service types provided under CHSP varies quite widely in cost.  The variation in cost is 
not only between service types but also across service providers.  Reports to COTA Australia from 
across the country indicate lack of transparency and significant variation between States and even 
regions.  This variation is a legacy of the previous jurisdictional approaches and while the 
Commonwealth has attempted to implement a national fees policy in CHSP its implementation 
and application is not consistent.  The experience of some consumers is that there is no charge or 
an optional charge for some CHSP services, while others will experience a clear pricing structure.  
In our experience, consumers in Western Australia and Victoria seem to have clarity on 
expectations to contribute and levels of expected service contribution and this is partly due to 
clear fees policies for the former State-based HACC programs. 

The lack of clarity or expectation to make some contribution to services has other unintended 
consequences.  In the current aged care system consumers who have never paid for services may 
be reluctant to accept a much needed home care package as may finically disadvantage them.  
Firstly, there is an expectation of contribution.  Secondly, particularly in the case of a lower level 
package, the contribution may be higher for a small increase in service.    

Change in service user profile 

Evidence provided to the Commission by the Department indicates that the profile of CHSP 
service users is changing, with the average age of clients entering the program currently 75 years, 
up from 65 years a decade ago, and that these clients have higher-level need than was the case a 
decade ago.   

This may reflect a change in the characteristics of the CHSP client group or could suggest that 
delayed access to CHSP for clients who could have been maintained at a more independent level 
has resulted in an increase in support need.  

COTA Australia is concerned that utilising CHSP services to provide interim support to consumers 
approved for an HCP is a solution that may be: 

 
36 Data provided by Department of Health, The Daily Commission, Edition 79, 4 June 2019, p.2. 
37 Data provided by Department of Health, The Daily Commission, Edition 79, 4 June 2019, p.2. 
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• limiting access to the program for those for whom it was originally designed 
• artificially propping up the Home Care Package program 
• distorting waiting times for Home Care Packages 
• contributing to the reluctance of consumers to move from CHSP to a package of care 

One of the results of propping up Home Care Packages through CHSP is an escalation in need for 
these consumers, the solution may be exacerbating the very problem is was intended to solve. 

Wellness and Reablement 

Wellness and reablement are approaches that support active ageing, countering the belief that 
disablement and decline are a normal part of older life. 

COTA Australia supports the World Health Organisation view that Healthy Ageing is about creating 
the environments and opportunities that enable people to be and do what they value throughout 
their lives, noting that being free of infirmity is not a requirement for Healthy Ageing. 

WHO defines Healthy Ageing ‘as the process of developing and maintaining the functional 
ability that enables wellbeing in older age, including having the capabilities to be and do what 
they have reason to value’. This includes a person’s ability to: 

• Meet their basic needs 
• Learn, grow and make decisions 
• Be mobile 
• Build and maintain relationships 
• Contribute to society.38 

COTA Australia supports the key direction of wellness and reablement of current Australian 
Government policy. However, we have some concerns about the implementation of wellness and 
reablement approaches when health promotion and preventative health programs are 
underfunded, patchy in coverage and often poorly targeted to older people.  

COTA Australia believes that reablement should be embedded in the referral and service pathway 
to ensure it will be utilised in a nationally consistent way. We also note the focus on physical and 
cognitive function and independence, without reference to psychological function as part of the 
wellness approach. There is sound evidence for the increased incidence of depression in people 
with chronic conditions and those facing grief from a variety of losses experienced in later life. 
Acknowledging and addressing psychological wellbeing as a specific component of the wellness 
and reablement approach will help to ensure quality of life is improved for older people even 
when their physical function remains limited. 

Reablement and CHSP 

The focus on early intervention, staying well, maintaining independence and supporting 
reablement requires that the lowest level of low-care services be appropriately funded and 
available in a timely way to consumers with this level of need.  However, doing reablement well 
requires an investment in sector development and reports received by COTA Australia suggest 
that the investment in sector development is presently lacking. 

 
38 World Health Organisation: Ageing and Life course: What is Healthy Ageing, https://www.who.int/ageing/healthy-
ageing/en/ 
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Reablement in CHSP tends to focus more on enabling users of the program to re-learn tasks of 
daily living, like simple meal preparation or light household tasks, and to maintain or re-establish 
social and community interactions. It has a focus on the provision of simple aids, such as wheel 
chairs and shower stools, or hand-held showers, all of which enable a client to safely retain their 
independence or to reduce or discontinue more expensive services, such as personal care. 

This group is the ideal group for targeted restorative care for a number of reasons including:  

• They remember what their life was like before their injury or illness  
• They are motivated to return to that level of functioning because they perceive it as 

something within reach  

They are often motivated to regain their independence and not be dependent on services for the 
long term because their transition to a dependent state was not gradual.  

Home Care Packages (HCP) 
The Royal Commission has heard concerns about the excessive waiting time to receive a Home 
Care Packages (HCPs).  The extent of the national waiting list became apparent when a 
consolidated list was made possible by having a single point, My Aged Care, for keeping this 
record. 

As at 31 March 2020, there were 103,599 people waiting on a home care package at their 
approved level.  Ensuring all older Australians no longer wait for home-based care for more than 
60 days is a priority for COTA Australia.  The Department of Health estimates indicate that if home 
care packages were provided to all people on the waiting list at the level of their assessed need, 
the annual cost would be approximately an additional $2 to $2.5 billion dollars. 39  Dr McEvoy’s 
conclusion “that more than 16,000 died, waiting for a package that they never received”40 was 
confronting.  COTA Australia contends that reduction of waiting times must be tackled as a short 
term priority and addressed within the next 2 years. 

The injection of additional HCPs over the past two years has been welcome.  The Commission 
heard evidence of certain responses from the Department to address the waiting list and 
concerns identified in the Tune review.  These had included bringing an additional 6,000 higher 
level HCPs between June 2017 and September 2018.  The mechanism used to do this was to 
convert 17,000 budgeted Level 1 and Level 2 packages into 6,000 Level 3 and Level 4 packages.41  
Given the extensive evidence provided to the Commission relating to the deterioration in the 
overall condition of people waiting for a package, and their increasing level of acuity in this time, 
effectively addressing this issue will be central to setting this part of the aged care support system 
on a sustainable footing.  

With 39,650 packages in the March quarter and the immediate release of 6,100 more packages 
from 8 July, 2020 we have seen additional growth, but not enough to diminish the average waiting 
time. 

Concerns have been raised as to whether the sector would be able to provide these services if 

 
39 Evidence of Ms Fiona Buffinton, First Assistant Secretary, Home Aged Care Division, Department of Health, 22 Mar 
2019, p. 1068. 
40 P1098 Counsel Assisting 22 March  
41 Evidence of Ms Fiona Buffinton, First Assistant Secretary, Home Aged Care Division, Department of Health, 22 Mar 
2019, p. 1068. 
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there was a major influx of packages into the system.  This question raises issues of workforce 
numbers, skills, training, and renumeration which are addressed separately in this submission. 
COTA recognises the workforce implications of increasing care for more than 120,000 Australians 
will necessitate a maximum 2 year window for such a plan to be implemented.  It is worthy of 
note, however, that Aged and Community Services Australia (ACSA) has provided evidence to the 
Commission that their members report that they have capacity to take on more home care 
packages but there is currently no funding to do so.  

Significant service expansion within the current framework would also require an increase in the 
number of available Approved Providers. This is currently being limited by the process for 
approval. 

Feedback from community consultation and HCPs 

Community consultation led by COTA Victoria resulted in the following list of suggestions in 
relation to the allocation of HCPs from older Australians attending. 

These included that the Department should: 

• Provide the package that meets the needs of older people on receipt of the package; 
lengthy wait lists mean people often need the next level of care by the time they receive a 
package.  

• Use the electoral role to notify people of their entitlements (regarding aged care) at 65 
years old.  

• Reduce the wait times for packages.  
• Introduce more package levels to address the needs of older people. 

COTA Australia notes the recommendation of the Tune review that calls for the introduction of a 
new level of package, the costs of which will not exceed the care costs associated with residential 
care. COTA Australia would prefer the Government to consider a more nuanced and evenly 
spaced scale of funding packages which will result in up to 6-8 different package levels, ranging 
from the current Level 1 to a Level 6 or 8 (depending on spacing) equal to the maximum value of 
ACFI. 

Consumer Directed Care 

On 1 July 2015, it became mandatory for all home care packages to be delivered on a consumer 
directed care (CDC) basis.  COTA Australia has been a strong advocate for consumer directed care 
(CDC) across the whole of aged care.  A CDC approach should give consumers: 

• choices about the types of assistance wanted, who will deliver the services and when 
• control over decisions that relate to life and care 
• information and knowledge so consumers can make more informed decisions. 

Taking this further and allocating the home care package to the consumer rather than the 
provider from February 2017 provided a framework to further empower the consumer.  
Previously, service providers had been allocated packages as part of the Aged Care Approvals 
Round (ACAR) and COTA often heard reports from consumers about provider practices that 
suggested providers had expectation that some part of these funds could legitimately be used for 
activities that supported consumer care but that were not direct care provision, and that there 
could be some flexibility in the allocation of these funds between consumers to address 
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fluctuations in care needs. 

The current approach theoretically gives consumers more control over their funds for their care 
and how those funds are spent with package funds quarantined for the use of each individual 
consumer.  We still have concerns about the current operation of packages as the consumer can 
choose an aged care provider to hold the funds for the package but is then sometimes restricted 
by the provider in using these funds to exercise choice and control in relation their care.  For 
example, providers restricting choice of services to the ones that they provide or actively 
discouraging the use of other providers.  Anecdotally, we have heard some providers stating that 
the consumer has exercised their choice by, “choosing us.”  We receive many reports from many 
dissatisfied consumers seeking advice on how to challenge what they see as “the controlling 
behaviour” of the provider they have chosen. 

Lessons learnt from the Australian and the international experience of shifting funding from 
providers to consumers, emphasises the critical importance of providing older people, especially 
those living with special needs or a disability, enough support to develop their individual plans 
based on their needs and wishes and on accurate and transparent service information.  This 
support, or case manager, must be readily available from their first engagement with the care 
system42.  Other available evidence (for example, the Managing Your Home Care Package project 
undertaken by COTA Australia) points to a variety of ways consumers wish to manage their funds 
— some want to self-manage, while others prefer to use an independent case manager; some for 
an initial period, others on an ongoing basis.  If the latter is the consumer’s choice, it is critical that 
a case manager be available to them from the moment they register. 

COTA Australia strongly supports a CDC approach across all aged care and advocates for placing 
funding into the hands of the consumer. COTA believes that the transition to entrenching choice 
and control for all consumers in the aged care sector by placing funding in the hands of aged care 
consumers will require a strong collaborative, trusting approach. The effectiveness of this 
approach will necessitate government taking a stewardship role in setting policy, designing 
systems, and ensuring the meeting of quality standard and equitable access. COTA appreciates 
that there are inherent risks, especially in relation to an initial increased volatility in service 
supply.  This will inevitably include the strengthening of certain providers and the demise of those 
who have not keep abreast of the need for cultural adaption. However, choice will also embed 
opportunities for niche providers to carve out specialisations within the sector, ensuring that a 
place for both large and small providers.43 

COTA Australia’s “Increasing Self-management in Home Care Project” gathered evidence and 
sought to understand what needed to be in place for consumers to become confident and 
comfortable in managing their own package of care.  The research undertaken by RMIT 
University44 demonstrated that consumers were able to undertake and manage a variety of 
activities to direct their own home care packages.  More than 60% of consumers were using debit 
cards to pay for products and services relating to their care.  More importantly, the research also 
found that no matter the level of self-management – one activity or many – consumers reported 

 
42 Laragy C. & Naughtin G. ‘Increasing consumer choice in aged care services. A position paper’. 2009.  Accessible at:  
online 12 Feb. 20. Accessible at:  
http://library.bsl.org.au/jspui/bitstream/1/5985/1/LaragyNaughtin_increasing_choice_aged_care.pdf   (Viewed, 14 
Feb.20). 
43 Grant Thornton. ‘Perspectives on the Future of Ageing and Age Services in Australia’. 2019. P.8 
44 https://www.cota.org.au/information/self-management-in-home-care/self-management-resources-and-tools/ 
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higher levels of satisfaction and wellbeing.  It is not surprising that people reported feeling better 
because they had some control over their care. The project also demonstrated the important role 
of case management.  The consumers participating in the project wanted support on their own 
terms and the role of the case manager was to coach, build capacity, advocate, navigate the 
system, advise and connect.  When funding is in the hands of the consumer, the independence of 
case management from providers becomes more important in supporting consumer self-
direction, choice and control. 

The future of Care at Home 

COTA Australia’s submission to the Royal Commissions in January 2020 on design of a future aged 
care system proposed a different approach to support at home.  COTA maintains its support for 
the future of aged care as broadly envisaged by the Aged Care Roadmap’s ‘Destinations’.  This 
includes it being a system rebuilt around genuine consumer choice and control and creating a 
continuum of care regardless of the location in which that care is delivered.  Our vision for the 
aged care system is agnostic as to where and how care and services are delivered.  

In terms of service delivery, COTA Australia has proposed a model that describes care as all 
individual care that is required by and delivered to the individual.  The current divisions between 
CHSP, HCP and residential care are confusing and do not contribute to simplifying the aged care 
system. We have also proposed that levels of care and support needed are not static.  The needs 
of older people change over time, for example with periods of intense support following a crisis or 
life change.  It is envisaged that in the future care planning and supports provided are dynamic 
and responsive to individual need. 

There is a role for activities and services that are designed to support older people’s health and 
wellbeing and connection to community allowing them to continue to participate in community 
life. We have proposed that these social support activities, transport and centre-based respite 
should be subsidised and available widely.  Access to these supports should not require any 
assessment beyond basic financial screening and as discussed above with some alignment to 
pensioner health care card entitlements. Simply put, those older people with a pensioner card / 
health care card would receive automatic access to community engagement services, while those 
without either card would merely need to complete their financial screening process in a 
streamlined manner. 

In support of the current the focus on wellness and reablement, COTA Australia’s model also 
concentrates on “individual capacity building” (restoration and reablement) and assistive 
technology (AT).  This approach invests in the capacity and capability of people building the 
individual’s knowledge and confidence and provides AT that enable consumers to more effectively 
self-manage their care needs. 

More detail is available in our January 2020 “Aged Care Program redesign:  services for the 
future” submission. 

OTHER COMMUNITY-BASED SUPPORTS 

Short Term Restorative Care (STRC) 
The STRC Programme, established under s96-1 of the Aged Care Act is an early intervention 
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programme that aims to reverse and/or slow ‘functional decline’ in older people and improve 
wellbeing through the delivery of a time-limited (up to 56 paid days), goal-oriented, multi-
disciplinary and coordinated range of services designed for, and approved by, the client.  

STRC services may be delivered in a home care setting, a residential care setting, or a combination 
of both. STRC is ideal for people who are:  

• goal-oriented and have the desire to return to earlier or improved levels of independence  
• not currently receiving any Commonwealth aged care services in the form of residential 

care, home care or any other type of flexible care under the Act.  

STRC is a goal oriented, multi-disciplinary package of care designed to meet the consumer’s needs 
to help them stay at home and help defer entry into higher levels of care.  

• Access into STRC is due to functional decline (not linked to a recent hospital admission) 
resulting in a consumer needing assistance for a short period of time.  

• It provides a high intensity short term period of care (up to a maximum of 56 days).  
• STRC is a higher value multi-disciplinary package of care (starting at $197 per day per client 

up to a maximum of 56 days ($11,032) and subject to possible indexation thereafter).  
• A consumer may be asked to pay a daily care fee, except for when they are on leave.  
• The care and services provided need to be multidisciplinary in nature and the types of 

services provided through short-term restorative care will be guided by a doctor’s 
assessment to ensure medical needs are met.  

• Service will be selected with consumer input and chosen to meet their needs and be agreed 
in a care plan with the consumer as part of their Flexible Care Agreement. 

The National Aboriginal and Torres Strait Islander Flexible Aged Care 
Program (NATSIFAC & NATSIFLEX)  
This program is part of the Australian Government’s strategy to improve the quality of, and access 
to, aged care services for older Aboriginal and Torres Strait Islander people. The program funds 
service providers to provide flexible, culturally appropriate aged care to older Aboriginal and 
Torres Strait Islander people close to their home and/or community. 

Currently NATSIFLEX funds 453 residential aged care beds, 11 respite places and 390 home care 
services in 30 different organisations nationally. 

Service providers deliver a mix of residential and home care services in accordance with the needs 
of the community which are located mainly in rural and remote areas. The NATSIFAC Program is 
administered outside of the Aged Care Act 1997.  The program is block-funded with the funding 
amount determined under a ‘cashed out’ model, based on an agreed allocation of places and not 
the occupancy of those places, and types of residents.  

This provides a constant income stream so that the service provider has both the stability of 
income from the funding and the flexibility to manage the delivery of aged care services to meet 
the needs of the community. Funding is based on daily rates for the type of allocated place. The 
funding for the NATSIFAC Program is provided by the Department in association with the grant 
agreement. 

Reflecting the environment in which these services are delivered, emergency funding may be 
available under the DACS Fund and NATSIFAC Program for one-off grants for services that directly 
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impact the quality of care for aged consumers, including replacement of air conditioning units, 
generators, hot water units, damage caused by severe weather events, costs of nurse advisors 
and administrators. 

To be eligible for the program a person must be Aboriginal and/or Torres Strait Islander, aged 50 
years and older and be are accepted into the Aboriginal and Torres Strait Islander community 
where they live. 

Potential clients are not required to be assessed by the ACAT to receive care services under the 
NATSIFAC Program. However, it is recommended that an assessment be undertaken by a health 
professional or ACAT prior to receiving aged care services. 

There are no prescribed settings where care can be provided.  Care can be provided flexibly in 
response to a consumer’s identified needs and includes in a residential facility in which the 
consumer is also provided with accommodation and nursing care and services, and/or in a 
consumer’s own home, a respite centre or day respite centre, or other place. 

The defining elements of the program are firstly its focus on delivering ‘culturally safe’ care, with a 
very high number of Aboriginal care workers or workers with excellent cultural understanding.  
Secondly, there is the flexibility that block-funding offers enabling service providers to deliver a 
broad range of individually determined supports, in environments from home-based to 
residential. 

Pros and cons of the program 

Commenting on the impact of the different funding models in this particular environment, one 
witness before the Commission made the observation that ‘up here you do not have the trained 
staff to do those assessments and so their score is very low.  The flipside to that is your NATSIFLEX 
is block funded and you meet the need of any individual that walks through the door, whereas 
with ACFI, there is a need to try and get as much revenue as possible.’45 

There are a number of difficulties with this funding model, however.  The funding agreements are 
for fixed periods of two and a half years, with quarterly reporting and an annual acquittal process.  

The short, fixed-term nature of the funding results in insecurity of employment for staff although 
many of them elect to continue with their organisation despite the lack of certainty in its ongoing 
nature. 

The other burden on NATSIFLEX providers is the acquittal process, which requires a provider to 
acquit the funds received against the expenses incurred for the relevant period and refund any 
underspend to the Department.  As one witness commented ‘essentially you are largely 
prevented from generating any form of surplus to reinvest in capital investment for a particular 
site.’46   

 
45 Evidence of Dr Michael Preece, Broome, 21 June 2019. 
46 Evidence of Mr Craig Barke, Broome, 17 June 2019. 
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RESIDENTIAL AGED CARE 

Finding appropriate, available and affordable residential aged care 
The ability to find appropriate residential aged care is impacted by a number of issues.  One 
relates to the information available on which to base a comparison. Evidence has been provided 
to the Commission that an international researcher, coming to Australia to research a major thesis 
on ‘Improving the quality of residential care for older people: a study of government approaches 
in England and Australia’ , could not find a source of information on identifying quality providers 
anywhere, including from the Department of Health.  She stated, ‘The difficulty in Australia is that 
there is absolutely no way of finding out … there is no information in the public domain.’47 

COTA Australia strongly supports full transparency of provider information about service, fees, 
performance and complaints. 

The National Aged Care Mandatory Quality Indicator Program is one tool that may assist 
consumers over time to have access to transparent, comparable information about some quality 
indicators for clinical care.  However, this information does not address what consumers regard as 
indicators of quality.  The same can be said of the compliance information now available for 
residential aged care providers on the My Aged Care website.  While welcome, it shows 
comparable compliance information, not what consumers see as quality indicators.  

The option of a star rating system has been raised and attracted support and opposition. There 
are international examples that show that a rating system can operate to change the behaviour of 
providers and improve care, given the public nature of the results.  For some years in the early to 
mid-2000’s COTA worked with a consortium of organisations in NSW, led by the NRMA, to 
develop a consumer quality rating tool for retirement villages and aged care providers. 
Unfortunately, despite significant progress, the initiative was abandoned mid-stream after 
substantial success due to a change of leadership in the NRMA. 

COTA Australia agrees that such a system would need to be well designed in order not to create 
perverse incentives.  For example, to ensure that it did not operate to encourage some providers 
to protect their rating outcome by not admitting any high-level or high-risk residents. Any rating 
system would need to not disadvantage smaller providers, or those in rural or remote areas, 
relative to larger, urban based facilities. 

End ACAR 
The Aged Care Approvals Round (ACAR) has been the means of allocating new funding for aged 
care places. Historically, the ACAR mechanism served a useful purpose for a considerable period- 
to correct problems with the mostly unregulated system that preceded it. However, for many 
years it has had the effect of encouraging uniformity and both -embedding and /protecting 
mediocrity by stultifying consumer choice and restraining the capacity for consumer preferences 
to competitively reward excellence. 

The Australian Government currently has before it the commissioned Impact Study on the 
removal of the ACAR. The report follows the in-principle decision in the 2018 Federal Budget to 

 
47 Evidence of Dr Lisa Trigg, Perth hearing, 2 July 2019, p. 
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replace ACAR with a new arrangement putting more choice and control in the hands of 
consumers.  COTA understands that the report has sets out a number of steps that should be 
taken prior to the abolition of the ACAR within the two year time-frame recommended by David 
Tune in his report on the Legislated Review.  These include a significantly improved assessment 
process, a much strengthened process of, and criteria for, assessing and monitoring Approved 
Provider status, greater information and support for consumers, greater flexibility in regard to 
additional services, and ensuring rural and remote consumers have equitable access to services. 
Initiating this process for the abolition of the ACAR should not need to wait until after the Final 
Report of the Commission. 

Increased quality and flexibility of services 
As has been widely reported to the Commission, residential care is the least wanted of available 
aged care supports.  In large part this is driven by a fear of the experience of residential aged care 
and a perception that it is an unsafe and unfriendly environment. 

Key issues raised with COTA Australia have included lack of respect or dignity, the loss of control 
of their world, an unwelcoming and confusing physical environment, unpalatable and institutional 
food and a lack of suitable activities. As one witness put it ‘Watching TV and Bingo are not 
activities. I constantly ask for more challenging activities.’48 

In particular, residents and families are distressed by the institutional timetables built around cost 
effective service planning (getting up, bathing, dressing, eating), task focused and controlling care 
provision to accommodate staff rosters and time limitations, often including physical and medical 
restraint, and de-personalised care allowing no time for personal interaction. 

Residents in residential care have also described the difficulties they face in obtaining access to 
other services: GP, allied health professionals, dental services and optometry. 

COTA Australia is aware of good models of residential care that have been delivered in different 
environments, not limited by current design if there is the will to adopt a different model.  Good 
examples of residential care have been found in small, modern, purpose-built facilities and old 
traditional modified buildings. The issue they appear to have in common is that these have been 
built/modified to provide a human-scale care environment. 

These small-scale environments more readily develop systems, routines, and approaches possible 
in small communities.  They enable flexibility around mealtimes, sleeping and waking, access to 
outside, and residents’ involvement in tasks such as cooking, gardening, and light domestic 
activities of the kind they would have undertaken at home. 

In a smaller environment it is easier to adjust for individual need, respond to families supporting 
dignity of risk and facilities feeling safe to accommodate their views. There is some evidence that 
a smaller environment helps to support the provision of person-centred care, the dignity and 
autonomy of residents and lessens the need for reliance on restrictive practices and controlling 
programs.   

As the evidence of one service provider has noted: 

 
48 Evidence of Mrs Merle Mitchell Sydney hearing, 6 May 2019, p. 1163. 
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We can’t provide personalised care unless we know their background, who they are, what 
they like to do.  So that first interaction is really, really important.  It’s really important 
that the environment that somebody lives in is on a human scale and residents are able to 
find their way around that home, because they are their homes.  They are people’s homes.  
And that’s really important to remember.49   

Examples have been provided to the Commission of large-scale facilities that have been able to 
restructure their premises to provide this scale of care.50  It requires providers who choose to 
adopt this kind of model. 

Consumer proposed improvements to quality and flexibility 

In 2019 COTA Victoria held a series of interactive community information sessions.  COTA has so 
far hosted nine sessions, attracting about 200 participants with the goal of collecting information 
about the experiences of a diverse range of older people, carers, family members and seniors’ 
organisations with the aged care system. 

Participants also suggested solutions to the many issues raised. The following suggestions were 
made by older Australians attending these sessions:  

• Look at the aged care model in Scandinavia – it offers a much higher standard of services 
(this may mean increasing taxes). 

• Australian Government focuses on lower taxes, but this means poorer services. 
• Do not privatise services (studies show this does not work for the most vulnerable). 
• Move away from deficiency framework that emphasises decline/disease/frailty.  
• More housing options needed for people with complex needs living in the community e.g. 

Access for people with disability can be challenging.  
• Improve gaps/transition between NDIS & aged care.  
• Financial assistance/options to support older people to access low-cost services e.g. 

gardening services. 
• Innovative approaches to provide better quality care seem to be dependent on the interest 

of a provider, not universal. Some community-based solutions would be great such as art 
therapy or music lessons.  

• Consider simple solutions to keep people more connected to diverse communities, such as 
language-specific radio programs, and church services. 

• Provide aged care information in the older person’s first language or language of choice.  
• More social interaction so people don’t rely on busy families, particularly to meet cultural 

needs.  
• Provide transport options to meet older people’s independence or connection to 

community, which is more apparent when removed from CBDs.  

Staff time with clients 
While COTA Australia does not accept that mandated ratios are the solution.51  Feedback from 
older Australians confirm that if we are genuine about ensuring the highest quality care for all 

 
49 Evidence of Ms Lucille O’Flaherty, CEO, Glenview Community Services, p. 1579 
50 Evidence of Ms  Jennifer Lawrence, CEO, Group Homes Australia, pp. 1579-80, 14 May 2019. 
51 Refer to Appendix 1, Studies that Conclude ‘The Jury is Out’ on Mandated Staff Ratios 
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older Australians, the focus must be on more and better trained staff, especially personal care 
workers, allied health professionals and registered nurses. All must have a solid practical 
understanding of how to work respectfully and meaningfully alongside people with dementia.  

We receive reports that some residential care staff are by and large solely focused on completing 
‘tasks’ and say they do not have time for social interaction. However, in other providers this is 
reportedly not the case.  

Older Australians, their families and friends are concerned that rostering by some services does 
not allow time for staff to talk to residents throughout the day, even though this contact with the 
staff members may be the only social interaction a resident has in the entire day.  Ensuring 
capacity in the rosters to do this, and/or in the design of work and the inclusion of residents in 
that work where they have capacity, would meet a real need and also enable staff to better assess 
and quickly respond to any changes in a resident’s physical, mental or emotional condition.   

Being an informed consumer making choice and control decisions 

Transparency -- Pricing 

One of the most anticipated outcomes from the new My Aged Care website was the availability of 
clear, comparable information on providers’ fees and charges. COTA Australia suggests that 
consumer directed care is not possible in the absence of information necessary for consumers and 
their families to make informed decisions about their care. Transparency in home care pricing has 
been an ongoing issue for some years so COTA Australia was disappointed to see that, while the 
publication of fees was made compulsory for service providers from 1 July 2019, there remain a 
number of problems with the financial information provided on the new website. 

Many of the listed HCP providers have uploaded their fee structures with links to their own 
websites. Persistent searching is still required by consumers to scroll through the provider 
content on My Aged Care to find the ‘basic daily fee paid by you’, ‘care management’ and ‘price 
for common services’ which are all available in a consistent format as part of the pricing 
transparency changes from 1 July 2019.  

An additional problem is that an (admittedly limited) review of these fees and feedback from 
individual consumers, indicates that these fees are frequently higher than the cost of similar 
services in the private market. 

COTA Australia submits that the following clear and comparable information should be 
provided on My Aged Care: 

• Clear information about all client contributions and service costs 
• Conditions and limitations on moving between service providers, including exit fees 
• Quality information about the service, including staffing levels and accurate information 

about specialised services 
• Reviews from existing service users. 

Transparency – Quality controls 

The Commission has heard evidence from a number of witnesses about decision-making and 
mechanisms for clients to exercise informed choice in relation to the quality of service providers 
and discussion about the merit or otherwise of a rating system to be published on My Aged Care. 
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Making choices about aged care includes the processes consumers identified of filtering 
information to a manageable number of providers, making comparisons between providers and 
then finalising their choice of provider. 

Research by COTA Australia identified that many of the current fields available for comparison on 
My Aged Care are not filled in by providers and thus are useless for consumers attempting to 
compare.52 At this includes only 9.4% of providers publishing their prices on My Aged Care, and 
83.9% not stating if they charge public holiday loading.  While most providers are now (July 2020) 
publishing pricing information there is still a percentage who are only partially compliant with the 
new requirements or not complying. 

On issues that go to the question of the quality of service provision, 67.0% provide no information 
on religions they support, 58.9% provide no information on the cultures they support and 72.2% 
provide no information about the languages they support. 

The Commission has heard evidence from Dr Lisa Trigg, the Assistant Director of Research for Data 
& Intelligence from Social Care Wales who spent five months in Australia between 2015 and 2016, 
doing research for a comparative study of quality aged care provision in England and Australia for 
a PhD thesis.   She spoke of the difficulty she experienced in finding information that would allow 
her to identify high quality organisations.  After very extensive efforts, she found that ‘the 
difficulty in Australia is that there is absolutely way of finding out.’53  She noted that 98% of 
service providers pass accreditation but there is no way of distinguishing those who had just 
passed and those that were excellent and that in discussions with the Department, there seemed 
to be a conflation of quality care with well-known CEOs.54 

There has been considerable discussion before the Commission into the value or otherwise of a 
rating system.  COTA Australia supports initiatives that increase the range of information available 
to consumers and their families to help them in their decision-making and sees a well-designed 
system as potentially useful. 

Such a system is inherently related to issues of the quality and safety of an organisation and while 
international evidence shows that they have a benefit, encouraging those who ranked less well to 
improve their services to compete with higher ranked providers, COTA Australia shares the 
reservations of those who expressed concern about implementation. 

One is that consumers with higher level needs may have more difficulty accessing service for fear 
they might affect the organisation’s rating.  Any system would need to consider a broad range of 
issues: facilities with a high number of high care residents, location, facilities in regional or remote 
areas, and the impact on smaller providers relative to larger ones in terms of the range of services 
they can offer. 

COTA Australia supports further investigation into such a system, with the proviso that its design 
must address these concerns to ensure that it does not end up hurting the most vulnerable 
people it was designed to support. The concern behind this anxiety is that some consumers will 
have more difficulty accessing services if service providers fear that their higher-level need may 

 
52 Analysis by COTA was prepared for the National Aged Care Alliance’s Gateway Advisory Group and was conducted 
based on pricing information for 3 random postcodes and for other fields based on the from December 2017 My Aged 
Care data released on www.gen-agedcaredata.gov.au. Results are summarised on page 27 of this report. 
53 Evidence of Dr Lisa Trigg, Royal Commission hearing, Darwin 28 June, pp 2792-3. July  
54 Evidence of Dr Lisa Trigg, Royal Commission hearing, Darwin 28 June, pp 2792-3. July 
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result in negative incidents that impact their rating.  

Improvements in supported decision making 

Advanced Care Directives 

COTA Australia supports all systems that assist older Australians to identify the way in which they 
want to direct their life, including their future care.  COTA Australia believes that discussion 
around advanced care planning should be embedded in service planning from the initial 
assessment and discussed with the consumer and their family and carer from the beginning of 
care, with consumers encouraged to make such a directive.  The aim of the advanced care 
directive is to ensure that everyone involved in the care of each consumer is aware of their 
preferences for future care and can direct their services based on the values, goals and preferred 
outcomes of that consumer.  Where necessary, the Advance Care Directives can also formally 
appoint a substitute decision-maker. 

For this reason, COTA Australia believes that these should be simple, accessible for all parties 
treating the consumer or involved in their care.  All organisations should record who holds this 
record and where and how to access it.  

 COTA Australia seeks to ensure that older people are aware that Advance Care Directives differ 
between states and territories with some state governments having specific forms to use and that 
it is always important to ensure that each consumer is aware of these differences. 

Power of Attorney (Medical and Financial) 

As a Power of Attorney is a legal document that gives a person legal authority to act for another 
and to make legally binding decisions on their behalf, an older person giving this right should 
ensure that they have clearly specified the powers they are giving and when they begin. They may 
also place conditions on the decisions that can be made on their behalf. 

COTA Australia believes there should be a national register of Powers of Attorney and would like 
to see a movement towards consistency across jurisdictions.  It will also be important to ensure 
that this is regularly updated to take account of changing State and Territory approaches to 
voluntary assisted dying. 

Guardianship Orders 

Guardianship orders affect older Australians when a person is appointed under the Guardianship 
Act to make decisions on their behalf if they lack decision-making capacity because of a disability. 
While many older people do not need guardians, and can be supported to make their own 
decisions, they have a valuable role to play. 

COTA Australia believes the scope of a guardianship order should be very clearly defined, in order 
to prevent a guardian from acting outside the scope of the order. 

State Trustees can provide services to those who, due to mental illness, injury or disability, are 
unable to fully manage their own affairs and as such are an important resource for older 
Australians.  Their services include Will writing, Powers of Attorney, Executor Services and Trustee 
Services, as well as Personal Financial Administration. 
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WORKFORCE 
COTA Australia has been instrumental in supporting the development of a national strategy for 
growing and sustaining the aged care workforce to meet the care needs of older people in a 
variety of settings across Australia. It is doing this through the national Aged Care Workforce 
Strategy Taskforce, established by the Government in 2017. A range of stakeholders are playing a 
leading role in the strategy development, including consumers who need the workforce to adapt 
to the emerging consumer-led and controlled aged care system. 

COTA Australia believes it is critical that aged care staffing levels, training, and conditions 
(including better pay) be improved. However, we do not accept that mandated ratios are the 
solution55.  Mandated staffing ratio models generally fail to consider the variable levels of need in 
the mix of residents between and within residential aged care facilities. COTA Australia supports 
the view put forward by Ansell Strategic, in their submission to the Royal Commission that, 'The 
majority interviewed [about mandated ratios] argued that [such a] regime would undermine the 
flexibility needed to deliver to a highly diverse and constantly changing consumer cohort from a 
workforce with inconsistent skills and experience.’ 

A Research Study, commissioned by the Royal Commission,56 has contributed to the staffing mix 
discussion in proposing a means of identifying whether the staffing mix in a residential aged care 
(RAC) home meets national and international standards of best practice. For each home, the 
staffing mix calculation, comprising registered nurses, enrolled nurses and personal care workers, 
would be specific to each facility, as it would be based on the adjusted resident profile. At 
present, the study does not include Allied Health practitioners and this is a significant 
shortcoming. 

We need to make the aged care sector more attractive to work in – with real career paths, better 
on the job training and qualifications, and much better pay for the entire workforce, especially for 
personal carers and middle management, but also for nurses and general staff. 

The Aged Care Workforce Taskforce’s report, “A Matter of Care”57 set out 14 ‘strategic actions’ to 
be implemented by the Government and the aged care sector to achieve reform. To date there 
has been no formal acknowledgement of the Report or its recommendations. 

In a separate Senate Community Affairs Reference Committee report, this time into the 
effectiveness of aged care quality assessment, the Committee in its Final Report noted, 
‘Workforce pressures impact on care standards, including both a lack of a suitably trained 
workforce as well as staffing levels within individual [residential aged care facilities]’.58 

COTA Australia believes appropriate staffing levels and the required skills mix, cannot be achieved 
until the sector is provided the appropriate level of funding to meet the needs of older Australians 
requiring care. The need to invest in the aged care workforce has been highlighted extensively in 

 
55 Refer to Appendix 1, Studies that Conclude ‘The Jury is Out’ on Mandated Staff Ratios 
56 Eagar K, Westera A, Snoek M, Kobel C, Loggie C and Gordon R (2019) How Australian residential aged care 
staffing levels compare with international and national benchmarks. Centre for Health Service Development, 
Australian Health Services Research Institute, University of Wollongong. 
57 https://www.health.gov.au/sites/default/files/a-matter-of-care-australia-s-aged-care-workforce-strategy.pdf 
58 Senate Community Affairs References Committee, Effectiveness of the Aged Care Quality Assessment and 
accreditation framework for protecting residents from abuse and poor practices, and ensuring proper clinical and 
medical care standards are maintained and practised, Final Report, 2019, p 4-6. 
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hearings before the Royal Commission, frequently reflecting the issues raised in the Tune review 
(where 112 out of 145 submissions mentioned workforce issues).59 

COTA Australia believes that the issue of low wages is a critical concern that must be addressed as 
a matter of critical importance, along with the development of new career paths, and better and 
more training and the credentialing of aged care workers. 

Research evidences aged care workers being paid significantly less than other similarly qualified 
workers,60 and that wage increases for aged care workers have been the lowest among all 
sectors.61  

The Aged Care Workforce Strategy is clear in its recognition of the staff remuneration issue and 
identifies the need to address ‘pay deficiencies’ experienced currently by personal care workers 
and nurses as a key recommended action.62 

Although there have been many, none of major policy changes over the past decade have led to a 
narrowing of the wage gap between aged care and other sectors.63 

At present, low wages prevent providers from being able to retain staff with many workers 
choosing to move to other better paying industries. In terms of planning to support the future 
generations of older Australians, low wages present a substantial challenge to attract new 
workforce participants.  

Older Australians rely on the aged care sector workforce to meet their care needs in a variety of 
settings including residential facilities. Consumers tell us they especially value relationships with 
their care workers and want workers who enjoy spending time with older people. Indeed, in 
recent consultations conducted by COTA South Australia, consumers describe ‘quality’ in aged 
care as ‘caring and empathic staff who are not stretched beyond capacity and who are trained and 
enabled to support residents with dignity and respect’.64   

Consumers of aged care services have also reported to COTA Australia that they want to be 
assured aged care workers have undergone specific training that addresses their own needs and 
have regard to their individual circumstances.65 Yet, a growing body of evidence points to there 
being a marked decline in the level and quality of training and professional development 
opportunities offered to aged care workers, particularly in relation to entry-level roles. The 
National Aged Care Workforce Census and Survey, for example, identified that the quantum of 
training provided in 2016 was less than that in 2012.66 In addition, the Tune Review cites in the 
same survey that nearly a quarter of personal care staff in residential care reported receiving no 
training in the last 12 months, with home care showing a similar trend.67  

 
59 D. Tune, The Legislated Review of Aged Care 2017 p. 172. 
60 Senate Committee, p. 52.   
61 D. Tune, p. 180   
62 Aged Care Workforce Strategy Taskforce, ‘A Matter of Care Australia’s Aged Care Workforce Strategy’, Department of 

Health, Canberra, June 2018, https://agedcare.health.gov.au/aged-care-workforce-taskforce-strategy-report, 
(accessed 13 September 2018).   

63 D. Tune, p. 180.   
64 COTA SA, Quality in Aged Care through the eyes of consumers, p13, January 2018 
65 K. Rawlings and S. Toor ‘Quality in Aged Care through the eyes of consumers: A report for COTA Australia’ 

The Plug-In, COTA South Australia, Adelaide, p.114. https://www.cota.org.au/wp-
content/uploads/2018/09/Quality-and-Choice-in- Aged-Care-Project-Report-FINAL-Feb-2018.pdf (Accessed 
10 September) 

66 D. Tune, p. 182.   
67 D. Tune, p. 182 
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COTA Australia has also been advised that there are a lack of sector-ready graduates and 
providers are self-reporting that the quality of the training that aged care recruits undertake is 
highly variable and largely inadequate. Some providers are responding by delivering greater on 
the job training to get graduates job ready for the role they have been employed in. We note that 
in 2015 as part of the revised qualification a 120-hour work experience requirement has been 
included and there are some good practice examples in place, such as the Future Social Services 
Institute at RMIT/VCOSS, and work done in TAFE in SA in conjunction with the ACS Better Practice 
Project.  COTA Australia believes this will help improve the quality of training across the board. 

COTA Australia supports those providers who are calling for greater regulatory review of all 
registered training organisations delivering aged care qualifications. The Senate Committee 
concluded that such regulatory oversight is “urgently required.”68 Training and professional 
development of staff is a critical precondition of addressing remuneration issues. 

From COTA Australia’s perspective, we owe it to aged care workers and consumers to ensure that 
the right skills are being developed in order for the care to be excellent, and we also owe our 
workforce an opportunity to be developed, nurtured and have clear career pathways to other 
roles within the industry. COTA Australia that this resonates with a range of actions identified in 
the Aged Care Workforce Strategy. 

We also support the call from Carers Australia for the recognition of the role and contribution of 
the family carer workforce, often ignored in workforce discussions. There is anecdotal evidence 
that this ‘informal’ care workforce has the potential to later feed into the formal workforce, with 
recognition of their experience and skills. 

INTERSECTION WITH OTHER SYSTEMS AND SERVICES 

Access to General Practitioners (GPs) 
Residents of aged care homes deserve and have the right to high levels of access to primary, allied 
and other health services. Some GPs suggest to COTA Australia the lack of qualified nurses to 
support the GP and the lack of appropriate funding levels from the Medicare Benefit Schedule act 
as disincentives for GPs to visit residential care settings. However, other anecdotal evidence 
indicates that this is not always given high priority by GPs.  

Reasons for this include inconsistency of preferred timing of visits. Busy GPs will normally visit an 
aged care facility after surgery hours, perhaps as late as 7pm.  GPs report they often find the aged 
care facility difficult to access due to reduced staff and restricted access at night. This may be 
compounded by difficulty in locating medical records and charts for the patients he or she wants 
to visit or obtaining assistance from staff. Residents are often settled for the night by this time, 
limiting any engagement between the GP and resident.  

Access to GPs in residential aged care helps to ensure that known and emerging medical 
conditions are treated within the care facility, reducing the likelihood that residents will be 
transferred to hospital, where they are at greater risk of hospital acquired infections.  

For aged care consumers living in their own homes, access to GP services is generally assured 
through continuing care from their GP practice of choice. However, lack of access to public or 

 
68 Senate Committee, p. 64.   
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community transport can be a barrier and many GPs no longer provide home visits for older 
people who can no longer drive or are unable to walk to bus, tram or train services. 

Access to Allied Health practitioners 
COTA Australia is also aware of the critical importance of a range of allied health professions in 
supporting older Australians.   

From a policy perspective, older Australians requiring support and care from allied health 
professionals have access to these services in the community and within residential aged care 
facilities.  However, if these services are provided under MBS arrangements it is unlikely that they 
would be accessible over an extended period.  For example, as for any other adult, an older 
person with one or more chronic diseases is eligible for referral by a medical professional to 
receive up to five at least 20-minute allied health services per calendar year – on the doctor’s 
completion of a management plan or team care arrangements.  The determination of the number 
and combination of services appropriate rests with the referring medical practitioner.  

While some progress has been made over the past decade, older people’s engagement with allied 
health practitioners is far from the level which would be considered adequate, let alone good.  If 
older Australians’ health and wellbeing is a core concern of the funded aged care and health 
systems, then much more work is required to deliver the allied health services that will foster and 
maintain enhanced health and wellbeing.  

The following examples are not intended to be exhaustive but illustrate the importance of these 
services to the overall wellbeing of aged care consumers. We acknowledge the work of other 
allied health professionals not outlined here yet able to provide clinical care and functional 
improvements for consumers in all aged care settings. Podiatrists, speech pathologists, exercise 
physiologists, psychologists, optometrists and audiologists all have a part to play in caring for 
older Australians where referrals are expedited and financial, geographical, cultural and social 
barriers to access are addressed. Oral health therapists, dental hygienists and dental therapists 
are covered below in the section on Oral and Dental Care. 

Social Workers 

Social workers fulfil a facilitative, mediating, linking role to support individual consumers and their 
family and/or carers experiencing high stress in accessing aged care.  This support may include 
negotiating the complexities of family dynamics, supporting people through occasions of elder 
abuse, addressing financial and emotional burdens and helping carers deal with ongoing and 
episodic stress.   

Social workers can provide help and practical support in relation to many issues from advance 
care planning, through to concerns with mental health or drug and alcohol problems. In many 
cases, social workers provide case management services using their skills and cross-sector 
knowledge to find individual solutions for aged care consumers. 

Physiotherapists 

Physiotherapists provide care in community settings and in residential aged care and are key 
professionals in the design and delivery of reablement and rehabilitation services.  Referrals to 
services are available through the My Aged Care assessment process, and physiotherapists work 
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in both CHSP and home care packages, although actual service availability can vary by 
geographical location. Access to physiotherapy services varies in residential care, and COTA 
Australia has been told that ACFI changes have reduced the presence of physiotherapists in 
residential care. 

Physiotherapists use a wide range of treatment techniques to relieve pain, restore movement and 
function, and prevent further problems for consumers. They can also provide treatments such as 
exercise prescription designed to help retrain posture, strengthen muscles and improve overall 
fitness.  

Physiotherapists deliver individual and group sessions, mainly in community aged care settings, to 
prevent falls by improving balance and strength, helping consumers to regain and retain their 
confidence and mobility. 

Occupational therapists (OTs) 

Like physiotherapists, OTs provide care in community settings and in residential aged care. For 
home care consumers, their services can be accessed through My Aged Care or via their HCP 
provider.  In a residential setting, access to OTs will vary from one facility to another. 

In community care, they have a focus on maintain/improving functional capacity through 
reablement/prevention of functional decline, to maintain participation in the usual and 
meaningful activities of life.  They provide assessments for home modifications, falls prevention 
strategies, and access to assistive technologies. 

In residential care, OTs Services include assessment of a resident’s current abilities and developing 
intervention plans aimed at maintaining optimum function and independence.  As in community 
care this may be around everyday activities, strategies to maintain a meaningful daily routine, falls 
prevention, management of the environment to reduce challenging behaviours.  It may also 
include palliative care interventions, pain management, pressure care management, relaxation 
therapy, sleep assessment and strategies, and continence management. 

Dietetics and Nutrition 

Dietitians have an important role in ensuring adequate, even optimum, nutrition and hydration 
for aged care consumers. The emphasis of evidence already presented to the Royal Commission 
has been on dietetic care in residential settings, and we have received comprehensive advice to 
support this evidence, which we have included in full at Appendix A.  

Dietitians are also major contributors to the quality of care and quality of life for aged care 
consumers. From a quality perspective, nutrition and hydration play an important part in every 
one of the eight new standards, despite being specifically mentioned in only one. Aged care 
experienced dietitians provide clinical care, helping to avoid malnutrition, and support the rights 
of residents to enjoy quality, nourishing meals, drinks and snacks, enhancing quality of life.  

In all aspects of aged care, education for staff, for residents and home care consumers, their 
family and supporters about the specific nutrition needs of older adults is vital in encouraging 
intake of food and drink that ensures nutritional adequacy and supports quality of life. 

Dietitians in aged care can have a proactive, regular and ongoing role beyond the provision of 
clinical care alone, or where they have been called in once malnutrition is already identified.  That 
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role encompasses clinical services in both residential and community care, education of staff and 
meal providers, menu and food service oversight in residential care and meal delivery services 
support from community assessment and funding initiatives. 

Oral and Dental Care 
The oral and dental health system and funding options in Australia are currently structured 
similarly for all the adult population, yet the related health, affordability and service access issues 
are considerably different for older people, particularly for those on low incomes and those living 
in residential aged care facilities.  

Research suggests that the health implications for older people due to oral and dental health 
issues are significant and potentially greater than for the overall adult population. There are co-
morbidities associated with chronic disease in older people, and the addition of poor oral health 
further compromises healthy ageing.  

Older people receiving aged care services can have less available options to self-fund private oral 
and dental health services, or to hold private health insurance that includes dental cover.  

Access to oral and dental health care services and support for people living in residential aged 
care facilities is frequently a significant issue. Research has found that dental care for older people 
in various types of residential aged care is often conducted on an ad hoc basis with little structure 
to such services. Moreover, despite the oral health of older people in aged care facilities being 
poor, limited public services have been identified as being available and accessible, with few 
Australian dental services designed with a geriatric focus.  

Poor oral health is also associated with malnutrition in aged care because oral health issues 
reduce food intake, contributing to the negative impacts of malnutrition on health and quality of 
life. 

Older people living in residential aged care facilities are susceptible to dental problems for a 
number of reasons.  These include taking medications that reduce the production of saliva and 
taking long-term, sugar-based medications which can lead to tooth decay, dry mouth and 
difficulties using dentures.  

Anecdotal evidence that good oral hygiene routines are not followed, or supported by staff, in 
residential settings, is a concern for COTA Australia. All Australians should be able to have clean 
teeth and dentures where applicable. Indeed, a recent study in Tasmania showed that regular 
time allocated to cleaning teeth has reduced the incidence of aspirational pneumonia in people 
living with dementia. 

To address these issues, COTA Australia urges the Australian Government to introduce an oral and 
dental health support scheme for older Australians on low incomes, and for people living in 
residential aged care facilities. It is proposed that the scheme would fund up to $1,350 per 
ongoing two-year periods, per person, for oral and dental health care procedures for these older 
Australians, and that they would be able to engage with the public or private dental health care 
systems for treatment. This is similar to the existing Child Dental Benefit Scheme (CDBS) which 
provides oral and dental health care support for eligible children of $1,000 per ongoing two-year 
periods. The higher budget for these older Australians is to account for the additional complexity 
of oral and dental support for older people.  
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It is projected that the indicative annual cost of providing oral and dental health support for older 
Australians on low incomes or living in residential aged care facilities would be $741 million, 
comprising $722 million in oral and dental health support claims cost for those older people 
receiving treatment, and $19 million in departmental costs.  

Further to this, we urge the Australian Government to:  

• Encourage preventative initiatives to reduce oral and dental disease, and to support the 
embedding of such approaches as standard care practices in residential age care facilities.  

• Support oral health therapists, dental hygienists and dental therapists, with an adult scope 
of practice, to engage with residential aged care facilities in providing oral and dental 
services to residents and referral pathways, and to help facilitate greater involvement of 
aged care staff in promoting oral health and to support better access to dentists and dental 
prosthetists for residents living in residential aged care facilities. This will also aid good 
nutrition as noted earlier. 

• Develop approaches that supports oral and dental health professions who provide 
treatment to older people in residential aged care facilities to undertake training on 
providing oral and dental health care services to people with dementia.  

• Implement a new National Partnership on Public Dental Services for Adults (the existing 
partnership expires 30 June 2019), with the inclusion of performance benchmarks to 
provide adequate oral and dental support for people in residential aged care facilities.  

• Consider support for mobile dental services for people living in residential aged care 
facilities, particularly for those older people with low mobility and those who have 
dementia, for whom travelling to a dental clinic some distance from their aged care home 
can be very difficult.  

For older people on low incomes or living in residential aged care facilities, this support would 
significantly contribute to improved oral and dental health, leading to an improved quality of life 
and a potential reduction of other related health issues. Moreover, such an oral and dental health 
support scheme would help to incentivise both the private and public dental systems to deliver 
more flexible and accessible oral and dental health service options for older people and would 
support these systems to build service capacity.69  

Mental Health services 
Older people have access to certain allied health practitioners (eligible medical practitioners, 
registered psychologists, eligible social workers and occupational therapists) through MBS funded 
mental health services such as Better Access and Access to Allied Psychological Services 
(ATAPS).  However, older people experiencing mental health challenges, especially those living in 
rural and remote areas, encounter multiple issues with gaining well-timed access to the required 
services, as well as the time and duration limits levied on service delivery.  In addition, to receive 
services under Better Access, a person is required to have a Mental Health Treatment Plan 
developed by their referring medical practitioner. 

The 2018-2019 Federal Budget introduced a new initiative targeting the provision of psychological 
therapies for people with diagnosed mental illness (or at risk of developing mental illness) in 

 
69 Oral and Dental Health for Older Australians, COTA Australia, March 2019, pp.1-2. 



  Page 66 of 90 

residential aged care using the commissioning function of Primary Health Networks. COTA 
Australia participated in the design and development of the solutions being introduced over a 
four-year period, beginning a slow roll-out from January 2019. These include ‘in-reach’ services, 
evidence-based and time-limited psychological therapies adjusted to suit older people, 
collaborative partnerships, and the need for all strategies to be equitable and efficient. It is 
important to note that the program cannot duplicate other services already in place such as the 
MBS Better Access Initiative. 

Across the general population, Australians over the age of 65 have the lowest rate of contact with 
community mental health care services and use of ATAPS also decreases with age. However, use 
of mental health related prescriptions increases with age, indicating that older people are more 
likely to receive pharmacological treatment for mental health issues, rather than other forms of 
therapeutic treatment.70 Polypharmacy (use of multiple medications) has been identified as an 
existing concern for older people and can lead to adverse outcomes.71  The government is seeking 
to address these concerns through a new initiative in the 2019-2020 Federal Budget, designed to 
prioritise better use of medicines in aged care, including the use of psychotropic medicines.  

Additional access barriers to mental health services include a lack of knowledge about what 
services are available and where to access them; lack of transport; and a lack of collaboration 
between health care organisations, such as residential and community aged care, general health 
and specialist mental health services, local government organisations and carer support services. 
COTA Australia sees the lack of collaboration between services as a result of two main factors: the 
competitive nature of funding, where funding is often allocated on an outcome basis with physical 
conditions having more ‘tangible’ outcomes than mental health issues, and gatekeeping, where 
providers with specific eligibility criteria may not accept referrals. 

Lack of access is a significant issue as older people have one of the fastest growing rates of 
suicide.  Home care service providers need training and support to overcome their fear of 
consumers with mental health issues, understand their role in promoting access and referral to 
mental health services and recognise the importance of helping older people to retain 
connections with their community, reducing loneliness and bringing meaningfulness to older 
people's lives. 

COTA Australia member consultations provided feedback highlighting concerns about the 
exclusion of older people from community based mental health services that are funded to work 
with people up to the age of 65, as well as gaps in the transition from ‘adult’ to ‘aged’ mental 
health services, especially where such services are limited in rural areas. Stigma was also 
identified as a relevant factor in preventing service access by older people in rural and remote 
areas.  

A Victorian Government technical paper also discussed this issue, identifying that the access 
criteria for clinical mental health services was based on ‘chronological age, rather than functional 
fit’, precluding individuals younger or older than 65 from accessing the full range of services that 
might better suit their needs.72  

 
70 McKay, R. (2016). Access and Affordability in Primary Health Care. Presentation at the COTA Australia 2016 Policy 
Forum, Reframing Primary Health Care for Older Australians.  
71 Elliot, R., & Booth, J. (2014). Problems with medicine use in older Australians: a review of recent literature. Journal of 

Pharmacy Practice and Research, 44: 258-271.  
72 Department of Health and Human Services. (2015). Mental health and wellbeing of older people: 10-year mental 
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Transport 
Access to public transport is critical to ensuring older people are not socially isolated and are able 
to fully participate in their communities.  For many older people this becomes more of an issue 
when they are no longer able to drive their own car.  The 2013 COTA ACT survey of older people’s 
transport issues clearly identified that there is still a problem with accessibility for older people 
with mobility issues.73 COTA ACT’s more detailed response can be found at Appendix B. 

Major issues identified by COTA ACT are access to public transport stops, and then accessing the 
actual transport systems. These issues affect older Australians in communities around Australia, at 
least wherever there are public transport systems. For older people in rural and regional settings 
there are further barriers due to limited public transport, and in remote areas – for example, 
much of Queensland, the Northern Territory and Western Australia – there is no public transport 
at all. 

Community transport is currently a funded service type in CHSP, but historic patterns of growth 
funding and prioritisation mean that services, and access to services, vary. In one report from 
outback Queensland, COTA has been told of an older person approved for CHSP community 
transport services to help them get to medical appointments in coastal Mackay. However, the bus 
to Mackay leaves at 6am daily and community transport from the single provider is only available 
in business hours so there is no way for the consumer to get from home to the bus or to their 
medical appointments. 

COTA Australia has received many requests for advocacy relating to the need for improved 
transport options for residents of aged care facilities to enable people to continue their 
participation in social and cultural activities and remain active within the community. 

Transport systems, whether public and state-based or local or funded through aged care 
programs, are essential for older people living at home and in residential settings to enjoy 
community activities, participate in society and attend medical and other appointments. 

Housing 
COTA Australia is committed to seeing Australian homes designed and constructed to adapt to the 
diverse and changing needs and abilities of people over a lifetime.  Design features that allow easy 
access to, movement within and use of facilities in houses are essential to making housing liveable 
for all, particularly for those with limited mobility including some people with disability and many 
older Australians.   

Many policies directed to supporting our ageing population rely on the idea of ‘ageing in place’, 
where people can live on in their own homes, having aged care services delivered to them rather 
than needing to move into residential care.  The right home design is essential for this and the 
potential to easily adapt to the changing needs of residents over time must be built into housing 
from the beginning.  Renovating or re-purposing housing is often not structurally possible or is too 
expensive. 

The vehicle for achieving flexible, accessible homes for all Australians is the policy of incorporating 

 
health plan technical paper, State of Victoria, Melbourne, p 2. 
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universal housing design (UHD) standards into all house construction.  Since 2009 COTA Australia 
has joined with others in working for the adoption of UHD guidelines and standards by the 
Australian housing industry.  Since 2011 we have participated in the not-for-profit organisation, 
Livable Housing Australia to pursue these goals, with a focus on voluntary industry adoption of at 
least the minimum of three levels in the standard for all new dwellings.  

Medication management 

COTA Australia contends that better management of medications, both in the community and 
residential aged care settings, will reduce unplanned hospital admissions and the associated costs 
and will increase quality of life for older people receiving government funded aged care services. 

A study of drug related problems in Australian aged care found that 98% of residents studied had 
a least one medication related problem with an average of 3.2 problems per person.74  

Furthermore, there are multiple Australian studies on the extent of medication related problems 
among older people living in the community who have received Home Medication Review 
services.  Use of potentially inappropriate medications is also common in the community; three 
previous studies reported up to 50% of older people in the community are prescribed potentially 
inappropriate medicines.75 

It is fair to say that risks associated with medication mismanagement present high prevalence and 
high impact risks in both residential and community based aged care settings.  Standard 3 
Personal care and clinical care, within the Aged Care Quality Standards requires that organisations 
delivering aged care services effectively manage such risks.  Notwithstanding this fact, there is 
ample evidence that medications are still being inappropriately administered and that over and 
inappropriate prescribing is still occurring.76 

Improvements in this area should be a priority for aged care service providers and stronger and 
more regular oversight of medication management is required.  A more direct role for 
pharmacists in residential aged care has been shown to improve outcomes for residents and 
should be explored further. Recent trials have demonstrated that including a pharmacist in a 
residential aged care home can improve medication administration practices.77  COTA Australia 
also supports calls for the RedUSe program,78 designed to reduce the use of sedative medication, 
to be made available to all Australian residential aged care facilities. 

The role of aged care service providers operating in the community setting with respect to 
medication management is less clear but should be explored more fully with a view to improving 
wellbeing and reducing unplanned hospital admissions. 

The inter-relationship between medication management and nutrition is also key to improving 
health and wellbeing outcomes for recipients of aged care.   

 
74 Nishtala PS, MacLachlan AJ, Chen TF; A retrospective study of drug-related problems in Australian aged care homes: 
mediation reviews involving pharmacists and general practitioners. J Eval Clin Pract. Feb 2011;17: 97 -103 
75 Pharmaceutical Society of Australia Ltd., Medicine Safety: Take Care, Jan 2019, p 18 
76 Evidence of Dr Juanita Westbury, Assoc Professor Stephen McFarlane, May 15, 2019. 
77 McDerby, N., Kosari, S., Bail, K., Shield, A., Peterson, G., & Naunton, M. (2019). The effect of a residential care 
pharmacist on medication administration practices in aged care: A controlled trial. Journal of Clinical Pharmacy and 
Therapeutics, 1-8. https://doi.org/10.1111/jcpt.12822 
78 Wicking Dementia Research and Education Centre, Reducing the use of sedative medication in aged care facilities: 
Implementation of the RedUSe project into everyday practice, 2017. 
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Large numbers of older people in residential aged care are high users of medications that have 
side effects that affect desire and capacity to eat well.  For example: 

• Anticholinergics have an impact on swallowing, dryness of mouth and digestion 
• Benzodiazepines are known to impact on falls risk  
• Many more medications can impact taste and smell and can cause nausea 

In addition, when and how drugs are given (i.e. with food or without food, sitting up or not) can 
influence the side effects for the recipient. 

A holistic approach to both nutrition and medication management should be adopted and the 
inter-relationship monitored, especially within the residential aged care setting where both high 
levels of medication and malnutrition have been recorded. 

Immunisation and ‘staying healthy’ programs 

Immunisation 

COTA Australia is aware that people aged 65 years and older are more seriously at risk of death 
related to influenza (flu). 

Guidelines have been developed by the Communicable Diseases Network Australia (CDNA) that 
recommend that residential aged care facilities have an influenza vaccination policy for residents 
and staff and ensure it is implemented each year.  

In 2017, the then Australian Aged Care Quality Agency (Quality Agency) undertook a nationwide 
survey of all residential aged care services to review infection control practices. The survey found 
that almost all residential aged care services have an infection control policy and vaccination 
program in place for staff and residents, however, only 3.5% of services met the CDNA’s best 
practice target of 95% vaccination coverage of their staff. 

The Government has since strengthened the regulatory framework to assist providers in aligning 
their influenza vaccination programs with the national guidelines. Approved providers of 
residential aged care are now required to have in place an annual flu vaccination program that 
offers a free flu vaccine to staff and volunteers. Providers are required to cover the cost of the 
program. 

Staying healthy 

Healthy aging means older people need to be able to find new things to enjoy and learn to adapt 
to change. They need to stay physically and socially active to the greatest extent possible. COTA 
Australia believes the aged care sector plays a role in enabling older people to remain connected 
to their community and maintain their interests and hobbies. 

The home care sector assists via social support services that help older people to maintain their 
networks of friends, attend their local church or join in community activities. 

Staying fit, and maintaining or regaining fitness becomes even more important, and for many 
older people relies on the reablement focus of home care services, or access to allied health 
professionals for those in residential care. 
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For residents in aged care facilities, access to dental and optical services is very important and 
COTA Australia believes should be an essential component of any resident’s care plan.  This 
should be monitored regularly and recorded always. 

Residential care and services and additional services  
COTA Australia is aware that many consumers are bewildered by the distinction between 
residential care ‘additional services’ and ‘extra service status’ and what each provides. 

Extra Service Status 

Extra Service Status (ESS) was previously awarded to approved providers on a competitive basis, 
either as part of the annual ACAR or as a standalone ESS round.  This status entitles the residential 
aged care service provider to make available at an additional fee hotel-type services that include a 
higher standard of accommodation, food and services than that provided by the average 
residential aged care homes. 

Extra Service Status does not mean that care recipients receive a higher level of care.  All 
residential aged care providers are required to meet designated care standards for all residents. 

A residential aged care service can have Extra Service Status for the whole service or a distinct 
part, or parts, of the service, such as individual rooms within a larger facility. Consumers 
occupying any designated ‘Extra Services’ room must pay the higher fee for this accommodation. 

Information on residential care services subsidised by the Australian Government under the Aged 
Care Act 1997 with active grants of Extra Service Status is available at the links below.  

Extra service status (ESS) service list: 30 June 2017 on the GEN Aged Care Data website  

Service specific details on any of the services listed in the ‘List of Services with Active Grants of 
Extra Service Status’ can be found on the My Aged Care website. 

No Extra Service Status approvals rounds have been conducted since 2012, and there are 
currently no plans to conduct an Extra Service Status approval round in the future.  

Additional services 

Additional services are any additional services not included in the basic tariff for accommodation 
in an aged care facility and may include things such as wine with dinner or a daily newspaper 
delivery.  These services can be requested by any consumer in the facility will be charged in 
addition to the accommodation fee. 

Palliative care 
Palliative care is care that helps people live their life as fully and as comfortably as possible when 
living with a life-limiting or terminal illness, ranging from palliative care when their needs are 
straightforward and predictable, to specialist palliative care when they have complex and 
persistent needs. 

COTA Australia supports the position of Palliative Care Australia in calling for a National Palliative 
Care Workforce Strategy across health, disability and aged care systems which must include the 
role of GPs, nurses, aged care staff, community pharmacy, allied health and other health 
professionals, and consider the disparities in availability across the States and Territories and 
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across inner regional, rural and remote locations. 

COTA Australia believes that a holistic and tailored approach to palliative care is crucial within the 
context of recent changes to the aged care service landscape, seeing palliative care as unarguably 
one of the most important services delivered by the aged care industry and vital to protecting the 
quality of life of older Australians as their lives draw to an end. 

COTA Australia recognises that around 75 per cent of people aged over 65 years who die in 
Australia use aged care services in the 12 months before their death, yet relatively few accesses 
palliative care.  COTA Australia believes that every Australian deserves access to the highest 
quality palliative and end-of-life care, whether this be delivered in a residential aged care facility 
or in their home. 

COTA Australia would also like to ensure the contributions of all those involved in the delivery of 
palliative and end-of-life care and the need to support aged care residents, families and carers 
through all stages of the illness and in bereavement are recognised. 

ENSURING SERVICES FOR ALL OLDER AUSTRALIANS 
In the context of aged care reforms one of the key goals is ensuring diversity is catered for in the 
new system. Older people display the same diversity of characteristics and life experiences as the 
broader population. Older people with diverse needs, characteristics and life experiences can 
share the experience of being part of a group or multiple groups that may have experienced 
exclusion, discrimination and stigma during their lives. However, they are not a homogenous 
group.  

There are some similarities within groups in relation to the barriers and difficulties they may face 
in accessing the aged care system but additionally, each person may have specific social, cultural, 
linguistic, religious, spiritual, psychological, medical, and care needs. In addition to common 
challenges, social differences often overlap as people identify with more than one characteristic, 
exacerbating already complex issues. There is no limit to the number of different characteristics a 
person holds, and no two people’s lived experiences are the same.79 

People from remote Aboriginal and Torres Strait Islander communities 
While almost one third (32%) of Aboriginal and Torres Strait Islander people live in major cities 
such as Sydney, Brisbane and Melbourne80, the issues facing communities in rural and remote 
areas have some issues in common with their urban counterparts, and in other ways are 
significantly different from them. 

Like their non-indigenous fellow citizens, Aboriginal consumers must deal with the issues of 
sparse populations spread over vast geographic areas, with consequent difficulty in accessing 
services and supports, but these are compounded by cultural issues and historic problems. 

At the same time, it is important to note that the position of Aboriginal populations in urban areas 
also has much in common with their remote area cousins.  There is not a significant difference 
between health outcomes for urban Aboriginal communities and rural Aboriginal communities, 

 
79 Aged Care Diversity Framework, Aged Care Sector Committee Diversity Sub-group, Dec 2017, p.1 
80 'Aboriginal and Torres Strait Islander Population', Australian Bureau of Statistics, 1301.0 - Year Book Australia, 2008 
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and the evidence seemed to suggest that one possible reason for that is that urban Aboriginal 
people are reluctant to seek services that are available for cultural and other reasons.  

Aboriginal kinship system  

This is a complex system that determines how people relate to each other and their roles, 
responsibilities and obligations in relation to one another, ceremonial business and land.  

The older, stricter rules around these relationships are changing, and families are attempting to 
accommodate the contradictions that current society presents for the kinship system. However, 
there are some rules which are adhered to, that require a social distance, such that they may not 
be able to be in the same room or car. It is necessary for non-indigenous workers to be sensitive 
to the signals that alert one to this situation, for example being told that there is ‘no room’ in a 
car or a building when there appears to be sufficient ‘space’. 

For this reason, it is extremely important that care staff are indigenous or appropriately culturally 
trained. 

Trust  

Trust is also a major issue, given the fraught history of indigenous/non-indigenous relations.  As 
evidence before the Royal Commission has stressed, while trust is important in any therapeutic or 
caring relationship it is particularly relevant with Aboriginal consumers, due to the historical 
impacts of post-colonisation practices and past discriminatory government policies, including 
marginalisation and exclusion of Aboriginal people from western white western health services.81 

It was suggested that building a relationship of trust and rapport was a prerequisite to engaging 
a consumer,  in care and making sure that they can be engaged and empowered to improve 
their own health outcomes.82 

Culture 

The concept of ‘country’ is a foundational concept in Aboriginal culture.  It has meaning quite 
different from the Western concept of ‘home’ or even country when we mean ‘nation’.  Country is 
both the source of lore and law, a teacher, and a home.  All Aboriginal people have an obligation 
to protect and nurture the land and older Aboriginal people have an obligation to pass on the 
knowledge and culture to the next generations.  To take an Aboriginal person away from ‘country’ 
is to cause deep harm to their body and their soul.  As one witness has reported ‘If they don’t get 
an opportunity to return to teach their kids and their grandkids their cultural heritage it’s lost not 
only for those families but the whole community.  And the whole of Australia loses that 
knowledge.’ 

Access to residential aged care facilities 

Given the cultural imperative of keeping people on country for the sake of their spirit as well as to 
meet their other support needs, the spread and availability of residential care facilities becomes 
critical.  Evidence has been provided to the Commission about the lack of availability of residential 
places, with one witness noting that of the 60,000 communities over the NT,  there were 

 
81 Evidence of Dr Kate Fox, Broome hearing, 18 June 2019, p.2162. 
82 Evidence of Dr Kate Fox, Broome hearing, 18 June 2019, p.2162. 
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approximately 13 communities with populations of between 12,000 and 15,000 residents that did 
not have a residential care facility. 

In addition to this, the NT has an allocation of 720 aged care beds, but of this number only 569 are 
active beds.  Until now, this has been a consequence of the allocation of beds via the ACAR, with 
providers taking some time to bring new beds on line. 

The issue of government planning for infrastructure has been suggested for remote communities, 
where there is a thin or non-existent market. 

Access to HCPs 

The number of assigned HCP in the NT has halved since 2017.  In remote areas the concept of 
consumer directed care having much force was also challenged,  assuming as it does that the 
consumer directs the choice of the supports they want.  The challenge to this model is the 
absence of a true market in most remote communities. 

NATSIFLEX 

This program is seen as being a more effective funding form for these communities, enabling 
them to have residential care in a community at a bed number fewer than is required to run a 
viable aged care service under the alternative system.  It is an environment in which the pooling 
of funding enables more flexible, and timely service provision. 

NATSIFLEX funding provides both community and residential care. 

People from culturally and linguistically diverse communities 
COTA Australia identifies the following as issues that are frequently raised with us by people from 
CALD communities about their difficulties in accessing services. 

There are a range of cultural issues that impact on their capacity to access or use services, such as 
staff who cannot speak the same language and older people who can’t speak English, cultural 
differences in the way older people are cared for and respected ‘back home’ or, more 
significantly, inappropriate staff care for that culture (i.e., a younger girl washing an older man). 

People find that there is a lack of understanding of the diversity within countries, with cultural 
communities lumped together despite inter-racial diversity e.g. there are more than 22 languages 
spoken in India. 

Other issues are with information or inability to use the sources available.  My Aged Care creates 
more barriers for people from CALD background with all information in English and online – so 
often not accessible. Older people rely on family members to access service due to language 
barriers, but some older migrants have few/no family support or close social networks. Many 
CALD older people don’t even know what services are available.  

As with many older Australians, they have concerns about repercussions if a complaint is made, 
particularly if that person is from a cultural background where people just accept care levels 
provided. 

As for all cultures, older people don’t want to sell their homes to get care but for some migrants 
this is not even a choice because it is culturally unacceptable.  
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Lastly, there is an unknown gap of service provision for older migrants who enter Australia under 
a Contributory Parental Visa/Parent Visa and are required to have assurance of support (from 
family). They are not able to access benefits for determinable periods (usually 10 years), leaving 
them vulnerable to elder abuse.  

Older people with a disability 
In 2019, COTA Victoria embarked on an ambitious round of interactive community information 
sessions on making a submission to the Royal Commission into Aged Care Quality and Safety. 
COTA Victoria has so far hosted nine sessions, attracting a broad range of participants. There are 
more sessions to be hosted in partnership with seniors’ groups in regional Victoria.  

Part of the goal was to collect information about the experiences of a diverse range of older 
people, carers, family members and seniors’ organisations with the aged care system. Participants 
also suggested solutions to the many issues raised. The following issues and themes reflect these 
consumer consultations and includes input from COTA Victoria’s Seniors Rights Victoria elder 
abuse service. 

People with a disability under the age 65 were less likely to have knowledge or understanding 
about the NDIS and My Aged Care. Additionally, their cumulative life experiences may have 
included leaving school early or never attending.  There are low literacy levels for older people 
across the community, including older migrants.  For these reasons, COTA believes that there 
should be specialised training for all people who work in aged care regarding disability.  Waitlists 
pose unique challenges for people with disability who have a degenerative condition, their access 
to care needs to be timely so their condition doesn’t decline unnecessarily. Other issues reported 
included that some people were not receiving copies of critical documents, such as service 
agreements. 

COTA Australia has received anecdotal information that people aged close to 65 years are being 
refused the NDIS when they are eligible.  Older  people find the NDIS age limits arbitrary and with 
practical and inequitable outcomes, in particular that an individual who is under 65 years can have 
all their support needs fully funded, but someone with the same needs who is over 65 will be 
subject to high costs and may not have all of their needs met, even though they may have had 
their disability for their entire lives. 

This issue is related to the wider issue that there is a lack of simple information and education for 
people about their rights and about choice and control in the aged care system.  Overall, there 
appears to be a lack of staff with appropriate assessment skills/understanding for older people 
with disability.  Older people with a disability find the way disability is framed in the aged care 
sector very negative and based on principles of frailty and ageing in contrast with the language 
used in the broader disability sector, which focuses on independence, participation and inclusion. 

People note the lack of a clear funding stream/access for Assisted Technology and mobility aids 
for people over 65 years.  Some older people report having their purpose-built equipment, e.g. a 
wheelchair, taken from them to be replaced with a generic item that doesn’t meet their needs. 
Some people are having disability-specific funding, such as funding that is provided under the 
Commonwealth Continuity of Support Program removed when they enter residential care.   

Older people with disabilities report experiencing more isolation.  The disability sector needs 
innovative support options to keep people connected to the outside world e.g. telephone 



  Page 75 of 90 

volunteers who speak their own language, and local language-specific radio programs. 

This leaves them without the additional funding needed to provide disability-related support, such 
as attendant care support or a support worker to enable community access.  There was 
widespread concern about accommodation access issues.  

Carers 
The 2015 ABS Survey of Disability, Ageing and Carers (SDAC) found that just under half of the 
nation’s 860,000 carers looked after a person who was over 65 with the cost of replacing this with 
formal care estimated to be $63 billion, up from $40.9 billion in 2010.83   

The Commission heard evidence that informal care to older Australians makes up a substantial 
amount of that figure. To maintain the capacity of this unsung workforce to continue in their 
caring role, they need opportunities for support and respite and in many cases, for training. 

Respite is available via in home support or by short-term access to residential facilities and may be 
either a planned or an emergency requirement.  A review by Carers Australia in 2017 found that 
the highest demand was for home respite care, at 93%, followed by high or very high demand for 
emergency respite, at 74% and planned respite at 88%.  The high demand for home-based respite 
appears to have been a result of it being seen to be the easiest to access in being generally only 
offered for a few hours during the day and not a substitute for residential care.84  

Residential respite is apparently becoming harder to access, with the reasons for this including 
that many residential aged care facilities are not offering any respite care or only offering a bed 
when it is between permanent residents.  As a result, planned respite is harder to access because 
of the difficulty of getting bookings in advance for the times they are needed.  These issues are 
compounded when the need is for a client with high support needs, such as those with dementia. 

An ACAT assessment is required to access respite care, making access to emergency respite more 
difficult to obtain and carers are finding that transfers from hospitals also taking up potential 
respite care beds.85 

Suggestions from this study to address these issues included that there be: 

• dedicated respite beds 
• entry without ACAT, especially in emergencies 
• a better/central system for checking availability and making bookings  
• dementia specific respite care 
• greater flexibility, with suggestions such as longer/shorter stays, advance/short notice 

bookings, and  
• improved affordability.  

The two most commonly suggested respite options were for cottage (or cottage style) 
accommodation and for overnight/weekend respite options. 

 
83 Survey of Disability, Ageing and Carers (SDAC) , Australia: Summary of Findings, 2015 (cat. no. 4430.0) available from 

the ABS website (www.abs.gov.au).  
84 Carers Australia, Improving Access to Aged Residential Respite Care, 2017, p.11. 
85 Carers Australia, Improving Access to Aged Residential Respite Care, 2017, pp.5-6 
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Dementia services 
COTA Australia is aware that dementia services are needed both by those with a diagnosis of 
dementia, their family and carers and by the services that provide supports for them.  Lack of 
understanding of how dementia can manifest, or of appropriate ways to respond has been a 
major factor in the examples of sub-standard or abusive treatment of older people living with 
dementia that have come before the Royal Commission.  Extensive evidence has been provided 
that this understanding will reduce service providers’ reliance on unacceptable restraint practices, 
and ineffective care practices. Families and carers will also benefit from a greater understanding 
of this difficult and frustrating disease. 

The following are some of the main sources of information for this purpose.  

Dementia Australia  

Dementia Australia delivers national dementia programs and services funded by the 
Commonwealth, including: 

• the National Dementia Helpline, 
• early intervention programs such as Living with Memory Loss, 
• the National Younger Onset Dementia Key Worker program, 
• Dementia and Memory Community Centres, 
• Counselling, 
• Carer support groups, 
• Education for family carers, 
• Public awareness activities, and 
• a national resources program. 

They are also a member of the National Aged Care Alliance (NACA) and are involved in other key 
groups progressing the aged care reforms. 

Dementia Australia provides education and resources to those with dementia.  These include their 
website, Alz.org, which provides information to help both caregivers and people with dementia in 
15 languages They also have the Alzheimer’s and Dementia Caregiver Centre, which provides 
insight on what to expect and how to adapt care for someone with dementia and the Alzheimer's 
Association Online Research Centre which also provides wide breadth of information is available, 
including what researchers currently know about brain health. 

Dementia Alliance International 

Dementia Alliance International, an organisation that was set up five years ago by eight people 
with dementia in three different countries and now has members numbering in the thousands 
from 49 countries.  The organisation focusses on providing post-diagnosis supports and education 
for families on how to support a person with dementia. 

The Dementia Behaviour Management Service (DBMAS) 

The Dementia Behaviour Management Advisory Service (DBMAS) is a national free service funded 
by the Australian Government.  It is operated and administered by Dementia Support Australia 
(DSA). 
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Care Leavers 
COTA Australia recognises that care leavers face additional stresses when seeking aged care 
supports.  Care leavers, that is, people who were in institutional care or other forms of out-of-
home care in their childhood, have frequently been traumatised by their experiences in 
orphanages, children’s homes, or other institutions and need this background to be considered as 
they access aged care services. 

More than half a million Australians fall within this group and many are reaching the age where 
they will need to access services, in their home or in residential settings.  In acknowledgement of 
their particular circumstances, care leavers have been recognised as a ‘special needs’ group and 
service providers have been required to show how they will tailor their service delivery to meet 
the needs of this group. 

FUNDING/FINANCING 
Both the current funding mechanisms and the quantum of funding for the aged care system are 
insufficient to meet community expectations and current demand on the current system, so they 
are clearly insufficient for the substantially increasing demand over coming decades. 

To meet the demand from older Australians waiting for home care packages it is estimated an 
additional $2 billion to $2.5 billion per annum right now is required to ensure no older Australian 
waits more than three months for a package at their assessed level of need.86 This does not cater 
for the costs of additional Commonwealth Home Support Programme Services, where waitlists 
and demand are not available to the Department of Health because they are not collected and 
there is no system of recording unmet need. However, the Department does have information 
indicating that there is substantial unmet need, with no capacity to respond to current demand in 
many areas. The total extra costs of an integrated home care program, which is after all official 
government policy, may be higher than $2.5 billion per annum estimated. 

The Chair of the Aged Care Workforce Taskforce Professor John Pollaers estimates that the 
taskforce report proves there is a $3.5b shortfall in funding required to transition the current aged 
care workforce to the quantity and quality recommended in the Taskforce Report, which 
government has in principle endorsed but failed to fund.87 Whether additional funding is needed 
in residential care (beyond the funds identified for workforce) is unclear given the variable 
performance of providers, changing demands, and preference to remain at home, and the Aged 
Care Roadmap proposal that care should be provided in a continuum agnostic to the environment 
in which it is delivered.  

These two quantified initiatives alone suggest around a 25% increase in funding is needed 
immediately above current spending. The question and challenge for the Royal Commission, and 
for the Government when considering the outcomes of the Royal Commission, will be how to 
deliver on community expectations, within a fiscally constrained environment. And what will the 
Australian community make of this challenge, given its expectations of aged care quality?  

 
86 Evidence of Ms Fiona Buffinton, First Assistant Secretary, In Home Aged Care, Department of Health, 22 March 2019, 
p. 1058. 
87 See https://twitter.com/JohnPollaers/status/1057585968322990081  
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Aged Care Roadmap – fully separating care and accommodation client 
contributions 
COTA Australia supports the directions outlined in the Aged Care Sector Committee’s Aged Care 
Roadmap that the costs and levels of support and care services should be further separated from 
the costs of accommodation. Specifically, costs associated with accommodation – whether for 
retirement villages, land lease communities, specially designed strata titled apartments, other 
private market rentals, private home ownership or living in a residential facility – should be 
separate from the costs of care and support. This would ensure that no matter where people live, 
consumers across Australia would be contributing an equitable amount for the same level and 
type of care they receive. Consistent with the Roadmap’s destination ‘Who pays?’, mandatory 
means-tested co-contributions, linked to the cost of services and complemented by a safety net 
for vulnerable consumers, would be introduced across all aged care. 

To effectively implement the destination of a single system of care under ‘What care is available?’, 
the Commonwealth Home Support Programme, Home Care Packages Program, Residential Care 
and all other aged care programs would become a single integrated care system. Currently, the 
disparity, inconsistency and inequity of client contribution regimes across these programs act as 
barriers to reaching this destination.  

COTA Australia notes for the Royal Commission’s benefit the view of the National Aged Care 
Alliance from its Blueprint II document published in June 2015.64  COTA Australia continues to 
support this position but recognises that the timeframes contained in both the Blueprint and the 
Roadmap are no longer possible and we are pursuing clarification from government on revised 
timeframes to achieve desired outcomes. 

Recommendations 3 and 5 from the 2015 Blueprint, shown below in italics, still demonstrate what 
is required to achieve the future integration that will allow consumers to choose and pay for care 
and accommodation as separate components, as they have done throughout their lives. 

3. Incorporating individual funding across all aged care programmes to provide the 
older person with choice and control  

This will require the integration of residential care, home care and home support into 
a single and equitable funding structure based on funding following the consumer. 
This would respond to the recommendation of the Productivity Commission’s Caring 
for Older Australians Report, supporting ‘a single integrated, and flexible, system of 
care entitlements’. The assessment of funding levels should be built on evidence 
drawn from cost of care studies. This process of consolidation could start with the 
integration of home care programmes, followed by integration with residential care. 

The funding methodology will require effective safety nets for marginalised 
individuals and communities, and those who cannot meet the costs of care, and 
include a review of the adequacy of supported resident subsidies and other supports. 

There will also need to be consideration of the use of block funding or other 
mechanisms for elements of the aged care system in which an individual funding 
model does not work. 
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5. Developing financially sustainable aged care services  

Improving sustainability of services will require: 

• Reforming means testing with an appropriate implementation time frame to 
include all assets and to treat assets equally based on their market value (not 
the form the asset takes), which will require better access to financial 
products and choices that allow fair realisation of that value. The means tests 
should result in fair and equitable outcomes.  

• Equitable care fees across residential care, home care and home support 
based on individuals’ capacity to pay. 

• Reviewing the contributions of people in different income groups and 
circumstances to ensure fairness and value for money. 

• The publication and use of all available independent evidence of care costs 
and financial performance to ensure that funding is sufficient to support the 
viability and sustainability of quality aged care services. 

It is important to be aware that many home care providers are not charging the optional 
maximum basic daily fee allowed in the Home Care Packages program. Although this has recently 
been modified by government, so it is no longer a fixed 17.5% percent of the age pension as a so-
called ‘daily fee’ regardless of the level of package, there is still an imbalance between user 
charges and amounts of service provided. This is a legacy provision that makes no sense for the 
future and is inequitable in its application, leading to inconsistency in its implementation and 
associated funding distortions.  Around 70% of packages currently are at Level 2 resulting in part 
pensioners being asked to contribute up to $8,600 for a $14,000 package; which is more often 
than not (as far as we can tell) more than the value of direct services actually received. 

‘It was explained that a $14,000 package may have admin and Case 
Management that is equivalent to 40 to 50% of the package leaving only $7-
8000 for services.  You would contribute $4000.  I explained that services from 
providers usually have a loaded amount. Hence cleaning costs $30 rather than 
$20 from someone you know.  Maybe I would have more control by spending 
my own money. It makes me think about how do I mobilise my friends and 
networks so that it assists me to maximise’.  

(DC Male, 64 single, living in his own home in regional Victoria, has a heart 
condition and is recovering from a stroke). 

Additionally, within the Commonwealth Home Support Programme there are a multitude of client 
contribution levels and currently no effective and efficient method of applying a means tested fee to 
the 850,000 consumers accessing services from this program. This provides perverse incentives for 
consumers to remain in programs that are not best suited for them, or to remain outside the 
Commonwealth regulated aged care system, due to the actual or perceived to be inequitable costs.  

While the Tune Review made various recommendations about the harmonisation and mandating 
of client contributions, none of these have been implemented to date except for the minor 
adjustment to the 17.5% contribution for different levels of Home Care Packages. Importantly the 
government permits providers to charge the fees on an optional basis, allowing them to compete 
on price at the cost of either or both taxpayers or those in real need of that level of service. 
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Client Contributions 
COTA Australia has long argued that consumers with means should contribute more towards the 
cost of their care, to the full degree that they can do so. At the same time a strong safety net must 
be maintained in the system to ensure that older Australians without means continue to receive 
equitable care. In our submission to the Legislated Review into Aged Care (Tune Review) we 
argued the Review should investigate client contributions across all three programs and model 
options for potential client contributions in the future, having regard for: 

• The impact of the inequitable contributions between the various programs on consumer 
behaviour regarding how, where and from whom they receive their care; 

• The introduction of a tiered level of basic and means tested contribution, linked to the 
quantum of services received, regardless of the location where the service is provided; 

• The potential for adapting the current means testing process from the current standalone 
approach into one that is linked to a person’s pension and/or Commonwealth Seniors 
Health Care Card assessments (to reduce the number of assessments older Australians are 
required to undertake);  

• The cost/benefit of means testing services under a certain value per year, with 
consideration of setting tiered contribution levels against pensioner status, possession of a 
Commonwealth Seniors Health Card or fully self-funded retiree status;  

• The ways in which the system could transition from existing client contributions to new 
client contributions that provide the most minimal impact on older Australians currently in 
the system;  

• The continuation of hardship and consumer protection provisions; and  
• The impact of any recommended changes to client contributions on older Australians living 

at or below the poverty line (variously estimated at from about 10% (by COTA Australia) to 
one third of Australian pensioners)88 or experiencing financial hardship, including flexibility 
in contributions based on the individual’s goals and needs.  

Continuing to ask consumers to pay different amounts because their care is delivered by the 
Commonwealth Home Support Programme as distinct from a Level 1 Home Care Package is 
unacceptable. Noting the Aged Care Roadmap’s proposed decoupling of care costs and residential 
costs, when considering the client contributions of costs towards care in residential care vs a Level 
4 Home Care package (or even the Tune proposed Level 5) is also inconsistent and inappropriate. 
A single consistent contribution framework that is easy to understand is required.  

A single client contribution assessment and single charge 

Inherent in the move towards a continuum of care agnostic to the environment in which that care 
is delivered is the need to move towards a single mechanism in which all fees and charges paid by 
a consumer are established from the outset. COTA Australia is attracted to a model whereby the 
assessment would: 

• Consider income and assets and at the same time consider necessary expenditures and 
outgoings. This would mean that instead of having a two-step process whereby your 

 
88 OECD (2015), Pensions at a Glance 2015: OECD and G20 indicators, OECD Publishing, Paris. 
DOI: http://dx.doi.org/10.1787/pension_glance-2015-en 
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financial contribution is assessed and then you apply for hardship, all these factors would 
be considered in a one step process.  

• Provide a clearer explanation of what the combination of government funding and 
consumer contribution is going towards (i.e. a more precise ‘specified care and services’ 
list)  

• Remove the categories of ‘client contribution’ (in CHSP) ‘basic daily fee’ and ‘income tested 
care fee’ (HCP) and ‘basic daily care fee’ (in residential care)  

• Remove all references to ‘daily’ which often confuses home care consumers in thinking they 
only pay the contribution on the days on which they receive their services.  

Such an approach would mean that for all services – CHSP, HCP, Residential Care – a one step 
process would determine both consumer means,  their mandated contributions and hardship 
inability to contribute towards their care. The consolidation from multiple components of charges 
to a single charge would also reduce consumer anxiety they are being ‘ripped off’ because of the 
multiplicity of charges.  

The architecture of the system then needs to be redesigned so that it is clear to the 
consumer/user/customer what is the total cost of what they are being provided, on the basis of 
their assessment; and what proportion they will pay as a result of transparent means testing, and 
what proportion government will pay, with both the consumer proportion and the government 
proportion in the hands of the consumer to use where and with whom and when they (or their 
family) decide.  

Reframing Government vs personal contribution  

As a result of the preceding paragraph, funding would be reframed as cents in the dollar for the 
care received. Consumers would be asked to pay X cents in the $ and Government would 
contribute Y cents in the $. Such an approach would clearly highlight the value of Government’s 
contribution towards a person’s care, in ways that currently are lost, misunderstood and in many 
cases resented.  

You can’t ask consumers to pay more, unless they receive something better  

In 2012 as part of the consumer consultations conducted around the country to discuss the 
outcomes of the Productivity Commission Report, COTA Australia heard time and time again that 
consumers would be willing to contribute towards care that was of value, delivered on their needs 
and was of a high enough quality. The changes to client contributions as part of the Living Longer 
Living Better reforms were accepted by many consumer groups (COTA Australia included) in part 
because they were accompanied by improvements to quality outcomes. Any future reforms 
similarly should be accompanied by a value proposition, not simply a demand for increased 
funding from consumers, but as part of reforms that improve quality and outcomes for 
consumers.  

Alternative funding options for aged care 
Given the above-mentioned need to inject $5.5-6 billion or more into the aged care system, pretty 
immediately and then sustain that and more into the future, COTA Australia suggests that 
alternatives to the current mechanism of funding from consolidated revenue should be explored 
as another option to provide the stability of funding needed. Simply put, COTA Australia is 
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concerned that should consolidated revenue be the only source (in addition to current levels of 
consumer contribution) over funding over the longer term that aged care funding could slide 
again (after being increased) and become insufficient due to competing priorities of and claims on 
Governments of the day, noting that both sides have done this in the past, and be subject to 
periods of fiscal constraint and indeed retraction. However we note that in the short term 
substantial additional funding will need to be found from general revenue to increase aged care 
funding over the Forward Estimates as part of the 2021/22 to 2024/25 Budgets in order to fix 
current problems and deficiencies. 

COTA Australia welcomes the Royal Commission’s Financing Aged Care Discussion Paper 2 
designed to spark community  discussion about how aged care should be funded in the future. 
COTA Australia does not have the necessary economics skills within our team to provide 
comprehensive advice on alternative funding models, or the resources to commission work on 
alternatives. However, based on past experiences we note the following options that we consider 
might well be favourably considered by the taxpayer public and worthy of substantial discussion:  

• Public insurance scheme – similar to the NDIS, developing over a number of years into a fully 
funded capacity to meet the increasing demand. The key difference from the NDIS, which is 
essentially non-means-tested, would be how the balance would be set between taxpayer and 
private contributions, including the possibility of post-care recovery from people with 
significant assets but limited income.   

• Permanent Medicare levy increase – the public contribution to fund aged care could be 
hypothecated through an increase in the Medicare levy set aside specifically for aged care. 
This would be a significant increase in the levy and would still require public policy decisions 
about the balance to be set between taxpayer and private contributions, including the 
possibility of post-care recovery from people with significant assets but limited income. 

• Aged Care funding products designed within the Retirement Income System – Another 
measure that has been proposed to fund a greater consumer contribution towards the cost of 
aged care is for newly developed insurance-like products (e.g. deferred annuities) to be 
developed for superannuation which people would either be required to purchase – probably 
for retirees with superannuation above a certain level - and /or which attract incentives for 
them to be taken up – noting that a means testing incentive, strongly lobbied for by COTA) 
was included in the 2018 “more Choices for Longer Life” Budget package, co-designed by the 
government and COTA Australia. 

COTA Australia does not have a preference among  the above funding method options but would 
actively seek to engage with our membership to ensure that any contribution to a discussion 
paper by the Commission would enable consideration of future funding sources.  

Underlying the above options is our assumption that the Royal Commission must apply itself to 
determining how much extra funding is required to both clear current backlogs in supply  and how 
much growth is then needed to meet future demand, the recommendations of the Aged Care 
Workforce Strategy, and other measures identified as being required.    

Please refer to our separate and later submission on Financing Aged Care for a further discussion 
of the preceding.  
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OTHER ISSUES 

Dealing with consumer complaints 
COTA Australia believes we need to shift the culture of complaints from one of ‘fear of retribution 
if I make a complaint’ to one where feedback and complaints are encouraged and welcomed as 
part of normal customer service in aged care. Consumers often tell us that they are too afraid to 
complain or to have their families complain on their behalf.  

COTA Australia’s submission to the Review of National Aged Care Quality Regulatory Processes 
(Carnell/Paterson Inquiry) highlighted that fear of reprisals89 as a barrier to making complaints, 
compounded for people living with dementia, who have the additional barrier of not being 
believed when they raise serious issues including relating to physical and such sexual assault.  Fear 
of reprisal was by far the most frequent issue raised in their consultations. It is an issue that is 
compounded for more vulnerable consumers. This issue was not only highlighted by consumers 
and carers, but also by residential aged care staff and professionals who had seen practices that 
were inconsistent with the provision of quality care. It is difficult to assess how widespread these 
concerns are as they are largely anecdotal. However, that this issue is being regularly raised is a 
concern and COTA Australia believes that any ideas for tackling it should be considered. 

Fear of reprisal was also highlighted in our submission to the Commission on the impacts of 
COVID-19, “Lessons of the COVID-19 crisis for Aged Care Reform”. 

It is vital to shift the culture in aged care to a focus on customer service and feedback to help 
drive service improvement. In such an environment, complaints would become a welcome part of 
customer service and the consumer experience. This cultural change is already occurring in parts 
of the sector, with some market leaders improving markedly on their customer service processes 
– a component of which is feedback or complaints.  

In recent consultations with providers, COTA Australia learned that some are creating or 
improving consumer feedback mechanisms by establishing focus groups and through routine 
meetings with residents and their families. They are also enhancing their data systems to improve 
how they monitor and track issues and are using the data they collect and analyse to conduct 
continuous quality improvement cycles. However, these changes do not yet represent the 
majority of the sector. We recognise that adopting a customer service focused culture may 
present challenges for providers in terms of upskilling staff as well as the need to change or adapt 
organisational policies and processes. These would need to make it easier for all consumers to 
provide feedback, particularly those who do not have anyone to advocate on their behalf or are 
not used to advocating for themselves. COTA Australia believes this cultural change is critical and 
could bring about important changes in service culture and improve outcomes for consumers. 

Assistive Technology 
Assistive technology (AT) is a term used to describe the products and services which enable 
individuals’ functioning and participation in daily life. Also known as ‘aids and equipment’, 
‘medical appliances’ or ‘medical devices’, the term AT refers to devices, equipment, instruments 

 
89 COTA Submission to the Review of National Aged Care Quality Regulatory Processes, July 2017, p.9. 
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and software used by or for persons with disability.90  Health technologies are a subset of AT 
products, including emerging smart home and information-communication-based technologies 
such as telecare, telehealth and monitoring systems.  

While many jurisdiction-based funders in Australia still use the term ‘aids and equipment’, the 
National Disability Insurance Scheme (NDIS) uses the term ‘assistive technology’ and the ANZ/ISO 
classification system. Assistive technology, abbreviated to AT, is the term used in the National 
Aged Care Alliance’s Position Paper ‘Assistive Technology for Older Australians’ (June 2018) and 
the AT Research Report, ‘Assistive Technology for Older Australians: Rapid Evidence Review and 
Economic Pathway Analysis’ which is Attachment 2 of the NACA paper. COTA Australia conducted 
the research and prepared the report on behalf of the National Aged Care Alliance.91 

Assistive technology is an effective yet under-evidenced resource which can address the needs of 
older people, as well as the ‘value for money’ needs of government policy and resourcing 
agencies. We consider the NACA Position Paper and included Research Report to be required 
reading for the Commission.  

Assistive technology (AT) delivers a range of outcomes including independence, autonomy, safety 
and participation, offsetting other support costs. Direct cost offsets include substitution and 
supplementation of other support costs, such as direct care.  Other cost offsets can be described 
as downstream costs. These include slowing functional decline and decreasing adverse events, 
therefore delaying residential care and minimising hospital admissions. A third set of AT-enabled 
outcomes relate to social and wellness benefits through improved function (mobility, daily living, 
health management), psychosocial status (confidence, satisfaction, autonomy, maintenance of 
valued roles, quality of life) which enable overall health and wellbeing, therefore delivering on 
national and international mandates and benchmarks. There is documented under-met need for 
AT particularly among elders,92 which suggests these outcomes are not being achieved, and cost 
benefits are not maximised. Less than one quarter of older Australians received funding to 
purchase needed AT, according to the evaluation undertaken by Independent Living Centre 
Assistive Technology Service for their Final Report in 2014.93 

AT products are most effective when delivered with AT services (these include needs analysis, 
information, assessment, set-up and training, adaptation, maintenance and review). Older 
Australians usually require multiple AT products and related supports such as reablement 
strategies and home modifications.94 Decades of Home and Community Care (HACC) funded 
services have provided allied health services (mainly provided by community health services or 
rural health services) that deliver assessment for AT and home modifications in order to increase 
and maintain functional independence, slow decline, decrease falls risks and delay admissions.95 
Once admitted to residential aged care, only 4.1% of individuals return to the community.96 

 
90 ISO (2016) Assistive products for persons with disability — Classification and terminology, Canberra, retrieved from: 
https://www.iso.org/standard/60547.html  
91 National Aged Care Alliance (NACA) Position Paper, Assistance Technology for Older Australians 
92 DeCrean, Westendorp, Willems, Buskens, & Gussekloo, 2006; Gramstad, Storli, & Hamran, 2013; Layton, Wilson, & 
Andrews, 201 
93 An Evaluation of Assistive Technology Outcomes for Home and Community Care (HACC) Clients of the Independent 
Living Centre (ILC) Assistive Technology Service Final Report January 2014 http://ilc.com.au/about/research-and-
projects/ 
94 Connell, Grealy, Olver, & Power, 2008 
95 Municipal Association of Victoria, 2014 
96 Australian Institute of Health and Welfare. Residential aged care in Australia 2007-08: A statistical overview. Aged 
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International evidence shows that funding and service delivery contexts are important factors in 
ensuring AT effectiveness.  Comparison of best practice approaches across Europe concur with 
Australia’s vision for an aged care system which delivers a single, integrated and flexible, system 
of care entitlements and ‘an assessment process would consider the need (on cost-benefit 
grounds via a test for reasonableness) for higher level aids and equipment or other assistive and 
enabling technologies’.97 

Current systems for AT provision in Australia differ based on age, disability, and location or 
jurisdiction, thus failing to meet equity criteria. The Disability Investment Group found the lack of 
essential equipment leads to increased disability, increased dependence and increased long-term 
costs, and yet noted that currently many Australians ‘simply go without aids and equipment’.98  
The Disability Investment Group set out a case for provision of aids and equipment as a fiscally 
responsible investment, to be realised by the National Disability Insurance Scheme (NDIS) and the 
National Injury Insurance Scheme (NIIS). It is hoped that the deployment of AT within these 
schemes will provide the aged care sector with models of efficiency and effective delivery of 
personalised AT services. NDIS is not as yet fully rolled out, and NIIS has not commenced.   

The realisation of the Productivity Commission vision for an aged care system is in progress with 
My Aged Care, however early indications suggest the role of AT is under-realised. The 
Commonwealth Home Support Programme (CHSP) includes service type ‘Goods, Equipment and 
Assistive Technology’, while Home Care Packages and Residential Aged Care do not specify 
assistive technologies other than as a small ($500) discretionary annual spend. In practice, the 
small fraction of some home care packages able to be spent on AT in no way resembles the extent 
of need of many ageing Australians with disabilities, or the potent impact of early AT intervention 
on current and future cost savings for Australians ageing into disability.  

The availability and update of technology within the aged care sector is currently highly 
fragmented99. After July 2019, Australians requiring AT will be in a new policy landscape. The 2017 
Legislated Review of Aged Care identifies a clear role for AT within wellness and reablement, 
proposing (Recommendation 29) that choice and support for independent living be enabled 
through:  

increasing access to short-term reablement supports and/or episodic care, 
rather than the provision of ongoing care, including an increased focus on the 
use of assistive technology enabling better integration with other available 
support systems such as the health care system and community-based 
support.100 

To enable equitable access to AT, Tune’s Recommendation 34 states: 

That the Australian, state and territory governments work together to resolve 
current issues with the provision of aids and equipment for older people.101  

The following points and policy considerations are made in summary. 

 
care statistics series 28. Cat. no. AGE 58.  Canberra: AIHW, 2009 
97 Productivity Commission, 2011a, p. 141 
98 Disability Investment Group, 2009, p. 17 
99 Barnett, Reynolds, Gordon, Maeder, & Hobbs, p. 201 
100 Recommendation 29, Tune, 2017 
101 Recommendation 34, Tune, 2017 
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• Government should consider the case for early investment in AT, given the promising 
evidence within the literature.  

• Consideration needs to be given to providing AT in relation to other reablement and 
rehabilitative supports, to maximise outcomes. 

• Intersects and interfaces with health, aged care, disability and other sectors need 
consideration in terms of cost offsets and appropriate backend reallocation of expenditure 
such that consumers have a ‘no wrong door’ experience.  

• State/Territory AT funding schemes do not provide fit for purpose AT products (mainstream 
and specialised) in AT packages, alongside AT services. Merely extending these schemes to 
meet the needs of older Australians into the future fails to take advantage of the benefits of 
co-ordinated provision.  

• A return-on-investment case can be made and must include social return on investment 
indicators to fully capture consumer-valued outcomes. Thus, outcomes need to be broadly 
defined in line with World Health Organisation benchmarks. 

COTA Australia has outlined the role of Assistive Technology and Home Modifications as an 
essential element of a future aged care system in it January 2020 submission to the Royal 
Commission, “Aged Care Program redesign:  services for the future”.  

 

 

Appendices attached  
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Appendix A: Nutrition Issues for Older Australians 

Nutrition Issues for Older Australians in Residential Aged Care 

Up to 225,000 residents in residential aged care (80%) are either at risk of malnutrition or are 
malnourished.102 Most people living in residential aged care are completely reliant on 
government-funded services for their nutrition and hydration. In addition, well over 1 million 
older community dwelling people (more than 40%) are estimated as being malnourished or at 
risk.103 

The nutritional needs of older adults (70+) are unique104 and differ significantly from those of 
younger people; health professionals, older individuals themselves and aged care 
management/staff are frequently unaware of this distinction, and this is part of the reason that 
these unacceptable levels of malnutrition exist among older adults. 

Swallowing, dentition, oral health and gum disease also impact on older peoples’ capacity to eat, 
drink and receive adequate nutrition.  Collaboration with speech pathologists, dentist and dental 
hygienists is essential for good nutrition. 

The costs associated with malnutrition are significant but not well documented in Australia. The 
following provides some indicative data: 

o Costings have not been done in Australia but in the Netherlands it is estimated that 
care for each resident ‘at risk of malnutrition’ adds [euro]8000 (approximately AU 
$13,000), and for each malnourished resident adds [euro]12,000 (approximately AU 
$18,000) per year.105 

o Costs of malnutrition in residential care alone in Australia are therefore in the billions 
of dollars, with additional costs in community care and in associated hospitalisation. 

o Malnutrition in hospital costs an additional $1800 per admission.106 

o Costs of care and of treatment of any illness, wound or injury are 2-3 times higher for 
those who are malnourished than for those who are not.107 

o Malnutrition is evidence that food supplied is being under-consumed, thus wasted. In 
addition, poor quality food reduces consumption, which even in the absence of 
malnutrition, represents more costly waste. 

Malnutrition in aged care is also evidence that nutrition support is currently significantly under-
resourced and represents elder abuse by neglect or omission. 

 
102 Iuliano, S., Poon, S., Wang, X., Bui, M., & Seeman, E. (2017). Dairy food supplementation may reduce malnutrition 
risk in institutionalised elderly. The British Journal of Nutrition, 117(1), 142-147.  
103 Cobiac, L. & Syrette, J. A. 1995. What is the Nutritional Status of Older Australians? Proceedings of the Nutrition 
Society of Australia, 19, 139. 
104 Hobbins, N (2014) Eat To Cheat Ageing. Ngaire Hobbins Publishing, Australia   
105 Meijers JM , Halfens RJ , Wilson L , et al . (2012 ) Estimating the costs associated with malnutrition in Dutch nursing 
homes . Clin Nutr 31 , 65 -68 
106 Rowell DS & Jackson TJ (2011) Additional costs of inpatient malnutrition, Victoria, Australia, 2003–2004. Eur J 
Health Econ 12, 353–361. 
107 2017 report of the UK malnutrition Task Force:  
http://www.malnutritiontaskforce.org.uk/wp-content/uploads/2017/10/AW-5625-Age-UK-MTF_Report.pdf 
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In residential care, it is not enough to address food quality or the dining experience alone (these 
are commonly promoted by some commentators and providers as stand-alone solutions) because 
no matter how good food is, unless it makes it safely into every mouth, it is of no benefit. 
Addressing malnutrition in residential aged care needs all of the following:  

o improvements in food quality and the dining experience  

o supply of education to all staff by aged care experienced dieticians in the unique 
nutrition needs of residents on the value of every mouthful that can be offered and 
encouraged 

o meaningful engagement with a dietitian as well as with residents in menu and recipe 
development 

o continuous quality improvement in food production and delivery services 

o clinical input from a dietitian on referral 

In community care, the provision of nutritional guidance and support to individuals as well as 
ensuring all meals and drinks made available to older adults in the community setting care are of 
good quality and are nutritionally appropriate reduces poor health outcomes, hospital admissions 
and transitions to residential aged care with the attendant costs.108 This is vital because older 
people can rapidly lose weight and become malnourished 

 Additionally, inadequate hydration rapidly impacts cognitive capacity and skin turgor (thus 
increasing the likelihood of skin tears and pressure ulcers). 

Currently however, referral to dietitians via My Aged Care, from Regional Assessment Teams or 
ACAT (Aged Care Assessment Teams) appears inadequate. While malnutrition screening tools can 
be part of assessments, it is essential any issues they reveal result in timely and appropriate 
referral to avoid further decline.  Unfortunately, their value appears not to be recognised and 
even when such assessments are completed, referral is inadequately supported. Dietitians often 
only receive referrals after a prolonged period or when consumers have experienced significant 
additional decline and as a result have been referred through other avenues such as community 
nursing or hospital referral. 

The related impacts of malnutrition are extensive. They include: 

Greatly increased risk of falls, pressure ulcers, illness, infection. 

Increased wound care costs -- in dressings and wound care equipment, in staff time to deliver 
wound care, due to impacted resident mobility/capacity and in commercial nutrition supplements 
(the use of which is easily minimised by preventive provision of adequate nutrition/hydration).  

Slowed recovery from falls, wounds, illness, infection. 

Reduced capacity to maintain and repair body organs contributing to renal and cardiac 
insufficiency. 

Inadequate oral intake (food and fluids) in the 14 days prior to any surgery is associated with 
increased mortality risk (even in the absence of diagnosed malnutrition). 

 
108 Berkowitz, Seth A et al. (2019) “Association Between Receipt of a Medically Tailored Meal Program and Health Care 
Use.” JAMA internal medicine, vol. 179,6 786–793 
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Additional burden on staff as individuals become too weak to carry out self-care, to mobilise and 
to eat without assistance. 

Malnutrition-associated weakness limits mobility, independence and socialisation, renders people 
unable to eat without assistance, increases the chance of swallowing problems resulting in 
undesirable changes in the texture of foods and drinks (e.g.: puree foods and thickened fluids) 
texture. 

Proposals for a way forward 

Quality Standards– Nutrition and hydration has an important part in every one of the 8 new 
Standards, despite being specifically mentioned in only one. But being able to achieve what is 
needed in terms of providing clinical care, avoiding malnutrition and supporting the rights of 
residents to enjoy quality, nourishing meals, drinks and snacks and all the ways that enhances 
quality of life depends on greater involvement of aged care experienced dietitians.  Education for 
staff, for residents and recipients of community care, their family and supporters about the 
specific nutrition needs of older adults is vital in encouraging intake of food and drink that ensures 
nutritional adequacy and supports quality of life. 

In addition, dietitians must have a more proactive, regular and ongoing role in aged care services 
beyond the provision of clinical care alone, or where they have been called in once malnutrition is 
already in existence.  That role must encompass clinical services in both residential and 
community care, education of staff and meal providers, menu/food service oversight in residential 
care and meal delivery services support from community assessment and funding initiatives. 

In Residential Aged Care: Dietitians can help Providers make significant cost savings while 
supporting the rights and quality of life of residents by: 

o Reducing the high cost of commercial supplements 

o Cutting malnutrition rates & ensuring food provided makes the mouth of every 
resident needing it 

o Auditing menus and food services to reduce malnutrition and food waste 

o Reducing complaints about food which cost in staff time and organisational 
reputation 

In Community Care: Pro-active dietitian input prevents malnutrition and progression to higher 
level care. Weight loss and malnutrition precede and/or accelerate entry to residential aged 
care.109 

o There needs to be greater emphasis on the need for pro-active involvement of 
dietitians in the care of people receiving community aged care support 

o In addition, education is essential for assessment teams to ensure prompt referral 
to a dietitian when there are signs of malnutrition, or potential malnutrition 

o Pathways for referral to dietitians must be clarified and better support be made 
available for maintaining ongoing involvement.  

 
109 Kendig H, Browning C, Pedlow R, Wells Y, Thomas S. Health, social and lifestyle factors in entry to residential aged 
care: an Australian longitudinal analysis. Age and Ageing 2010; 39: 342–349 
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Appendix B: COTA ACT: Transport Solutions for Older Canberrans 
This is attached over.  
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Executive Summary 
 

About the research 

 

In March 2013 COTA ACT undertook a research project looking at the transport usage, needs and concerns 

of older Canberra residents.  The research consisted of a survey, conducted from early March to the end of 

June, and focus group sessions conducted in early July 2013. 

The aim of the research was to identify: 

 How older Canberrans (those over 50) currently travel within the ACT 

 To what extent they experience difficulty in getting to medical, shopping, social and other 

destinations 

 The main reasons for any difficulty experienced, and 

 Consumers’ views on what would improve the situation for them. 

The survey 

 

COTA ACT’s survey, Transport Solutions for Older Canberrans, was launched in early March.  By the end of 

June COTA had received 443 responses from people over 50.   The survey broadly reflects the concerns of 

older ACT residents, but as it was not stratified to reflect the age and gender mix of the ACT population, the 

results tend to be skewed towards women and to older age groups. 

The focus groups 

 

Subsequent to the survey and to further develop this work, COTA held seven focus group sessions in the first 

fortnight of July 2013.  The sessions were on Transport Issues (general), Using Community Transport, Getting 

around with a health or mobility Impairment, Getting around by taxi, Getting around by car, and Using buses 

(two sessions).   

Sessions were attended by both transport consumers and transport service providers/the relevant areas of 

the ACT government.  About 33 individual older transport users and 23 organisational representatives 

attended these sessions.  Discussions focused mainly on users’ concerns with various transport options and 

on how the transport system could be improved to better serve older people’s needs. 

The findings 

 

The main findings of the research were that: 

 The majority of respondents use multiple forms of transport, most commonly cars and ACTION 

buses.  Many combine this with walking and some with cycling.  Surprisingly few use community 

transport.   
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 Almost half the respondents to the survey experienced some difficulty travelling within the ACT.  

Most difficulty was experienced getting to entertainment or social/healthy lifestyle activities, which 

may suggest the impact that lack of transport has on social participation.  Respondents with mobility 

constraints or health conditions found it more difficult to get out and about, as did older 

respondents. 

 The reasons most participants cited for experiencing difficulty with transport were related to buses: 

it takes too much time to get to the destination by bus: they are too infrequent, it’s difficult to get a 

bus in the evenings or at weekends; or they don’t go where you want to go.  However parking is also 

a major issue for those who drive or are driven (particularly disability/seniors parking).  For those 

who use community transport, long booking times and restricted hours were a key concern. 

The survey results and focus groups suggested a number of potential responses to these problems which 

would be worth further exploration.  For instance, respondents to the survey indicated quite strongly that 

they wanted more and better information about bus scheduling, routes and accessibility.  There was also 

support for ACTION bus services to be more flexible in off-peak hours and for provision of a shuttle service to 

the nearest interchange (to cut travel time).     

Focus groups also raised information as a key issue – including information about timetables, concessions, 

interchanges, accessibility and ‘how to use buses’ when you have been used to driving.  Participants 

suggested that more information be available at the right time about alternatives to driving such as buses or 

community transport, so that people are not left in the lurch when a crisis strikes (such as loss of licence).   

Participants in focus groups discussed the need to develop strategies to improve access to transport for the 

older user in terms of the whole system, and through collaboration between the sectors.  Each transport 

sector has its strengths and weaknesses – for instance, buses are fast and easy between interchanges but 

infrequent in the suburbs, while community transport, taxis and local-area driving may be more viable ways 

of reaching a bus hub (interchange).  Transport sectors need to work together to address community needs. 

Ways of reducing costs (eg group taxis, seniors taxi discounts, better promotion of the taxi subsidy scheme) 

were discussed alongside ways of improving accessibility and convenience: for instance improved safety, 

reliable and accessibility of buses, better availability of parking spaces close to facilities, better integration of 

urban planning with transport options, and increased resourcing of (or more efficient use of) community 

transport resources. 

The need for collaboration, better use of resources, and proactive information outreach were probably the 

major themes to emerge from COTA’s research.  However survey respondents and focus group participants 

also suggested a very wide range of changes which may make it easier for older people to travel in the ACT.  

COTA ACT plans to follow up on these suggestions through ongoing engagement with the ACT government 

and transport providers.  COTA also considers that regular engagement between consumers, community 

organisations and providers, in a continual process of feedback and incremental improvement, will be key to 

making Canberra a more age-friendly city. 
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Transport Solutions for Older Canberrans 
 

1. Introduction 

 

Canberra was accepted into the World Health Organisation's Global Network of Age-Friendly Cities in June 

2010.  However, Canberra is a notoriously car-centred city, and if you can't drive and have limited mobility it 

can be very difficult to participate in the life of the capital.   

Previous research by COTA1 and by the ACT Government2 has identified the centrality of transport as an 

enabler of (or barrier to) social inclusion for older people and others.  For instance, feedback indicated that 

the infrequency of buses in off peak periods, evenings and weekends and the poor condition (or non-

existence) of footpaths were major constraints. 

Building on this research, COTA initiated a project in 2013 focusing in-depth on older people’s experiences of 

the transport system in Canberra.  The project involved a survey of older Canberrans, as well as focus groups 

to explore the nature of transport impediments and possible solutions in more detail.   

The aim of the research was to explore how older people in Canberra use transport, the type and extent of 

difficulties they face, how these difficulties might impact on their lives, and what solutions or improvements 

they believe might improve their transport experience. 

 

2. Methodology 

 

The project comprised a survey and a series of seven focus groups with both transport users and 

organisational and government representatives. 

The survey, Transport Solutions for Older Canberrans,  was designed to collect information on how older 

people get about in Canberra, the barriers they face, and the kind of changes which might make it easier to 

participate fully in civic, social and healthy lifestyle activities.   

The survey was launched in early March 2013 and closed at the end of June.  It was distributed through 

Seniors’ Week events, libraries, Senior Citizens’ centres and at the regional Community Services offices 

(Northside, Belconnen, Southside and Tuggeranong).  Hard copies were available at the COTA ACT offices in 

Hughes and outside U3A, and distributed by hand to seven retirement villages.  The survey was also emailed 

to members of COTA ACT (those who had provided email contact details), sent to and promoted by a 

number of community organisations, and made available online. 

By the closing date, COTA had received 443 responses in total.  219 of these were submitted online and 224 

were submitted in hard copy.  The sample was not stratified by gender, age or other criteria (other than that 

                                                           
1
 COTA ACT, Report on the COTA Pre-Election Postcard Survey, 2012 

2
 Centre for Mental Health Research, Australian National University, A Baseline Survey of Canberra as an Age Friendly 

City, 2011 
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all respondents were over 50), so the results reflect some skewing towards older age groups and towards 

females. 

Following on the survey, COTA contacted all participants who had provided their name and contact details 

on the survey, and invited them to participate in focus group sessions.  The sessions were also advertised in 

two retirement villages (St Andrews and Southern Cross Homes), through organisational newsletters 

(Alzheimers ACT, Carers ACT and HCCA’s Consumer Bites), through the Community Development Network, 

and in the COTA offices. 

Seven sessions were conducted.  These were: 

 Transport Issues (general session at Gungaderra Homestead); 

 Using Community Transport; 

 Getting around with a health or mobility Impairment; 

 Getting around by taxi 

 Getting around by car 

 Using buses (two sessions).   

In total, around 33 individual transport users and 23 individual organisational representatives attended 

these sessions (some participants attended more than one session, but were not double-counted).  Six 

people (five from COTA’s Policy Council) were invited to co-facilitate, and they represented consumers as 

well as COTA (as they also do on the Policy Council).   

The organisations represented included Community Services (Woden and Belconnen), the NRMA ACT Branch 

Safety Trust, Canberra Taxis, Keirs Coaches, TAMS, the Community Services Directorate, the ACT Ministerial 

Advisory Council on Ageing and transport consultants Transport Planning & Management. 

At each focus group session, a paper was circulated summarising the results of the survey in relation to the 

specific focus group topic (bus use, community transport use, etc), as a basis for discussion.  Discussions then 

ranged freely over various transport issues experienced by users, but essentially focused on transport 

problems and concerns, and then on possible solutions or improvements that could be made by 

government, providers and/or other organisations. 

 

3. The survey 

 

Who responded? 

 

Of the people who responded to the survey 33% were male and 67% were female (the proportions in the 

ACT population over 50, according to the 2006 Census, are 48% male and 52% female, so the survey 

response was highly skewed in favour of females).  The sample was also more heavily skewed to older age 

groups than the ACT population over 50, as the table shows: 
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Figure 1 

Age group Survey respondents (number in 
age group as proportion of total 
respondents) 

ACT population over 50 
(number in age group as 
proportion of total pop. over 
50 in ACT, Census 2011) 

50-59 8% 44% 

60-69 35% 31% 

70-79 33% 15% 

80 and over 24% 10% 

Total 100 100 

 

No attempt has been made to compensate for this in the analysis, but the survey results should be 

considered in the light that transport becomes an increasingly important concern as people get older, and 

can be particularly difficult for older women (who are more likely to be living alone than older men, and less 

likely to drive). 

Looking at employment or income status, almost half (47.2%) were self-funded retirees, a quarter (26%) 

were pensioners, and 23% were part-pensioners.  Only 4% of respondents were still in paid work. 

How do older people get around? 

 

Most respondents use multiple forms of transport, depending on when and where they want to go.  Chart 1 

below shows that most (78%) have access to a car, at least some of the time.  They may drive themselves, or 

be driven by a relative, a spouse or a friend.  This doesn’t mean that these people can travel by car whenever 

and wherever they want to go – the reality is that if you are dependent on someone else to give you a lift, 

you are likely to be restricted both by the driver’s availability and a sense of ‘not wanting to be any trouble’.   

The chart also shows that 60% catch ACTION buses and 54% walk.  Around 15% use taxis, while only around 

8% use community transport. 
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Figure 2 

 

 

Around 95 people (22% of respondents to the question) don’t have usual access to a car at all.   Overall, the 

proportion of female respondents that didn’t have any car access (24%) was higher than for male 

respondents (19%). 

 

How difficult is it to get around? 

 

Most respondents found it relatively easy to get around, as the table below shows.  Still, roughly a quarter 

found it hard or very hard to get to one or other of the activities or facilities listed (including medical 

appointments, social activities or entertainment).  The total number of people who ticked ‘hard’ or ‘very 

hard’ in relation to at least one of the activities/venues listed comprised 206 out of the 428 respondents  

who answered the question– or 48%. 

The easiest travel destination seems to be the shops – perhaps because people can often walk there.  The 

hardest destinations are entertainment venues and social/lifestyle activities, and comments suggest this is 

because it can be difficult to access suitable transport at night and on weekends. 
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Figure 3 

 

However, most people with no usual access to a car find it very difficult to travel in the ACT.  Overall, 76% of 

this group said they found it quite hard or very hard to travel to some venues.  Specifically, 43% of this group 

found it hard to visit friends, 41% to attend social or healthy lifestyle activities, 42% to get to entertainment 

venues, 24% to go to the shops, and 34% to go to the doctor.  So it’s obvious what a difference having access 

to a car makes, in Canberra. 

If nearly half the respondents to the survey are having some difficulty accessing social and health activities 

and venues, and if nearly half of those without access to a car find it hard to get around, this raises the 

concern that lack of transport is exacerbating social isolation and preventing people from maintaining good 

health, especially among the most vulnerable. 

So why are people finding it hard? 

 

People who said it was ‘hard’ or ‘very hard’ to organise transport to any of the activities listed above were 

asked why.   From the chart below, it’s clear that the greatest proportion of complaints relate to the bus 

system - it takes too much time on the bus, the bus is too infrequent, you can’t get a bus on evenings or at 

weekends, or the bus doesn’t go where you need to go. 
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Figure 4 

 

This very much reflects the feedback of older people to COTA ACT’s ‘postcard survey’ in the middle of last 

year.  It may suggest that because the buses are, in terms of scheduling, geared to commuters, people drive 

for as long as they possibly can.  When they don’t have access to a car, life becomes quite difficult and the 

risks of social isolation increase greatly.  As one respondent said, she attends social/lifestyle activities only 

'thanks to kind friends' and 'I NEVER go out at night'.  Or, as another respondent said ‘I don’t know what I’ll 

do when I can’t drive!’. 

However, the barriers you experience depend on what kind of transport you use.  Just looking at those 

respondents who said it was hard or very hard to get to some destinations in Canberra: 

 over half (67 people or 52%) of the respondents with access to a car said that there was not enough 

parking, and 45% (57) complained that parking was too far from their venue (a problem if mobility is 

an issue).    

 Of the 131 people who cited travel difficulties who regularly catch buses, 66% feel that it takes too 

much time to reach their destination, 63% that it’s too difficult to get a bus on weekends or in the 

evenings, and 63% that bus services are too infrequent.   

 Around 30% (14) of the 46 people with travel difficulties who use taxis find them too expensive, and 

28% (13) dislike using them because of driver attitudes or behaviour.    

 Nearly three quarters (72%) of the 25 people with transport difficulties who used community 

transport said that it has to be booked too far ahead.  10 people (44%) said that the hours of 

operation were too limited.  There were 33 respondents who used community transport in total, 

and 76% of this group said they had some difficulty getting around . 
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There are also evident differences by age group.  Of the sixteen 50-59 year old respondents, 75% said that 

ACTION didn’t go where they needed to go, and 75% that it took too long to get there (compared to 42% and 

58% respectively overall).  On the other hand, 30% of respondents over 80 who cited difficulties said they 

couldn’t walk to the bus stop and 28% said they couldn’t board the bus (compared with 22% and 16% 

overall).  A greater proportion of respondents over 80 were also concerned about the limitations of 

community transport, and about taxi driver attitudes, than other age groups. 

Almost a quarter of respondents (103 people or 25%) said they have a disability or health condition which 

makes it difficult to catch a bus.  As one person put it: 

‘I can use a wheelchair to get to the bus stop but what then?’ 

It is difficult for me to board and get off the old style action buses with steps and almost impossible if I am 

carrying shopping. The log off system is very difficult if I am struggling to carry a heavy shopping trolley and 

bags of groceries. I cannot drive a car, do not have someone with a car to help me and cannot afford taxis. 

During the day there is a delay of one hour between buses.  When I need to visit the eye hospital in 

Symonston, for instance, the new timetable has meant that I miss the connection by three minutes. 

Consequently, I have to wait one hour aimlessly wandering around the interchange or shops.   I no longer 

travel after dark as I don't feel safe at the interchanges.  In summer these old buses are intolerably hot. 

Of these 103 respondents, over a quarter (29%) don’t have an ‘easy’ alternative (ie, a car).  As Figure 5 below 

shows, most difficulties were around walking to the bus stop, or boarding the bus (particularly with walkers 

and/or shopping).   
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Figure 5 

 

 

It is interesting to note that only 21% of these respondents use community transport, while 73% use a car, 

29% use taxis (plus 5% wheelchair-accessible taxis), and 40% still use the bus, despite their difficulty. 

Significantly more women (28%) than men (17%) had a transport-limiting disability or health condition.  

Predictably, respondents were more likely to have such a condition if they were older (38% of over 80 year 

olds as against 27% of 50-59 year olds). 

Figure 6 
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What might make a difference? 

 

259 people responded to a question about what changes would make it easier to get around Canberra.  Of 

these, 136 chose from a list of options suggested by COTA.  The chart below shows their preferences, in 

relation to these options. 

Figure 7 
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The chart shows that overall, the most frequently ticked option was for more information to be available 

about bus scheduling, etc.  However, of those who had a disability or health condition which made it hard to 

catch the bus, the largest proportion (43%) wanted the bus to be able to stop closer to home out of peak 

hours.  Of these respondents, 41% could use a shuttle to the interchange, and 33% would like a discounted 

group taxi service.   

Figure 8 

 

This implies that for these people – over two fifths of whom still do use ACTION – some modifications to 

services might be helpful. 

Looking further at what changes might benefit people who have a disability or health condition (bearing in 

mind that the survey only asked about conditions which affect bus use), around a third of these respondents 

also supported more information provision, same-day flexible transport, and access to a disability-equipped 

ACTION bus. 

123 people made other suggestions.  Many of these suggestions were about the need for better bus 

scheduling in particular areas, more frequent suburban buses, and especially, better public transport in the 

evenings, on public holidays and at weekends.  One person commented, ironically, that seniors often can’t 

get to events celebrating Canberra’s centenary – in which long-term residents have a vital interest.  The 

following comment illustrates how complicated it can be to get to an event (specifically for seniors!) on a 

Sunday. 

Let me tell you a bus story. Going to Commonwealth Park for seniors finale today. No bus before 10am 

leaving from Banks so had to drive to interchange at Tuggeranong. Just as well I have a car. Bus would stop 

at Commonwealth Park but lights not working so had to go into Civic and catch another bus. To come home- 
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what fun! - at the bus stop where we got off to go back to Woden. After 2 buses did not stop when hailed- 

rang Action - I could not hear for the traffic, but a bus stopped for me. That bus was going to Yarralumla and 

dropped me off at the stop near Albert Hall. (The) bus stop at Commonwealth Park was not operational - no 

bus was supposed to stop. (A group of people) 70 years old were nearly stranded, except for a kind bus 

driver!!!!  Thank you for a wonderful day at the park (but) we had to try very hard to get there - 10am to 

2.30.  

A number of people suggested improving bus stops (by making them closer together, nearer to retirement 

villages and senior-friendly (eg containing timetable information, shelter/seating, or being sited in places 

where people can cross the road).  A number of people said that it would be easier to catch buses if they 

were disability-equipped.  Some people commented that they were lucky not to have to use public transport 

at present, or avoided it because it was just too difficult.  About 46% of people skipped the question: these 

may have been respondents who did not have significant concerns with transport (about half the sample 

overall). 

Unfortunately, respondents didn’t find ACTION’s Transit Planner very helpful – not because people don’t find 

it useful (71% of those who have used it do find it useful) but because most people (78% of respondents) 

have not used it. 

To get an idea of whether some type of fee-for-service flexible on-demand transport could be an option, we 

asked how much people would be prepared to pay, per trip, for flexible on-demand transport from (or near 

to) their home to their destination.  Nearly half (48%) of the people who answered this question (in total 

346) said they would be prepared to pay between $3 and $5 per trip (whether they had in mind a single or 

return trip is unfortunately ambiguous).  A further 28% said they’d be prepared to pay between $6 and $10 

per trip.  This raises the question of whether a (limited and targeted) user-pays component could help 

community bus providers to be able to improve their service more generally to all clients. 

Conclusion 

 

In summary, many older people in Canberra are, like the rest of us, fairly mobile and able to travel wherever 

they need to go.  However, a large minority of older people have significant problems using transport in the 

ACT.  At the very least, this discourages people from participating fully in what Canberra has to offer, 

especially at night or at weekends.  At worst, it can prevent people from leaving their homes and entrench ill 

health and social isolation.   

The survey results suggest that some people would be able to use the mainstream bus system, with 

modifications (and already do, with some difficulties) – for instance, if they could get their walkers on board, 

or if the stop wasn’t so far away, or if someone helped get the shopping on.   

Some people might be motivated to use the bus system if it could be made more convenient – for instance, 

if information about routes and timetables were more easily available.   COTA research shows that many 

older people have considerable goodwill towards ACTION.  Could this be an opportunity to increase 

patronage? 

However, a proportion of older people are never going to be able to use the mainstream bus system, 

because they’re too frail, immobile or off-route.  For these people, there need to be viable 

alternatives.  Existing systems such as community transport and ACT taxis offer a potential solution – but 
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again, the survey indicates that issues such as poor scheduling of community buses and concerns about taxi 

drivers are a significant barrier.  Is better coordination among providers an option?  Would direct customer 

training improve driver service? 

The transport concerns raised by older people in this survey can be seen as an opportunity rather than a 

problem.  With the projected increase in Canberra’s ageing population, finding ways to provide better and 

more efficient transport services could be a win for both transport providers and transport consumers.   
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4. Focus Groups 

 

As a follow up to the survey, COTA ACT held seven focus group sessions on different aspects of the transport 

system.  Sessions were held in Gungaderra Homestead on Tuesday 11 July and at the COTA offices in Hughes 

as follows: 

 Tuesday 11 June: Northside Community Services, Gungaderra Homestead 

 Wednesday 12 June: Using Community Transport and Getting around with a mobility or health 

impairment 

 Thursday 13 June: Getting around by taxi 

 Friday 14 June: Getting around by car 

 Monday 17 June: Using Buses (two sessions) 

Who attended? 

 

Each session was attended by a number of transport users and by representatives from the relevant 

transport provider organisations and areas of ACT Government.  The table below summarises attendance.  It 

should be noted that facilitators from COTA’s policy council also acted as consumer representatives, and 

some ACT government attendees were also able to offer a consumer perspective (as people with disability 

themselves, or as conduits for complaints about the transport system). 

Session Organisations attending No of 
transport 
users 
attending 

Gungaderra Homestead Northside Community Services 10 

Using Community Transport 12 June ACT Government (Environment & Sustainable 
Development Directorate, Transport Planning 
Unit), 
Keirs Buses, Woden Community Services, 
Belconnen Community Services, NRMA ACT 
Branch Safety Trust 

6 

Getting around with a mobility/health 
impairment 12 June 

NRMA (ACT Branch Safety Trust), ACT 
Government (Environment & Sustainable 
Development), Woden Community Services 

5 

Getting around by taxi 13 June ACT Government (Territory & Municipal Services, 
Environment & Sustainable Development, 
Community Services, Justice & Community Safety, 
and Health Directorates), Canberra Link Taxis 

3 

Getting around by car 14 June NRMA (ACT Branch Safety Trust), ACT 
Government (Territory & Municipal Services), ACT 
Council of Social Service (ACTCOSS) 

8 

Using Buses 17 June 1
st

 session ACT Government (Territory & Municipal Services, 
Accessibility review, Environment & Sustainable 
Development 

5 

Using Buses 17 June 2
nd

 session ACT Government (Environment & Sustainable 
Development, Territory and Municipal Services, 
Transport Planning), Communities@Work 

9 
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In each session, participants were encouraged to look beyond the particular sector that the meeting focused 

on (eg community transport, buses) and to raise concerns and solutions relevant to them as users of the ACT 

transport system as a whole.  Organisational participants and consumers both took a very positive approach 

to discussing ideas that might have potential to improve the system.   

The summary below identifies the key issues raised in each session in relation to the transport sectors, but 

also those issues which apply to the transport system overall. 

Community Transport  

 

Key issues raised 

 Lack of awareness of, information about and promotion of community transport (CT) to older 

people. 

 The importance of prioritising social isolation as well as access to medical facilities through 

community transport. 

 The variability of community transport services depending on where you live in Canberra. 

 The need to get information about transport options (and community transport in particular) out to 

isolated people, particularly those who don’t speak good English and/or don’t use the internet. 

Suggestions for improvement 

 Provide better information/promotion of CT options to older people.  For instance: 

o Use medical practitioners as a channel of communication, especially when people get to the 

point where they may have to give up their licence, or in health crises.   

o Promote the availability of community transport (depending on eligibility) to retirement 

village residents. 

o Ensure information gets out in easy-to-understand form to multicultural services.   

o Ensure people understand difference between HACC funded and community bus services.   

o Ensure that there is a simple and effective feedback mechanism for people who may have 

complaints about CT services. 

 Look at the potential for partnerships & collaboration, for instance: 

o between CT and clubs, motoring companies etc on a fee for service basis. 

o between taxi industry and CT, using taxis as a backup or to extend hours eg to evening 

(noting the need to train drivers to fulfil responsibilities in relation to vulnerable clients).   

 Look at implementing a coordinated booking system for all CT providers, to free up resources.  

Address the barrier of ACT government reporting requirements in this regard, which prevents CT 

providers from sharing transport resources. 

Mobility and health issues 

 

Key Issues 

 Need for expectation management: some people don’t understand that CT can’t provide the 

flexibility of a taxi/private car. 
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 Limited hours of CT – for instance, you may not be able to use it for early pickups, after overnight 

hospital stays, or at night. 

Suggestions for improvement 

 Promote awareness of service parameters for CT services, telling people what they can and can’t 

expect (rights and responsibilities?).    

 Look at the potential for some cost recovery to free up resources for more vulnerable and enable 

increased services (or ‘premium’ services).  

 Reconsider the priority placed on medical trips.  Social trips are also very important. Perhaps medical 

trips should be funded from a different source, as they are in NSW.  Could the Woden CT model 

(which offers social trips) be extended to other services? 

 Increase the number of volunteer CT drivers.  For instance: 

o COTA and other organisations could assist CT to recruit more volunteer drivers so can offer 

more trips.   

o Partnerships with employment and commercial organisations could encourage employees to 

do some voluntary work with CT (eg some banks give their employees specified time off for 

voluntary work).   

o Maybe a website could facilitate a lift-sharing network, similar to the car sharing schemes in 

operation in some cities. 

 Encourage consumers and providers (CT, ACTION, taxi industry) to look at addressing transport 

needs from a whole-of-system perspective.  For instance: 

o Can ACTION step in where CT isn’t available?   

o Can people get CT to an interchange instead of to the destination, freeing up time?   

o Can people use park and ride instead of CT?  

o Could there be a shuttle bus around large shopping centres?  

o How about scooters or electric bikes for hire and return? 

 

Using Taxis 

 

Key Issues 

 Reliability: taxi drivers can’t be relied on to turn up, older people get anxious. 

 Behaviour: taxi drivers are sometimes abusive, don’t know where they’re going. People can be 

scared of complaining when the taxi driver knows where they live. Cultural, language difficulties 

compound this. 

 Taxi vouchers: not publicised enough, people don’t know the eligibility criteria etc. 

 Expense: taxis are an expensive way to get around and sometimes drivers overcharge older 

passengers. 

 Drivers unwilling to pick people up for short trips, people with walkers. 

 Booking system: it is very hard to use the automated voice technology. 

Suggestions for improvement 

 Improve and promote driver reliability and safety, for instance: 
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o Taxi companies can offer notification if taxi is on its way, but there may be a need to 

publicise this 

o Investigate system of identifying ‘safe’ reliable drivers, similar to the Pink Cabs, Women Only 

Drivers models operating in New Zealand and elsewhere.   

o Improve complaints system so that anonymity is ensured but complainant knows outcome 

of complaint.  Facial recognition technology will be helpful. 

 Booking system: one operator offers a human call centre option, and this could be publicised to 

older people. 

 Provide refresher training for drivers and incentivise them to do it.  COTA could possibly assist taxi 

industry with volunteer trainers and/or training package development. 

 Better promote availability, eligibility criteria for taxi vouchers. 

 Taxi companies could offer pensioner discounts, perhaps supported by ACT government/commercial 

venues.   

 Taxi industry could look at opportunities for collaboration with CT providers on potential to 

cooperate on demand responsive transport/CT backup.  Look at Brisbane Yellow Cabs model. 

 Drivers could be incentivised (or made aware of the commercial benefits of, as noted by taxi 

industry) to take passengers for short trips (given that there is currently decreasing demand for taxis 

in the ACT). 

Using Cars 

 

Key Issues 

 Need for information, transition training for people before they lose their licence/retire from driving, 

to inform about options available and how to use them (CT, buses, walking, cycling, etc). 

 Parking: lack of disability spaces, narrowness of spaces, abuse of spaces.  Problem especially at 

hospitals. 

 Importance of being involved in community, linked in to services. 

 Getting back to driving after a break, confusion over conditions under which you lose/have to give 

up licence. 

Suggestions for improvement 

 Develop a transition training strategy.  For instance:  

o put information package together (eg a revised Retiring from Driving booklet) and 

promote/disseminate widely, especially to medical practitioners and older people renewing 

licences, etc (look at working on this with groups such as Alzheimers ACT).   

o Look at the potential for park and ride to help older people who prefer to drive locally and 

avoid parking costs (and have map of park and ride locations widely available).  This would 

need to be tailored to non-commuters in terms of fees, etc. 

o Promote the Walk Score website for people thinking of moving/downsizing.   

o Use both internet and non-internet communication strategies to communicate post-driving 

options.  

o Look at the potential of NRMA’s ‘Living Well Navigator’ to assist with promotion of post-

driving options. 
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o Provide and disseminate information about how to return to driving (after illness etc) or 

after losing licence for temporary medical condition.  Investigate options for senior driver 

refresher training. 

 Increase the availability of disability and seniors parking.  For instance: 

o Raise with disability groups whether disability spots should continue to be free for ALL users 

with a permit, given the incentive this provides for people to abuse them.  Some users (eg 

some older people) may be prepared to pay in return for an increase in the availability of 

spaces. 

o Consider marking disability spaces with strong marking (eg block painting, lights) to make it 

more obvious when abuse occurs/deter people parking in disability spaces by accident.   

o Improve the options for disabled/frail people in relation to hospital parking.  For instance, 

look at the potential to offer ‘hire-a-scooter’ system, or consider a hospital shuttle bus (for 

taking people from parking areas to the hospital). 

o Consider offering more ‘seniors parking’ (as opposed to disability parking) – bearing in mind 

that not all seniors have mobility constraints. 

o Look at imposing more severe fines/demerits on disability parking violators.   

o Consider public education campaign to discourage public from abusing disability parking 

(link with NRMA promotion of ‘courtesy’ in motoring). 

 Look at ways to increase the social inclusion of seniors in their local communities, so that they have 

neighbours or social connections who may be willing to help.   
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Buses 

 

Key Issues 

 Weekend frequency 

 Evening scheduling – can get places but not home 

 Constant timetabling/route changes 

 Buses to Jolimont Centre (buses to Sydney etc), train station, airport, hospitals, major venues. 

 Information for people about how to catch buses, get accessible buses, refill MyWay cards, etc. 

including info for non-computer literate and CALD people. 

 Difficulty getting on and off buses 

 Dangerous/poorly equipped bus stops/shelters. 

 Availability of bus information at stops 

 

Suggestions for improvement 

 Older people should be incentivised/encouraged to live where the transport options are, eg on 

major bus routes/near hubs.  City planning/development services should consider older people’s 

housing and transport needs in tandem. 

 ACTION could consider the potential to form linkages with other services out of bus hours, eg CT or 

taxis to enable older people to go out (and get home) at night and to get out at weekends. For 

instance, community transport could consider providing services to an interchange rather than to a 

final destination for local clients who can travel by bus. 

 ACTION could look at how better information can be provided to seniors in hard copy and on 

internet about how to catch buses, accessibility, concessions, MyWay, etc.  For instance: 

o COTA and/or other organisations could partner with ACTION to develop, promote or 

disseminate information about using buses, including to retirement villages.   

o Information could be provided through GPs and medical facilities. 

o Information should be accessible to CALD and to people who are not IT literate. 

o Information booths at interchanges (including Woden which is particularly non-user-friendly) 

could be re-vamped to be more friendly and accessible, and could broaden the role of staff 

to include promotion of travel information relevant to seniors (‘Did you know that.’ Or ‘I see 

that you have a walker, have you thought about calling community transport..’) 

o ACTION could look at providing more timetabling information at bus stops, especially in 

relation to the direction of travel.  Information could also be put up prominently at shopping 

centres. 

 

 ACTION, in partnership with other organisations, could consider offering transition training for 

people in how to use public transport.  This would require volunteers (which could be provided 

by/through COTA or other advocacy organisations). 

 ACTION could re-examine routes and scheduling to interstate transport hubs eg railway, Jolimont, 

airport, so that people can take ‘the bus to the plane’, etc. 

 ACTION could re-visit scheduling to hospitals – is improvement possible? 
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 ACTION could look at potential to work with major venues (eg Canberra Theatre, National Gallery, 

stadium, EPIC) to offer and promote transport options for seniors/disabled. For instance, 

o Major venues like the National Gallery could advertise on their site how to get there by bus 

o Sports and entertainment venues could offer transport/show packages or discounted taxi 

fares in partnership with transport providers. 

 ACTION could consider whether it is possible for bus drivers to assist passengers with light 

equipment/shopping (eg walkers).  If not, could investigate potential for a ‘discounted regular 

passenger’ system similar to what airlines use – you get a discount if you’re prepared to sit up the 

front of the bus and help people on and off. 

 ACTION, in partnership with other organisations, could more widely promote and disseminate 

information about how to tell ACTION about unsafe bus stops or make complaints.  Ensure that 

feedback is acknowledged and acted on, with complainant (if they leave a means of contact) 

informed of outcome. 

 ACTION/ACT Government could review the facilities at bus stops.  For instance: 

o Look at providing bins at major stops, to cut down on rubbish left on seats etc. 

o Ensure that consumer feedback is regularly sought and acted on in relation to the design of 

bus stops to keep out weather and maximise visibility. 

 ACTION could partner with other organisations to provide refresher/senior (and disability) 

awareness training to ACTION drivers about how to be more considerate of seniors, eg slow 

stops/starts, waiting for person to sit down, putting the ramp down, radioing when connection is 

missed (due to bus lateness), pulling in close to kerb if they are able, slowing down to enable elderly 

waiting passengers to read the bus number/ask. 

 ACTION could ensure that buzzers on buses are located within reach of sitting passengers, and look 

at the provision of straps/rails to hold on to when standing/getting up. 

 ACTION could consider whether different numbering at weekends is absolutely necessary. 

 ACTION could develop a strategy for providing backup services when bus doesn’t come (for instance, 

when passengers, including elderly, are left stranded, who can they ring). 

 ACTION could better promote its feedback/complaint system so that people know where to direct 

complaints.  For instance, ACTION could ensure that every complaint is dealt with by an actual 

person contacting the complainant, where possible, and that complaints and resultant 

actions/outcomes are recorded. 
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Where to from here? 

 

Both the survey and the focus groups indicate that there is a need to improve services to older people in 

general but particularly to those with mobility impairments or health conditions, those who are socially 

isolated, and those who can’t drive. 

It is fairly clear that older people face progressively increasing barriers to getting around, often (but not 

always) associated with increasing age.  A typical pattern is for a person to drive (and walk and cycle) for as 

long as they are able, then use buses (for as long as they can), then rely on other transport options such as 

community transport services (if they’re aware of them) or ask family members and/or friends for lifts.  A 

number of people responded in focus groups to the questions ‘when do you use buses’ with ‘when I have to’ 

and ‘when do you use community transport’ with ‘when I am driven to it’. 

There were many concerns raised in both survey and focus groups, but perhaps the major themes which 

emerged were: 

 The need for more information about/awareness of services 

 The need for more collaboration and coordination between services 

 The need to address social isolation through better transport provision 

Not many survey respondents used community transport, despite the fact that many respondents were in 

older age groups and/or had mobility limitations.  Focus groups suggested that part of the reason for this is 

that older people who may be eligible simply don’t know about it.  In addition, people who may not have 

used buses for most of their working lives identified a need for senior-targeted information and training in 

how to use the bus system.  Timetable information at bus stops was an issue, while constant changes in 

scheduling caused confusion and missed buses. 

Most of the providers attending were very positive about the potential for more linkages and collaboration 

between transport sectors for the benefit of the older (and disabled) consumer.  For instance, community 

transport providers are restricted by resources and other factors in the trips they can provide, while ACTION 

buses may have some capacity to offer ‘demand-flexible’ trips in some areas.  ACTION buses may not be able 

to offer the frequency in off-peak, evening and weekends that older consumers would like – but in some 

cases community transport can take up this slack.  The taxi industry is also keen to improve services (and 

increase usage) by older transport consumers, and there was some discussion of how the industry could 

possibly collaborate with the bus and community transport systems to fill gaps in service provision.   

It also appears that there is a tension between health and social priorities in community transport provision, 

and that both are very important to older people.  In fact, when social isolation increases, health outcomes 

deteriorate.  It was very commonly raised in focus groups that older people may find it increasingly hard to 

leave their homes: as one person said “When I can’t drive any more and am too disabled to get buses, I 

expect to become a prisoner in my own home….I’ll probably end up like one of those people who die alone 

in their houses and are found months later’.   

Transport is a key enabler of social inclusion.  Lack of transport inhibits people from visiting friends, 

undertaking healthy lifestyle activities like gym programs or heart-health sessions, going to the cinema, the 



25 
 

theatre or the football.  It can also prevent people from easily visiting the doctor, getting to hospital, or 

accessing social and community services.  If you can’t get there, you don’t go.   

As people get older, transport becomes a progressively important concern.  Throughout most of their lives, 

most people drive.  When they can’t drive any longer, they may use the bus system.  If they can’t use the bus 

system due to frailty or disability, they rely on friends, relatives or community transport.  Finally, if all of 

these options become too difficult or unavailable, they may become socially isolated.   

COTA’s research reinforces the fact that lack of access to/ability to use transport impacts significantly on 

older people, particularly those who don’t drive, have mobility or health conditions, or are ‘older old’.  

However, the survey and the focus groups have also produced a range of suggestions for improvement 

which can be followed up by COTA, the ACT Government and provider organisations over the next year and 

beyond. 
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Attachment A: the survey form 

 

 

 

 

COTA ACT SURVEY 

 

TRANSPORT SOLUTIONS  

FOR  

OLDER CANBERRANS 
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COTA ACT would like to ask a few questions about your experiences using transport in the ACT.  Your 

feedback is greatly appreciated, and will be used to help us lobby for improved transport options. 

1. How do you usually travel within Canberra? (please tick as many boxes as apply)  

 I walk 

 I drive myself or a relative/friend/spouse drives me 

 I use ACTION buses 

 I use taxis/wheelchair-accessible taxis (please circle which one) 

 I cycle 

 I use community transport eg the Regional Community Bus services or HACC transport 

 I use the retirement village/aged care facility bus 

 Other (please explain):   __________________________________________________________ 

 

2. How difficult is it for you to organise transport to:  (please circle the option that applies) 

 Get to medical appointments/health facilities/hospitals……………Very hard/quite hard/quite 

easy/very easy 

 Visit friends or relatives………………………………………………………………Very hard/quite hard/quite 

easy/very easy 

 Attend social/lifestyle activities such as education classes,  

gym sessions, organised social groups, clubs………………………………Very hard/quite hard/quite 

easy/very easy 

 Access entertainment such as films, theatre, music, sport etc…….Very hard/quite hard/quite 

easy/very easy 

 Go shopping…………………………………………………………………………………Very hard/quite hard/quite 

easy/very easy 

 

3. If you answered ‘very hard’ or ‘quite hard’ to any options in Q2, why is that? (tick as many boxes as 

apply) 

 I need wheelchair-accessible transport but find it difficult to obtain 

 Not enough parking 

 Parking too far from venue/facility 

 Parking too expensive 

 ACTION bus service too infrequent 

 It’s difficult to get an ACTION bus in the evenings or at weekends. 

 I can’t walk to the bus stop 

 I can’t board the bus 

 ACTION bus network doesn’t go to where I need to go 

 It takes too much time to get to my destination using ACTION buses 

 I feel unsafe in interchanges 

 Community bus/transport has to be booked too far ahead 

 Community bus/transport hours of operation are too limited 
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 I can’t get a booking for community bus/transport – they’re too busy 

 I’m not eligible for community bus/transport 

 I can’t book a taxi when I need one 

 I have to book the taxi too far ahead 

 I can’t afford the taxi fares 

 I don’t like catching taxis because of driver attitude/behaviour 

Other (please explain): 

__________________________________________________________________ 

__________________________________________________________________________________

___ 

 

4. Do you have a disability or health condition which makes it difficult for you to use  

ACTION buses?                             Yes/No 

 

5. If yes, does your health condition: (tick as many boxes as apply) 

 make it hard for you to walk to bus stops/around interchanges 

 make it hard to physically get on to buses  

 mean that you can only catch buses which are accessible for wheelchairs/walking frames 

 make it hard to work out timetables or find your way around interchanges  

Other: ____________________________________________________________________________ 

6. Of the following options, which THREE would make the most difference to your ability to get around in 

Canberra? (if the answer is ‘none’ please feel free to leave a comment or skip the question): 

 If an ACTION bus was able to drop you closer to home, during off-peak hours. 

 If a shuttle was available to take you from your home to an interchange 

 If a disability-equipped ACTION bus serviced your area 

 If you could book flexible transport (eg community buses) on the same day as travel. 

 If you could check (eg via a smartphone) where your bus is at a particular time/when the next 

one is due 

 If a multi-passenger taxi were available to book for a discounted fare 

 If information about transport options, and in particular the ACTION bus system was easier to 

access and understand (eg better timetable & route information at stops and interchanges) 

 Other suggestions/comments: 

____________________________________________________________ 

    

_____________________________________________________________________________________

_____ 

7. Have you used the ACTION Transit trip planner at http://www.action.act.gov.au/?  Yes/No 

8. If you answered YES, was it useful?        Yes/No 
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9. How much would you be prepared/able to pay (per trip) for same-day transport available on request 

from your home (or near it) to your destination, if you were not able to drive? 

 Less than $2 per trip 

 $3-$5 per trip 

 $6-10 per trip 

 Over $10 per trip 

 
10. Could you please circle your age-group:   50-59 60-69    70-79          80 or over  
 
11. Are you (please circle): male/female 

 
12. Are you (please circle): in paid employment   /   pensioner   /    part-pensioner   /   self-funded retiree /  

other 

 

13. What is your postcode: ________________________ 

 

Thank you for completing this survey.  If you’d like to participate in a focus group with COTA ACT to discuss 

your experiences of transport for seniors in Canberra in more detail, please provide your contact details 

below. 

Name: 

_______________________________________________________________________________________ 

Phone number: 

________________________________________________________________________________ 

Email address (optional): 

_________________________________________________________________________ 

 

Thank you for completing this survey.  We will let you know the results as 

soon as they are available, through the COTA ACT newsletter.  The survey 

will close on 19 April 2013 (but your views are welcome at any time). 

You can return this survey to COTA ACT by either: 

 

Returning it to: 

COTA ACT 

Hughes Community Centre 
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Wisdom Street   ACT   2605 

 

Posting it to 

COTA ACT 

PO Box 5566 

Hughes   ACT   2605 

 

Faxing it to: 

COTA ACT at 6285 3422 

 

Emailing it to: 

policy@cotaact.org.au 

 

OR you can fill the survey in on the internet at 

https://www.surveymonkey.com/s/FCGTXTN   

(you will also find this link on the home page of COTA ACT at 

www.cotaact.org.au ) 

 

 

 

mailto:policy@cotaact.org.au
https://www.surveymonkey.com/s/FCGTXTN
http://www.cotaact.org.au/
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Attachment B: Sector Summaries 

 

(note, these summaries were prepared slightly earlier than the final report, so the figures used may differ 

slightly due to a number of late survey responses included in the report. However this does not make a 

difference to overall trends described) 

Community Transport 
 

The following is a summary of the results of COTA ACT’s survey Transport Solutions for Older 

Canberrans, specifically as they relate to respondents who use community transport to travel in 

Canberra. 

 

How many respondents travel by community transport? 

 

Of the 437 respondents to the survey, 8% (33 people) said that they usually use community transport to get 

around in Canberra.  Some of the comments of non-users reflect that more people might use community 

transport if it were more available, convenient, or if they were aware of the options (recognising however 

that clients need to be eligible for HACC services to use it) – as illustrated by this comment: 

‘I am not sure if I am eligible (for community transport) and did not proceed further because had to 

book so far ahead.’ 

 ‘Whilst I can still drive transport is no problem. When I can no longer drive I will have major 

problems. There is no bus service in my area, nearest bus stop too far (1.5 kms) for 86yr old with 

heart disability to walk. Community transport only for specialist appointments or hospital.’ 

Who uses community transport? 

 

Unsurprisingly, users of community transport tend to be older than the average respondent (see the chart 

below).  87% of respondents in this group were female (compared to 64% of respondents overall), and 69% 

were pensioners (compared to 26% overall). 
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68% of this group have a mobility or health condition which makes it hard for them to catch buses (and 71% 

said the problem related to getting onto the bus). 

Over half (54%) of respondents who use community transport also use taxis.  So it looks as if people who 

have difficulty with other transport (driving and buses) tend to fill the gap with community transport and 

taxis, when they can.  Nevertheless 57% of CT users also use buses, and 42% drive or are driven. 

What problems do users of community transport have? 

 

The chart below shows that over three quarters of community transport (CT) users find it hard or very hard 

to get to entertainment activities such as cinemas, theatre and sporting events (probably because these are 

often held at night, when CT doesn’t operate).  More surprisingly, 58% found it hard or very hard to get to 

medical appointments and facilities (which are often prioritised by CT providers). 
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Why is it difficult? 

 

The survey asked respondents to give reasons why they found it hard or very hard to travel (choosing from a 

list of options, or adding their own comment).  In relation to community transport, this is what respondents 

(who use CT) said: 

 72% of users felt that CT had to be booked too far ahead. 

 44% felt the hours were too limited.  Comments on this varied according to the respondent’s 

location, as some services are able to offer less restricted hours of service than others. 

 32% said they couldn’t get a booking because the service was too busy. 

 46% of CT users said they would find it easier if they could book flexible transport (eg community 

transport) on the day they needed it.   

Some of the problems are illustrated by the following quotes: 

“I have to use Northside Community Transport (because of residential location).  Gungahlin’s 

Transport hours are from 7am to 7pm but I am unable to use them as I am not in the area. Belconnen 

also has more efficient service hours.” 

‘A friend drives me occasionally otherwise I am housebound.  I can't use the buses.  I can't afford 

subsidised taxis.  Community transport access is like planning a world tour (you cannot access it 

when it is convenient).’ 
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‘In catching local community charity bus for an organised community activity, I have been advised 

because I preferred to walk home, rather than wait an hour for the transport….. that I am considered 

too high a risk and in future will need a carer with me.  This approach would defeat the purposes of 

going to the activity.  Community transport should be about enabling people to get to place to 

connect and network, and NOT consider them a risk to themselves.’  

And on the other hand, some users were very appreciative of the service: 

‘(I use) Woden Community Transport. PS the drivers (staff & volunteers) from WCT are courteous & 

so helpful - a delight!’ 

 

What might help? 

 

Respondents were asked about how travel might be made easier (choosing from a list of options, or 

nominating their own suggestion).  This is what community transport users said: 

 

This suggests that many people who used community transport might use ACTION buses more (or instead), if 

they stopped closer to home, were disability accessible, or they could get to an interchange. 
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Asked how much they would be prepared/able to pay for flexible on demand transport that could be booked 

on the same day, 52% said $3-5, and 22% said $6-10.  Does that mean there might be scope for some ‘user-

pay’ element on community transport, to enable better services? 

 

Conclusion 

 

From the comments on community transport, it seems that people’s experience of using (or trying to use) it 

depends very much on the community services they go through.  Some services are able to offer much 

better transport options than others and users do not understand the (probably complex) reasons for this.  

Not everyone knows that the service is available. 

The problems reported by users in this survey (time taken to book appointments, restricted hours) are 

probably related to lack of provider resources, and greater use of services by older people will only put more 

pressure on these resources.   On the other hand, there does seem to be a significant potential unmet need 

among people who find it hard to use buses and expensive to use taxis, suggesting that there might be a 

market for an ‘in-between’ service offering home-destination transport for a small fee. 

Questions for discussion 

 

 Why do you use (or not use) community transport instead of other kinds of transport?   

 WHEN do you choose to use community transport?  What for? (eg for medical-related trips but not 

for other trips?) 

 What is the main problem you experience using community transport? 

 What stops you using community transport more frequently? 

 Is there anything about the community transport services that you use, that you particularly 

appreciate? 

 If you could change one thing about community transport to make it easier/more convenient for 

you, what would it be? 

 Do you use other forms of transport as well as community transport?  Could you combine those to 

get to where you want to go? (for instance, could you get CT to the hospital and a taxi home?)   
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 Could other services (existing, potential) fill the gap that community transport can’t service?  

Cheaper taxis?  Pay-to-ride door to door buses?  More volunteer drivers? Suburban shuttles? 

 What are the limitations that community transport providers operate under?  What can’t be 

changed?  Why not?   

 What should be changed?  What would it take? 
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Getting around with a mobility or health impairment 
 

The following is a summary of the results of COTA ACT’s survey Transport Solutions for Older 

Canberrans, specifically as they relate to respondents with a mobility or health impairment 

affecting their use of buses. 

How many respondents have mobility or health issues? 
 

Our survey didn’t ask about health conditions in general.  However, nearly a quarter (23%) of our sample 

said that they have mobility issues or a health condition which makes it difficult to use ACTION buses.   

What kind of health condition do they have? 

 

Around 64% of respondents said that their health condition makes it hard to get to bus stops and around 

interchanges. Around 62% said that it is physically hard to get on buses (see chart below). 

 

 

 

 

Who experiences mobility and health problems relating to transport? 
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Nearly two fifths (38%) of respondents with a mobility/health condition are 80 years or older (compared 

with 25% of respondents overall).  Nearly three quarters (73%) are female (64% overall), and 45% are 

pensioners. 

The survey shows that most people (73%) with health conditions, similarly to most respondents overall, 

drive or are driven.  A much lower proportion - only 40% - than of respondents overall use buses.  People 

with health conditions also use taxis (30%), walk (25%), use community transport (22%) or their retirement 

village bus (9%). 

 

What problems do users of community transport have? 

 

The chart below shows that 52% of respondents with health conditions found it hard or very hard to get to 

medical appointments – which should be a concern.  Two thirds found it hard to access entertainment, while 

59% said it was hard to get to social/lifestyle activities – both fundamental aspects of social inclusion. 

 

 

Why is it difficult? 
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The main reason cited by respondents with health conditions has nothing to do with their health – buses just 

take too long to get to where you are going.  But the second and third most common reasons cited (parking 

too far from venue, can’t walk to the bus stop) do have a lot to do with mobility issues.   

If people can’t catch the bus or park close to their venue, they might instead get a taxi or community 

transport.  But a third of this group say they can’t afford taxi fares, and 29% say community transport hours 

of operation are too limited. 

 

 

The following comments make it clear how difficult it can be to organise transport if you are elderly and 

unwell (or not very mobile).  It also illustrates how people use a range of transport modes depending on 

needs, availability and convenience. 

‘I (attend social/lifestyle activities) thanks to kind friends.  I NEVER go out at night. I can't board (the) 

bus as I need the walker-friendly green buses….I noticed that, mid to late afternoons, the green buses 

tend to be replaced by old orange rattlers. I asked an official at Woden Interchange about this. He 

said they tend to send the good green buses home about mid afternoon for a wash and a rest, and 

only send out the orange ones to replace them.( He said 'to let the school kids wear out the old 

buses') This means I need to plan to leave for home BEFORE about 3 pm. This is often inconvenient. I 

need more time eg for medical appointments. Taxis are very busy then too.' 

‘I have balance problems (leg operation) and need to be driven for most activities.’ 

‘I need help in getting on/off bus or in/out car. Can't carry heavy shopping, only do small amount of 

grocery shopping at a time. Otherwise my daughters take me.’ 

‘(I visit friends/relatives and attend social/lifestyle activities) by taxi. I am taken (shopping) by Baptist 

community service.  I can't board (the) bus because I need to use walking frame'. I don't know how to 
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contact community bus. I might be eligible, but I don't know how to find out. I need to book at least a 

week ahead to arrange transport to medical appointments with Baptist Community Service and 

sometimes need more immediate help, so I have to take a taxi. I have not had any trouble with taxis 

from my home or from a surgery, but it is difficult from some other addresses, eg the back entrance 

to Old Parliament House! There is no problem if I walk to the front entrance.’ 

‘The range of the mobility scooter is limited. Beyond that I must drive but then face the difficulty of 

parking within my limited walking distance (100 metre) of the destination’ 

‘I am a paraplegic, and even though I can drive myself around Canberra the lack of disability parking , 

distance from venues, etc remains a problem. on the occasions when i do catch a taxi to the airport, 

driver attitude is often negative, especially when i get an ordinary sedan car rather than a WAT.’ 

What might help? 

 

Respondents were asked to choose from a range of options or make their own suggestions, as to what might 

make it easier for them to travel.  As the chart below shows, just under a third of respondents with health 

conditions said that it would be helpful if an ACTION bus was able to drop them closer to home, or if a 

shuttle could take them from home to an interchange.   

 

Other suggestions included: 

 Being able to catch the more modern (accessible) ACTION buses (or at least knowing when those 

buses were scheduled on the route) 

 Drivers of buses being more careful of older passengers when starting off from and slowing down to 

stops 

 More reliable taxi services (‘Taxis would be a better alternative for ACTION buses if they were 

reliable. My experience is that the waiting times for a taxi can be up to an hour. I cannot stand on the 
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footpath for an hour. If the taxi booking service could tell me within five minutes when the taxi would 

arrive I could sit inside and wait.’) 

 Closer bus stops (‘I live on a steep hill and the bus route runs at the bottom of the hill - I can walk 

down to the bus but cannot walk up hill home afterwards because of severe arthritis.’) 

 More, and more affordable, community transport. 

 

Respondents were also asked how much they would pay for flexible, on-demand transport from home (or 

near home) to their destination.  About 50% of people with health conditions said they would pay between 

$3 and $5 per trip (which might suggest there is a potential market for some kind of ‘user pays’ service). 

 

 

Conclusion 

 

People with health conditions or mobility issues are perhaps the most disadvantaged of older transport 

users in Canberra.  They have a range of options available to them but most don’t meet this group’s needs 

very well, for varying reasons.  Buses are inconvenient, hard to get to and hard to get on and off.  Taxis are 

hard to book and often refuse short trips or disabled travellers.  Community transport is ideal but can be 

hard to access.  Parking (notoriously at Canberra Hospital) can be a long way from the venue.   

 

Questions for discussion 

 

 How do you manage to get around, at the moment? 
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 How does having a mobility impairment or health condition impact on being able to travel? 

 What areas of your life does this affect most? (social? Health?) 

 If you could change one thing about the transport system in Canberra, in any transport sector, to 

make it easier for you to travel, what would it be?   

 What do you think can be done to make it easier for people with health conditions to get around?  

What would it take? 
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Getting around by taxi 
 

The following is a summary of the results of COTA ACT’s survey Transport Solutions for Older 

Canberrans, specifically as they relate to respondents who use taxis to travel in Canberra. 

 

How many respondents travel by taxi? 

 

Of the 437 respondents to the survey, 15% (63 people) said that they usually use taxis to get around in 

Canberra, and only 2% (7 people) said they usually use wheelchair-accessible taxis (WATs).  But this 

percentage rises to 30% and 5% respectively of people with a mobility or health condition.   

Who travels by taxi? 

 

Most respondents who used taxis were 70 or over, as the chart below shows. 

 

Over half (52%) of the respondents who ‘usually’ use taxis have a mobility impairment or health condition 

which makes it hard for them to use ACTION buses.  In 59% of cases, the impairment has to do with not 

being able to physically get on the bus.   

Looking at the income source of this group, 37% are pensioners (about 10% more than the respondent 

average overall), while 34% are self-funded retirees.  About 22% are part-pensioners, relying on the pension 

plus some of their own funds. 

Around three quarters of the people who ‘usually’ use taxis also use buses, while 58% drive and a little over 

a quarter use community transport.  Only 13 respondents ONLY use taxis.   

What problems do taxi users have? 
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Many respondents who use taxis still find it hard to get around (which supports the common view of taxis as 

an occasional but expensive option).  Many (a third) find it very hard to get to medical appointments, which 

is surprising considering that this would be an obvious use for taxis. 

 

Why is it difficult? 

 

Respondents were asked to give reasons for finding it hard or very hard to get to their destinations (either 

choosing from a list or suggesting their own reasons). 

Of taxi users, a third said that they couldn’t afford the taxi fares (31% of non-users said the same thing).   

29% of this group (compared to 17% of respondents overall) dislike catching taxis because of the behaviour 

or attitude of taxi drivers.  77% of these respondents are female (compared to 64% of respondents overall).  

Older women are often more concerned about their personal safety than older men.  12% of the group said 

that they couldn’t book a taxi when they needed one.   

Comments throw more light on older people’s issues with taxis: 

 “Some drivers still smoke - I'm asthmatic….Plus they speak in their language attached to their mobile 

phone so it is hard to converse or convey ,and they are rude.  Some make you feel threatened or 

unsafe . One has refused to take a taxi voucher.” 

“They …won't pick up other than at the taxi rank even if you book.” 

“I use taxis occasionally but they don't like to take you short distances -  which is what I need for 

evening performances. I live close to the city and COULD walk or bus, but I don't feel safe doing that 

at night.” 
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What might help? 

 

The survey asked people to select three out of a list of options to improve transport (they could also choose 

none, or make their own suggestions). 

42% of taxi-users (compared to 26% of non-users) said they liked the idea (suggested in the survey) of a 

discounted group taxi.   

Below is a chart showing how much this group said they would be prepared to pay for same-day flexible on-

demand transport from their homes (or nearby) to destination.  More than half would not be prepared or 

able to pay very much.  It can be assumed that unless taxi fares come down to this level, most older people 

wouldn’t use taxis as a regular form of transport, but the survey results do imply that more people would 

use taxis, more often, if they were somewhat cheaper, (perceived as) safer, and more reliable. 

 

 

Conclusion 

 

The survey indicates that many older people have concerns with taxis, which centre around expense, driver 

attitude, and reliability.  On the other hand, taxis are a mode of transport which could meet the needs of 

older Canberrans very well, at least some of the time.  They are (or could be) cheaper, disability-friendly, 

‘flexible on-demand’, and convenient.   In Brisbane, for instance, some taxis are integrated into community 

transport schemes, presumably to the benefit of both the older or disabled taxi user and the taxi service 

providers.   
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Questions for discussion 

 

 Why and when do you choose to use taxis (rather than another form of transport)? 

 What is the main problem you experience using taxis?  If you don’t use taxis, what stops you? 

 Do you ever combine taxis with other transport options like buses or community transport? 

 How ‘disability-friendly’ are taxis?  How ‘age-friendly’ are they? 

 If you could change one thing about taxis to make it easier/more convenient for you to use them, 

what would it be? 

 What are the limitations of using taxis?  What can’t be changed?  Why not?   

 What should be changed?  What would it take? 
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Cars and driving 
 

The following is a summary of the results of COTA ACT’s survey Transport Solutions for Older 

Canberrans, specifically as they relate to respondents who use cars to travel in Canberra. 

 

How many respondents travel by car? 

 

78% of respondents to the survey (336 people) said they travelled (among other transport modes) by car, 

either driving or as a passenger.  52% also use buses, 11% taxis, 4% community transport, and 50% walk to 

their destination.  However, nearly half (151) of respondents with access to a car did not use buses or 

community transport. 

The vast majority of people who drive or are driven don’t experience problems getting around Canberra, but 

many are worried about what will happen when they can’t drive any longer – as the following comments 

illustrate: 

‘I am 80 and my husband is 88 - we both have driver's licences.  If either of us does not qualify for a 

driver's licence in the near future it will be extremely difficult for us to travel anywhere in Canberra.’ 

‘As long as I can drive it is quite easy.  Everything is dependent on my car.’ 

Who travels by car? 

 

Most car users are between 60 and 80.  Very few respondents over 80 cited ‘driving or being driven’ as a 

usual mode of transport.   

 

Almost one quarter (23%) of people travelling by car have a health condition which makes it hard to travel by 

bus.  (That said, if buses were more accessible, some of those people might be able to do so).  Three 
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quarters of this group had problems getting to bus stops or around interchanges, while 62% had trouble 

boarding buses. 

What problems do car users have? 

 

The chart below shows that most respondents who have access to a car find it relatively easy to get around 

in Canberra.  At least, this group have fewer problems getting about than those who rely on other transport 

modes. 

 

The most problematic aspect for these respondents is accessing entertainment: a possible reason may be 

difficulty driving at night, or getting lifts (at night, or to entertainment venues, which may not be perceived 

as particularly high priority). 

Why is it difficult? 

 

Over half of those respondents with access to a car who have difficulty getting around, are concerned about 

the availability of parking.  45% feel that parking is too far from the venue or facility, and 34% that it is too 

expensive.  However, as car users are also (usually) bus users, many of the top concerns overall (even among 

drivers/passengers) are around buses rather than cars.  This may suggest that many people who use cars 

might use buses (more, instead) if they were more convenient, particularly given the expense and scarcity of 

parking. 
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Clearly, parking is the main driving-related concern experienced by car users.  Part of this concern relates to 

finding parking near to the venue, as many older drivers have restricted mobility, as this comment shows: 

‘The range of the mobility scooter is limited.  Beyond that I must drive but then face the difficulty of 

parking within my limited walking distance (100 metre) of the destination.’ 

‘I am a paraplegic, and even though I can drive myself around Canbera the lack of disability parking , 

distance from venues, etc remains a problem.’ 

Comments by respondents who have access to a car indicate that many are driven by someone else (a 

spouse, family, friend) and therefore they can’t rely on this transport mode for all transport needs: 

‘Friends are not often available when you need their help’ 

‘I can only go out with my family. My medical condition and poor vision make it impossible to access 

any other transport.’ 

 

Many respondents use car transport (including taxis and even community transport) because they feel that 

other forms of transport (particularly buses) don’t meet their needs.  However they are willing to use 

transport other than driving, when they can.  The following comments illustrate this: 
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'I would use (community buses) if I knew how to arrange and if I could get into one with my walking 

frame’ 

‘Until recently I used Action buses most of the time, but I have become increasingly frustrated with 

the time it takes to travel across Canberra by bus, the longer wait between suburban services, and 

the changes to routes (eg Tuggeranong Express buses at weekends go through Erindale now which 

increases the length of journey and makes connections more difficult )’ 

‘I can use a wheelchair to get to the bus stop but what do I do then? I can transport the wheelie in my 

car!’ 

‘As a child-minding 'grannie' most buses at off peak times are not accessible/friendly for infants in 

strollers/prams. It takes over an hour to do a pre-school pickup by Action but with car it takes about 

20 minutes.’ 

A number of people complained that they would like to get a bus or taxi to (or from) the airport, but that this 

is inconvenient, for a range of reasons.  Some drivers also complained about cyclists on the roads (mainly, 

that they don’t appear to be bound by the same road rules). 

 

What might help? 

 

Clearly, changes to parking availability (particularly disabled parking) might help.  This was a fairly major 

issue raised in COTA ACT’s ‘postcard survey’ last year.  Parking outside hospitals and medical facilities is an 

issue regularly raised by COTA members.  Disabled parking is free, but unfortunately this creates an incentive 

for people to use it in preference to other parking, leading to high demand for disabled parking spots. 

Respondents were asked to nominate three options that would make it easier for them to travel in Canberra, 

choosing from a list or providing their own suggestions.  None of the options related to driving specifically.  

The chart below shows the preferences of car-users specifically, but reflects the fact that most drivers are 

also bus-users. 
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Other suggestions included: 

‘ACT Public Health-more disabled parking’ 

‘Special parking rates for Seniors Card holders would be a most welcome consideration.’ 

‘If there was more parking near shops and other places I need to go. Need multistorey carparks and 

stop withdrawing existing carparks.’ 

‘Better and safer off-road bike paths.’ 

‘More disabled parking’ 

‘Have a driving licence but find parking too difficult around shops’ 

‘Community free car parking to enable me to catch buses to Civic, Tuggeranong, etc, like in Mawson. 

There is little car parking at Coolemon, and when it is busy it can be far from the shops, and there is 

no community bus parking either.’ 

‘Park and ride for non-commuters’ 

 

Conclusion 
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Driving is an extremely convenient way of getting around Canberra, especially if you are less than mobile.  

Canberra is ‘made’ for the car (except in terms of parking).  Most respondents in our survey do either drive 

or get driven. Anecdotal information from COTA clients indicates that it is more difficult for older people to 

drive at night and out of their local area.  Long walks between parking and facilities (like shops or medical 

facilities) are a major concern. 

However, the survey shows that many older drivers worry about what will happen when they can’t drive.  

Respondents who have access to a car (sometimes only occasionally) are quite willing to use other forms of 

transport when they can, but are put off by issues such as inconvenient bus scheduling. 
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Questions for Discussion 
 

 When and why do you use a car?  

 When DON’T you use a car? What do you do instead? 

 Do you drive yourself or are you driven?   

 When do you see yourself needing (or wanting) to stop driving? 

 Is there anything that makes driving difficult for older people? Or is it mainly parking? 

 When you do stop driving, how are you going to get around? 

 What would motivate you to switch from driving to another form of transport, eg buses? 

 If you could change one thing to make your driving experience (or the experience of other older 

drivers) better, what would it be? 

 Would you be prepared or able to pay normal rates for disabled parking close to a venue? 

 What kinds of changes are possible? What changes are difficult to make? Why? 
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Using buses 
 

The following is a summary of the results of COTA ACT’s survey Transport Solutions for Older 

Canberrans, specifically as they relate to respondents who use buses. 

 

How many respondents travel by bus? 

 

Over half the respondents to the survey (60%) usually use buses to get around the ACT, but most also use 

other modes of transport.  For instance, 69% of these respondents also use cars – either as drivers or 

passengers.  70% walk, which indicates (perhaps) that this group is relatively mobile. 7% use community 

transport and 3% use a retirement village bus. 

 

Who uses buses? 

 

The majority of respondents who said they use buses are between 60 and 79.  Very few are under 60 – 

probably a reflection of the fact that people who can drive in Canberra, DO drive.   
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About 67% of bus users (respondents) are female and 33% male (compared to 64% and 36% for all 

respondents overall).  26% are pensioners (the same proportion as respondents overall), 26% part-

pensioners, and 44% self-funded retirees. 

Around 16% have a health condition that makes it hard to use the bus (although they do).  Half of this group 

(51%) have a condition that makes it hard to physically get on to the bus, while 46% have trouble walking to 

the bus stop or around interchanges (see the chart below). 

 

 

What problems do bus users have? 

 

It should be said that the research that COTA has done (both this survey and a previous survey on more 

general issues in 2012) shows that older Canberrans are often very appreciative of the service that ACTION 

offers, particularly the helpfulness (in general) of drivers and free travel for over-75s.   This comment is 

typical: 

‘I'm …fortunate that I live in an inner suburb and have access to actions great bus service for free for 

which I am MOST grateful. ‘ 

However, the chart below shows that for bus users (similar to respondents overall), it can be difficult to get 

around.  The most difficult places to get to are entertainment/sporting venues, and the second most difficult 

are social or lifestyle activities.  The easiest destination is the shops.   
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Why is it difficult? 

 

Over two thirds (65%) of bus users said that it took too long to get to their destination using buses, for 

instance: 

‘Until recently I used Action buses most of the time, but I have become increasingly frustrated with 

the time it takes to travel across Canberra by bus, the longer wait between suburban services, and 

the changes to routes (eg Tuggeranong Express buses at weekends go through Erindale now which 

increases the length of journey and makes connections more difficult )’ 

‘ACTION is appalling if not going to Hub. Example Spence…to National Museum..return  = 3hrs travel. 

Weekday example - (from Amaroo  to Gungahlin) is  2 hours 20 mins (by car 15 mins).  Improve 

reliability particularly the sin of leaving early. A huge issue for my wife is the rough riding (cart 

springs?) of ACTION buses and jerky driving. It is hard to take with a deteriorated spine!!’ 

63% said that it’s difficult to get a bus in the evenings or at weekends.  This may account for the difficulty bus 

users experience in getting to social and entertainment events. 

62% said that buses are too infrequent, and 45% that the bus doesn’t go where they need to go.    Many 

respondents also had suggestions for better scheduling to connect suburban routes with nearby shopping 

hubs. 
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What would help? 

 

Respondents were asked to choose up to three options from a list of suggestions by COTA ACT as to what 

might make travel easier.  They could also choose none, or offer their own suggestions.  

For bus users overall, more information about transport options (in particular ACTION timetabling, etc) was 

the most frequently chosen selection. 

 

There were 79 comments on this question, suggesting a high level of interest in improving the bus system.  

Many comments related to scheduling (for instance, suggesting a small change in scheduling to allow the 

respondent to get to the nearest major shops).  The following is a selection.  

‘Public holidays (there are many) and weekends, ACTION only operate on a Sunday 

timetable. This leaves many elderly people marooned if they do not have family or 

alternative transport. Another problem for the elderly is that there is no hardware outlet in 

the 3 main centres and only D Jones for furniture. It took me 3 hours to spend $3.49 on 

weather strip at Bunnings Fyshwick. Bunnings Belconnen and Magnet Mart are not on the 

bus routes’ 

‘Of 3 friends who live in north and the south we all have to get two buses to get to Manuka 

or Kingston. On the whole I find Canberra bus drivers pleasant & capable with just a few 
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exceptions. We are lucky. …. Some buses do not have easy access to the bus buttons to press 

for stops-one has to get up to reach in some front seats. Need more buses with no steps for 

mothers with prams, disabled and elderly. Bus drivers need to wait until disabled or elderly 

seated. Not sure why drivers cannot assist with wheelchairs or prams.’ 

‘More frequent local buses are needed- it is useless having buses running every 5-10 minutes 

between interchanges e.g. City and Woden, if you have to wait an hour for a local bus to take 

you (nearer) home e.g. from Woden to Kambah East.’ 

‘Have a diagnosis of a serious illness which will make life difficult in terms of transport. Buses 

directly to the hospitals would be very helpful.’ 

‘Concerned that buses not scheduled more frequently on Centenary Day in March and on 

special event days - means older people without cars can't get in to participate in important 

civic events. On special days (public holidays) buses run to weekend/pub hol timetables, ie 

hourly. This means older people can't participate - especially important in Centenary year.’ 

‘Community free car parking to enable me to catch buses to Civic, Tuggeranong, etc. …. 

There is little car parking at Cooleman, and when it is busy it can be far from the shops, and 

there is no community bus parking either. I have not been able to drive, and sometimes walk, 

and have been in a wheelchair - 4 times in last 10 years. This has made me realise how very 

car dependent I am, but buses and taxis were not a solution then, as I couldn't get to the bus 

stop, and taxi drivers will not help you get out of the house and into a cab. I am also not able 

to carry heavy items (arthritis and other wrist and ankle problems), so have to think carefully 

when shopping and what transport should be used at any particular time. ‘ 

‘I think now that when I am no longer able to drive I will try to move to a residence on an 

express bus route or close to an interchange. However, I know a number of people who 

moved to apartments near Tuggeranong Hyperdome so that they were also close to a bus 

interchange, and who are now dismayed to hear of plans to move that bus interchange. 

Being able to book flexible transport on day of travel sounds desirable when ordinary bus 

travel is no longer possible.’ 

‘The bus routes are not efficient. If buses ran more frequently & were more accessible I'm 

sure more people would use them. The lack of weekend services makes the public transport 

system a dangerous option - it's too easy to get stuck.’ 

For respondents with a health condition who travel on buses, nearly half liked the idea of being 

dropped off closer to home in off-peak hours (eg, between bus stops) in off-peak hours.  The chart 

below shows the responses of this group specifically. 
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Many respondents with health conditions made additional comments, for instance: 

 ‘If a disability equipped action bus serviced the area 3pm to late pm. If I could get an ACTION bus 

near my home evenings/daytime.’ 

They also suggested changes that might be helpful, such as being given time to sit down before the bus 

moves off, help to get wheelie-walkers on to the bus or carry shopping, having access to one of the newer 

buses (rather than the old ‘orange rattlers’, and positioning of the bus (and bus stops) so that there is 

minimal gap between the step and the curb, road-crossing facilities (lights, zebra crossings) are available, 

etc. 

62% of respondents with health conditions were over 70 (compared to 34% of respondents overall) and 56% 

(compared to 26% overall) were pensioners. 

Nearly three quarters (73%) of bus-using respondents haven’t used the Transit Trip Planner.  Those who 

have used it, 73% found it useful – suggesting that perhaps it could be better promoted (through ACTION 

and through organisations which provide services to older people, including  

COTA). 
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Conclusion 
 

As expected, older Canberrans experience a range of problems in accessing bus (and other) travel in 

Canberra, especially when they don’t drive.  It should be kept in mind that many people who said that they 

had access to a car in this survey, relied on friends and family members to drive them.  A sense of obligation, 

as well as the limited time available to the driver, often limits the passenger in the trips he or she is able to 

take.  So many people who said that they have access to a car, in fact have access only sometimes – and 

therefore need to use the bus. 

However, the survey results suggest there might be opportunities to increase the use of buses among older 

age groups.  Older people often do not like driving, past a certain point, as they feel unsafe (especially at 

night, and outside their local area).  There is a lot of goodwill towards ACTION and many older people have 

used buses throughout their working lives (unlike younger people, who don’t always like the idea of public 

transport).  If some changes were made, it might encourage more older people –a growing market - to travel 

by bus, more often.  If, for instance: 

 Suburban buses were scheduled more frequently OR other low-cost transport modes were available 

to get people from the suburbs to the hubs. 

 buses were more accessible to people with health conditions, especially those with walkers. 

 Drivers were more aware and considerate of the needs of elderly passengers, eg waiting for people 

to sit before moving (acknowledging that this can be a scheduling rather than a driver-related issue). 

 minor help could be provided to older passengers by either drivers or other passengers 

 passengers could be dropped off, in off peak hours, between stops. 

 park and ride arrangements were targeted to older travellers who might want to drive to a hub and 

then catch a bus across town. 

 Information at interchanges and bus stops was reviewed with the older bus traveller in mind. 

 facilities, layout and safety/comfort arrangements at stops and interchanges were made more 

attractive to the older traveller. 
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Questions for Discussion 

 

 Why do you use buses (rather than or instead of other forms of transport)? 

 What do you like most about Canberra’s buses? 

 What is the main problem that you experience in catching buses? 

 If ACTION could do ONE thing to make it easier for you (or older people in general) to use buses, 

what would it be? 

 Would you (do you) use other forms of transport in combination with buses?  For instance, would 

you consider getting a taxi or community transport to the interchange, if it was cheap and available? 

 What can ACTION do to make bus travel more attractive to the older traveller? 

 What CAN’T ACTION do? 
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