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Introduction

Ageingis notan illness, it is a lifejourneyto be embracedandcelebrated...,we

musttreat eachpersonas an individual.Nopersonhasa use-bydate.

-Kevin AndrewsMinisterfor Ageingaddressto theUnitedNations2ndCongresson Ageing

TheAgedcareRights Service(TARS) is acommunitybasedorganisationwith the

objectives
ofadvocatingfor therecognitionandenforcementofrightsof olderpeople

living in supportedformsofaccommodation;suchasnursinghomes,hostels,boarding
housesandselfcareunits.Weseekto achievebetterqualityof life for thesepeople.In

particularwe assistimpoverished,distressedor helplessindividualsand/orgroupswho
aredisadvantagedandlacksufficientfinancialor otherresourcesor accessresources‘ to adequatelyprotect,advanceor representtheirown interests.TARS servesa
populationof morethan90,000peopleacrossNSW. Our client groupincludes50,000
residentsof Commonwealthsubsidisedagedcarefacilities, 35,000residentsofself

careunits in retirementvillagesand7,000recipientsofcommunityagedcare
packages.

The
majorityofTARS’ client grouparesinglewomen,whorely solelyon thepension

astheir sourceof income. Manyhavephysical,sensoryor cognitiveimpairments,are
isolatedfrom mainstreamsociety,anddependenton othersfor daily careandservices.

Forsomepurposes,TARS alsoincludeswithin thedefinition ofourclient group,

people

whomakeupnetworksof supportfor residents.Theseincludetheir family,
friendsandlegal representatives,andalliedhealthprofessionals,includingsocial
workers,AgedCareAssessmentTeamsandotherintermediaries.

The CommonwealthAgedCareAct1997safeguardsthe rightsofolderpeople
dependenton governmentfundedagedcareservicesfor their care.Olderpeoplewho

live
in nursinghomesandhostelsandthosethatrely on communitycareservicesto

assistthemto remainathomeexperienceheightenedvulnerabilitydueto their large
dependenceon otherpeopleandservicesfor theircare.

For someolderpeopletheconsequencesofheightenedvulnerabilitymayinclude
socialdevaluation,physicalandsocialrejection,lossofcontroloverimportantareas

of
their lives andabusesoftheirrights.Lossofdignity andautonomyhasbeenshown

to leadto demoralizationanddepression,which thencompoundstheperson’shealth

problems,
oftenmakingpeoplefeel evenmoredependantandhelpless.Thisspiraling

pit ofdepressionanddependencycanbethoughofastheAgedcaretrap. Advocacyis
oneresponseto this vulnerabilityandits consequences.

TheAct includedprovisionfor thefundingof advocacyservicesto meetthe needsof

olderpeoplerequiringcare.TheNationalAdvocacyNetwork(NAN), advocacy
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servicesin eachstateandterritory, receivetheirmandatefrom theActto provides
servicesto olderpeoplethroughtheResidentialAgedCareAdvocacyServicesI
Program(RACASP)which becametheNationalAgedCareAdvocacyProgram
NACAP in July2002 . TheProgramworkswith individualsandtheagedcaresector
to encouragepolicies,practices,andstructuresin agedcareservicesthatensurethat
consumers’rights areprotected.

I Nationally,the advocacyservicesprovidefreeandconfidentialservicesto assist
potentialconsumersofagedcareservicesaswell as their representativesby providing
individualadvocacy,information,andsupportto fosterimprovementsin the qualityofI
life of consumersof agedcareserviceandthe servicesthemselves.

I Advocateswork to empowerindividuals,assistingthemto selfadvocatewhere
possibleandadvocateon theirbehalfif necessary.Advocacyservicesarealsoableto
refer particularissuesto complaintsandmonitoringmechanisms,workto influence

• policy anddrawtheattentionofgovernmentto issuesin agedcarethat impingeon the
rightsof their client group.

Professionaladvocatesarenot ableto solvecomplaintsin themselves,however,theyI canassisttheir clientsto usebothinternalandexternalcomplaintsmechanismsin
workingto resolveissues.Thesemechanismsmayincludedisputeresolution

U mechanismandthe complaintssystemavailableto consumersundertheAct. An
advocatemayprovideinformationandadvicein orderto assistapersonto takeaction
to resolvetheir ownconcerns,or maytakeamoreactiverole in representingtheI
person’srights to anotherpersonor organisationthathasthepowerto makelife-
affectingdecisionsfor theindividual.

Olderpeoplehavethesamerightsas everyoneelse,whethertheylive athomeor are
residentsofnursinghomesandhostels.Theserights includetheright to physical
integrity,moralandmentalintegrity, civil rights, legal integrity, socio-economic
rights,andthe right to a family. It is recognisedin theActandUserRightsPrinciples

• that a person’srights arenot diminishedwhentheymoveinto anursinghomeor
• hostelorbecomedependenton othersfor their care.However,someresidentsmay

find it difficult to exercisetheirrightspersonally.Thismayoccurfor anumberof
reasons,includinglackof information, lackofexperiencein takingactionon their
ownbehalfor fearof reprisalor retribution.A personmayalsoexperienceparticular

• difficulty in exercisingtheir rights if theyspeakalanguageotherthanEnglish,or
I sufferfrom illness,disabilityor dementia.

• While the advocacyservicesareindependentofgovernmentandcareprovidersin
• agedcare,theyhaveadopteda partnershipapproachin working with theAgedCare

ComplaintsResolutionSchemeandtheAgedCareStandardsandAccreditation
Agency.In combination,thesevery differentbut complementarysystemsprovide
consumersofagedcareserviceswith the widestpossiblechoiceandaworld best
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practicequalityassurancesystem(CommonwealthGovernment,1999).Whilst

adopting
acollaborativeapproach,theadvocacyservicesretaintheir independent

functionanddedicationto representingthe bestinterestsofolderpeople.Thereare

many

otheradvocacyserviceswhichadvocatefor the needsofdifferent groupsof
vulnerablepeople,suchaspeoplewith disabilities,peoplefrom non-Englishspeaking
backgrounds,peoplewhosufferfrom mentalillnesses,to nameafew. It is becoming

clear
thatagreaterlevel ofcollaborationis requiredfor membersofthesegroupsof

peoplewhoareageing.

As
well as the Charterof Residents’RightsandResponsibilitiesincludedin theUser

RightsPrinciplesof theAct, StandardsandGuidelinesexistfor residentialagedcare
facilities andHomeandCommunityCareservices.Thesesafeguardsprovide

consumers
andtheirrepresentativeswith asoundbasisfor negotiationswith

managementaroundparticularissues,astheyallow somecertaintyaboutbasic
entitlements.

TheNationalAgedCareAdvocacyProgram(NACAP) wasformedaspartof the
CommonwealthGovernment’sstrategyto reformtheresidentialagedcareprogram.A
commissionedreportby Ronalds,I’m Still an Individual: Residents’Rights in Nursing
HomesandHostels,(1989)highlightedanumberoffactorswhichmayaffect

residents’
capacityor decisionto talkaboutmattersofconcern,within thefacility,

including:

• feelingisolatedfrom family andfriendsandunableto participatein decisionsI
affectingtheir lives

• havinglittle knowledgeofthe agedcaresystemandtheir rights asconsumers

• lossof independenceandconsequentlossof self-esteem;and

• fear ofpossibleretribution.

The advocacyservicesin eachstateandterritoryreceivefundingfrom the

Commonwealth
DepartmentofHealthandAgedCare(DH&A) to operateNACAP.

Theprogramis managedby theDH&A, with individualservicesbeingdelivered

through

anumberof community-basedorganizations.TheNationalAdvocacy
Network2002—2005 StrategicPlanoutlinesthe following objectives;

• Thedevelopmentofadvocacyservicesfor recipientsofCommunityAged Care
Packages,

• Thedevelopmentof advocacyservicesfor recipientsofHomeandCommunity
Care;

• Thedevelopmentofoutreachtorural andremoteareas;

• Thedevelopmentofculturally appropriateadvocacyservicesto peoplefrom

Indigenousandculturallyandlinguistically diversebackgrounds;
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• Theimprovementto communication,datacollectionandreportingatall levels
of theProgram,and;

• The clarificationofrolesandresponsibilitiesandimplementingstandard
protocols.

Placementof theprogramwithin thecommunitysectorensuresnecessaryindependent
consumerrepresentationandallows for flexible servicedeliveryat the local level.

I Sinceits inception,the consumerbaseof theNACAP hasgrownin responseto
significanttrendsaffectingtheagedcaresector.

Thesetrendshaveincluded:

• increasingemphasisanddeliveryofcommunitycaremodels,including
CommunityAgedCarePackagesasan alternativeto residential;

• increasingageof admission,frailnessandlevel ofdementiaamongstconsumers
ofresidentialagedcareservices;

• increasinginvolvementofallied healthprofessionalsincludingAgedCare
AssessmentTeams,socialworkersandothersas intermediariesfor agedpersons
henceincreasedcomplexity;

• increasesin the Program’soverallconsumerbaseasa resultofamalgamations
to nursinghomesandhostels;

• thepotentialfor medicaltechnologyto ‘de-humanise’care.

• therealisationthatformalhumanserviceshavegreatinadequaciesandmay
disempowerthepeopletheytry to assistdueto theconflicts of interestinherent
in theirpracticesandobjectives,alongwith high levelsofcomplexityand
formalisation,and

• increasinglongevityandglobaltrendstowardanageingpopulation.

As will undoubtedlybe emphasisedby manysubmissionsto thiscommitteethemost

significantdemographictrendis theageingoftheAustralianpopulation. If onelooks
atchangesthathaveoccurredin thepast30-40yearsandthenatthevarious

• projectionson ageinginto thenextcentury,it canbeseenthatissuesandpolicies
• relatedto theagedin Australiawill becomeincreasinglyimportantoverthenext30 to

40 years.

It shouldbeemphasised,thatalthoughtherateofageingof thepopulationis occurring

relativelyslowly overa longperiodoftime sothatthe proportionofthepopulation
agedover65 will increasefrom 12 percentin 1997to approximately25 percentin2051;thesignificantcorrelativefactorof increasedlife expectancymeansthatan

• increasingandcumulativeproportionof thepopulationwill dependon theagedcare
systemin future.

The Aged-care Rights Service Page 7
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Since1985the greatestrateof ‘ageing’ hasoccurredin theover 80 yearsagegroup.

Between
1985 and1994 the sizeof the 80+agegroupincreasedby 48.4percent

comparedto 25.7percentfor the 70-79agegroupand26.3percentin the 65-69age

group.

Overthesameperiodtherehasbeenanincreasein theproportionofmalesin
theagedpopulationcomparedwith females,althoughin absolutetermstherearestill
more‘aged’ femalesthanmales.

The
AustralianBureauof Statistics’AustralianDemographicTrends1997describes

theageingtrendas follows:

Duringthelate 1 980sandearly 1990sthepopulationaged65 andovergrewat
around50,000peopleperyear.In thenextdecade,thisrateof increasewill fall
to between35,000and50,000,astherelativelysmall cohortsbornin the
depressionenterthe agegroup.However,after2008,thegrowthin thisage
groupwill increaserapidly. In one12 monthperiodof 2025-26,thepopulation
aged65 yearsandoveris projectedto increaseby 120,000,or 2.7 percent.In
thedecadeto 2028,thepopulationaged65 yearsandoveris projectedto
increaseby morethanamillion people,nearlya30percentincrease.This
representsthe periodwhenthelargestgroupof babyboomersreachretirement
age.During theearly2020s,thenumbersofchildrenin thepopulationis
projectedto fall belowthe numberof peopleaged65 andover.

Perhapsthemoststartlingstatisticis thatthe fastestgrowth agecohortis thoseolder

than
90 years.In responseto thesetrendsin someotherOECDcountries,therehas

beentheintroductionofpoliciesdesignedto reducethelevel ofgovernmentfunded

benefits
by extendingupwardstheageeligibility at whichmanyof thebenefitscanbe

accessed.

Unless
someadjustmentsaremadein Australia in thenearterm,thenit is likely that

muchmoredifficult andpainful decisionswill haveto bemadein thelongerterm
proposedby this Inquiry. Policy developmentof latehasbeendrivenby theeconomic
impactsofthisdemographicshift. It is critical thatpoliciesrelatedto agedcarebe
consideredholistically with thelongertermsocialimplicationsin mind.Additional

spending
in onearea(for example,in homeandcommunitycareandfitnessprograms)

mayimpactspendingin otherareas(for example,hospitalfunding)or maydelaythe
needfor suchfundedto a latertime in people’slives. Or it couldplaceadditionalor

shiftingdemandson othercomponentsof the Systemsuchas,theComplaintsResolutionScheme,theAgedCareStandardsandAccreditationAgency, the
GuardianshipBoardsandthe CommonwealthOmbudsmanorAdvocacyservices.
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It is importantthatthecommunityrealizesthat two relatedsetsof issueshavebeen
conflatedto createoneolicy challenge:

1. Thereare theissueswhichrelateto theeconomic,socialandmanagement
planningfor an ageingpopulationwhich impacton policy for housing,health,
welfareandtransport.

2. Andjustasimportant,arethe moralandethicaldimensionsoftheseissuesthat
areraisedby this demographicshift andourpolicyresponsesto it.

Not

only mustweplanfor an ageingsocietywemust redefinewhat ageingmeansto
our society.

As theMinister, KevinAndrews,hasemphasisedin his addressto the 2nd United
NationsCongressonAgeingthemaintenanceof people’swellbeinganddignityare
thekeyobjectivesofanypolicy, not theeconomicbottomline.

The
increasingnumberof peopleaboutto leavethework forcewhohaveworkedfor

the last30-40yearshaveanexpectationsofalonghealthyandindependent

retirement.
They expectto relocateawayfrom their family homesin metropolitan

areasto homesin coastalareasthatoffer themtheir choiceof lifestyle. Theyexpect
their superannuationto providefor them for theremainderof their lives. This
expectationis foundedon anumberof assumptions;

• a life expectancysimilar to thoseofpreviousgenerations,

• thecontinuedeconomicgrowthandpositive longtermfinancialandstockmarket
performance,

• the continuedwillingnessofa socialwelfaresystemto providesfor themwhen
theirownfinancialresourcesareexhausted,and

• thelevel ofadequateinfrastructurein their chosencommunitytoprovidethem
with whateverservicestheyrequire.

This
vision doesnot includethe realitiesof today’sagedcaresystemlet alonethe

potentiallydegradedconditionsthatmightprevail if we fail to build amoreeffective

system.
Imaginethescaleofdemoralisationif anentiregeneration’sexpectationsof

retirementshouldprove ill founded.
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Ageism

Thereis no singleagethat signifiestheonsetof old age.Welive in asocietywith a

I largefocuson youthandbeauty,whichis encouragedandpromotedby big business.Billions ofdollarsarespenteveryyearon diet, exercise,andbeautyproducts,which
aredesignedto keepuslookingyoungandattractive.This focuson lookinggoodisI oftento the detrimentofolderpeopleandtheageingprocess.As advertisersurgeusto
spendourdollarson the maintenanceofhealth,youth,andbeauty,ageingandthe

I appearanceofageingareconsequentlydenigrated.
Ageismhashadmanyunfavourableconsequencesfor olderpeoplein our society.It

I hasgeneratedandreinforcedfear anddenigrationof the agingprocess,andhasgivenriseto negativestereotypesandpresumptionsregardingthe incompetenceand

I dependanceofolder. Society’spreoccupationwith youthandbeautycombinedwith
thedominantstereotypeswhich imply thatageingequalsdebility, havelargelyeroded
the imagesof wisdom,power,benevolenceandrespectwhichwereonceassociated
with elders.Negativestereotypesaredangerousnotonly becausetheyinfluence
people’sattitudesbehaviouranddecisionsconcerningolderpeople,but alsobecause
theybeginto influencethewayolderpeopleseeandexperiencethemselves.ResearchI hasshownthatsuchnegativestereotypesareunfortunatelyprevalentamongdoctors
andnursesworkingwithin theagedcareindustrywho in turn influenceolderpeople’s

• imagesoftheir ownselfworth.All of the aboveissues- thenatureofageing,attitudes
• to olderpeople,social,andculturalchangesaffectingolderpeople- contributeto the

I
needfor advocacyfor olderpeopleon bothan individual andsocietallevel.
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Advocacyandinequality

TheUnitedNationsGeneralAssemblypro-claimed1999astheInternationalYearof

Older
Peoplein appreciationoftheoftenunrecognisedcontributionsmadeby older

peopleandtheir valueto society.Five keyareasof importancewereidentified and
incorporatedinto theUnitedNationsPrinciplesfor OlderPersons(1991,in Office of
Seniors’Interests,1998b):

1. Independence- opportunitiesfor employment,educationor trainingand
provisionofthe supportrequiredto enableolderpeopleto five athomefor as
longaspossible.

2. Participation- anactiverole in decisionmakingandcommunicatingin the
family, thecommunityandsocietyasawhole.

3. Care- accessto healthcarebasedon need,andsocial,legalandotherservices
thatenhancepersonalsecurityandprovidea safehumaneandcaring
environmentfor thosein residentialcareor atreatmentfacility.

4. Self-fulfilment - personaldevelopmentopportunities,with accessto cultural,
spiritual andrecreationalresources.

5. Dignity - full humanrights,includingrespectfor olderpersons’beliefs,
privacyandsecurity.

While therearea numberof humanrights instrumentsin placeto protectthe rightsof
vulnerablegroups,noneseemto addressthe specificsituationof olderpeople.In order

to
fill thisperceivedgap,TheInternationalFederationonAgeing(I FA) hasdeveloped

aDeclarationofRightsandResponsibilitiesofOlderPersonsandcontinuesto
advocatefor theadoptionofthis declarationboth within theUnitedNationsandby
governmentsandnon-governmentorganisationsaroundtheworld (I FA, 1990).

Advocacy

seeksto ensurethatpeoplewhoserightsareabused,or who areunableto
representthemselveseffectively,geta fair hearingandafair deal.Advocacysupport
for vulnerablepeopleworksto alleviatethepowerimbalanceinherentin their

dependent
relationshipwith others.Advocatesassistthepersontheyareadvocatingfor

to bebeard,not asasupplicant,butasanequal.
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Theprincipleswhichunderpinthepracticeof advocacyinclude:

• Rights - includinghuman,legalandconsumerrights.

• SocialJustice- seeksjustandequitabledistributionofsocialbenefits,
equalrights,andequalityof opportunityregardlessof wealthor social
status.

• Empowerment- Advocacyalwaystakesplacein situationswherethereis
a powerimbalance.Theclient wantssomeoneelsewhohasthepowerto
makeadecisioninfluencingtheir life, in their favour.Theinvolvementof
an advocateactsto counteractthepowerimbalanceandensurethatthe
client andthedecisionmakermeetonmoreequalterms.

• Participation- is both aprincipleandastrategy.It is aprinciplebecauseit
is morally correctfor peopleto participatein decisionswhichaffect their
lives andnot haveothersmakethesefor them.It is alsoastrategy
becauseit contributesto empowermentandachievingsociallyjust
outcomes.

Many
differentsocialandculturalfactorsexperiencedby olderpeoplecontributeto

theirneedfor advocacy.Thesefactorsincludethenatureof ageing,andsocialand

cultural
attitudesto olderpeopleatabroadlevel.At an individual level, changesin

socialstatusdueto retirementfrom the paidworkforce,isolation,decreasedcapacity,
andtheattitudesandexperiencesofthe olderpersonthemselvesmayall contribute.

Ideally,an advocateshouldhaveabsolutelyno otherinterestor concernwith the
resultsof the decisionsothatno conflict of interestcanarise. (This meansthatin some

situations,a family memberor staffmembermaynot bethebestpersonto actas an
advocate,astheymayhavesomepersonalstakein thedecisionthat is reached.There

H is alsoaneedfor groupsofresidentsto be assistedin takingjoint actionon issuesof
sharedinterest In manynursinghomesandhostels,residentscometogetherin groups
suchas residents’committees,oftenwith the supportandassistanceofstaffand

management.Theopportunity to look at issuesandconcernstogether,aspeciesof
groupadvocacy,maybe amoresatisfactorywayfor individual residentsto voicetheir

problems,
alleviatingfearsofbeingsingledout,andreceivingsupportfrom other

residentswith similar issues.

Advocacy
servicesareinvolvedin conductingcommunityeducationaswell as

providing individualandsystemicadvocacy.This is undertakenwith aview toward

promoting

positiveattitudestowardsolderpeopleandraisingawarenessoftheirrights
andthepotentialfor abusethatexists.Advocatesspeakto residents,carers,staffand
serviceproviders,seniorcitizens,clientsofcommunitycareservices,volunteersand
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allied healthserviceworkers.Peoplewho do notknow their rightsmaybemore

I vulnerableto abuseandmaylackthelanguageandconceptualframeworkto
effectivelyselfadvocate.Theprovisionofcommunityeducationis aproactiveform of

I
systemicadvocacythat empowersolderpeopleby reinforcingthefact thattheyhave
rightsandthereis assistanceavailableto supporttheirrights,shouldtheyrequireit.
Growingconsensusworldwide recognisesthathumanrightseducationis essentialin

I contributingto the building offree,justandpeacefulsocietiesandis alsoaneffective
strategyin preventingabuses.

I Oneofthe issuesof ourcontemporaryAgedcareadvocacysystemsis thatit is
underfunded,andthereforelackthestaffingto beproactivein representingpeople’s

I
concerns.Underthecurrentsystem,the advocacyservicesrequiresomeone,the client
or theirrepresentative,to contactthe agencyandalertthemto theissueof concern.
Therefore,if an olderpersonrequiresanadvocate,butis not awareofthe serviceor
unableto contactthe agency,theirneedsmay go unmet.

I
Advocacyusuallyoccurswhensomeonefeelstheir rightsarebeingviolatedand
decidesto act. However,somepeople,dueto illness,disability, ageor culture,maynot
understandor be capableofunderstandingthattheir rightsarebeingviolated.People

I whosuffer from dementiaandotherdecision-makingdisabilitiesmayrequireamore
involvedandlong termform ofadvocacy.Manypeoplein thissituationhavefamily or
friendswhocanlook outfor their interestsandassistthem in makingdecisionsorI informally makedecisionson their behalf.However,situationscanarisewherethereis
aneedfor a legallyappointedsubstitutedecision-makersuchasaGuardianor

I Administrator.Thereareimportantdifferencesbetweentheroleofanadvocateanda
substitutedecision-maker.While advocacyis aboutsupportingpeopleto represent
their ownbestinterests,or speakingfor peopleto ensuretheir rights arerespected,the

I roleof the substitutedecision-makeris to makedecisionson behalfofsomeonewho is
unableto do so themselves.If the GuardianorAdministratorwereto takeactionthat is

I not in the representedperson’sbestinterests,theadvocatesrolewould involve
upholdingtherightsandviewsofthepersonwith thedecision-makingdisability.

I Thenatureandeffectofdementiameansthat peopleaffectedby it areveryvulnerable
to abusesof their rights.As mentionedpreviously,theymayhaveno knowledgeof

I
advocacyservicesandmaynot bein apositionto askfor assistanceor givetheir
consentfor interventionto takeplace.Theymaynot haveanyrelativesor friendswho
areableto provideadvocacyor to contacttheadvocacyservice,in their stead.Thusit

I is difficult to ensuretherights ofsuchvulnerablepeopleareprotectedwithout takinga
moreproactivestance.
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TheOfficeof thePublic Guardianis organisationresponsiblefor protectingthe rights
ofpeoplewho arenot ableto makedecisionsin theirown bestinterests.ThismayI
includepeoplesufferingfrom dementia,intellectualdisability, psychiatricconditions
andacquiredbrain injury. TheOfficeof thePublicGuardianprovidesadvocatesfor

peoplewith decision-makingdisabilitiesto ensuretheirbestinterestsarerepresented
duringGuardianshipandAdministrationhearings,andin thecommunity.Advocates
areableto investigatecomplaintsor allegationsthat thewellbeingofapersonwith aI
decision-makingdisability is at risk. Advocacyservicesof theNationalAdvocacy

Network

referclientswith decisionmakingdisabilitiesto theOffice of thePublic
Advocatewhereappropriate.

As explainedabove,thereareanumberofwaysin whichadvocacycanbe conducted.I
Unfortunately,not all advocacyis goodadvocacy.Undertakenfor thewrongreasons,
or donebadly,advocacycanbehaveharmfulconsequencesfor the personwhois
beingadvocatedfor.

Advocacyis far from easyit mayinvolve enagagingin distressingsituationsfor all the

peopleinvolvedandarangeofconflictsanddilemmascanarise.Advocatesbring their
ownsetsofvaluesandbeliefsto theadvocacyeffort. Occasionally,anadvocate’s
valuesandbeliefsmaybe in conflict with thoseofthepersontheyareadvocatingfor.I
An advocatemaythink theyknow betterthanthepersontheyaretrying to assist.For
exampleadaughtermaywant to seeherparentrelocateto an agedcarefacility, as she
is worried aboutherparentssafety,despitetheparentswish to remainin theirown
home.

“It is importantto rememberthat theadvocatesrole is to helppeoplegetjustice,not
tojudgethem, try to changetheir values,or influence their wishes.(Parsons,1994).
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Elder abuse

Therehasbeengrowingawarenessoverrecentyearsof theprevalenceof elderabuse.

I Justaschildrenareathigherriskofabusebecausetheyarenotphysicallyoremotionallyableto defendthemselves,frail olderpeoplemaybeatrisk for similar

I reasons(Westhorpetal., 1997).It hasbeenestimatedthat, in Australia,betweentwo
andfive percentofpeopleoverthe ageof65 areatrisk of or haveexperiencedsome
form of abuse(Westhorpetal., 1997).ElderAbusecrossesnational,class,religiousI andculturalboundaries.Both menandwomenareabused,andolderpeoplewho are
physicallyandmentallyfit aresubjectto abuseaswell asthefrail anddependent
(Valsier, 1996).Theabuseofolderpeoplemayincludephysical,sexual,andemotional
mistreatment,financialexploitation,neglectofbasicneedsandenforcedisolation.

Elderabuseis definedas the wilful or unintentionalharmcausedto aseniorby
anotherpersonwith whomtheyhavearelationshipimplying trust(adaptedfrom
Hailstones,1992).Abusemaybe carriedout by an individual, for example,a family3 membercaringfor anolderperson;or anumberofpeople.Theentireworkforceofan
organisationmaybeguilty ofabusingall clientsdueto attitudesandpracticeswhich
fail to recognisebasichumanrights,suchastheright to privacy,to makechoicesandI
to beconsideredandtreatedasan individual (Valsier, 1996).In thecaseoffinancialabuse,anotherwisefit andindependentolderpersonmaybetakenadvantageofby a

3 carer,friendor relative.The abusemayinvolve misappropriationoftheirmoney,valuablesorproperty;forcing or intimidatingtheminto changingtheirwill or other
legaldocuments,or denyingthemaccessto or controlovertheirpersonalfinancesI
(Hailstones,1992).
Evidencehasshownthatelderabuseto beinfluencedby thefollowing factorscarer
styles,dependency,ahistoryof family conflict, isolation,psychologicalproblems,and
substanceabuse,with 85 percentof peopleabusedby peoplewhoknow them

I (AmericanPsychologicalAssociation,1999).In thecontextofresidentialcare,studies
haveshownthatabuseis morelikely to occurin institutionswheretheapproachby

fl staffhasbecomedepersonalisedanddehumanisedto theextentthattheolderpersonis
• viewedas anobjectratherthanahumanbeing(Vaisler, 1996).

3 Manydifferentfactorshavebeenblamedfor theabuseswhich havetakenplace,
includinglackof staffingandstafftraining,lackof funding, andnegativestereotypes

• of olderpeoplewhich leadthemto bedepersonalisedandtreatedin apaternalistic
• manner,as if thesystemknowsbest.Thereis aclearneedfor anadvocacyresponseto

the plight of thesevulnerableseniorsthatsupportstheir rightswithoutbeingover1 protectiveandpatronising.Advocacyservices,seniorsgroupsandpeoplein the aged
caresectormustwork with olderpeopleto supporttheirrights andbestinterests.
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Olderpeopletodayaremorevisible,activeandindependentthaneverbefore.
However,as thepopulationages,thehiddenpotentialfor abuse,exploitationandI
neglectofolderpeoplealsoincreases.Ageismhasalreadybeenshownto havea

I
detrimentaleffecton the lives of olderpeoplein oursociety,let alonetheexamplesof
therights ofseniorsbeingabusedby thepeopletheyaredependenton for careand
support.

As mentionedpreviously,seniorsfocussedagenciesandorganisationshavebeen
systemicallyadvocatingfor thedevelopmentof morepositivecommunityperceptions

I ofolderpeople.In addition,theempowermentofconsumersofagedcareservices,the
involvementof familiesandrecognitionof individualneedsin residentialagedcare

I settingshavebeenmajorpolicy thrustsof thepastdecadeofreformin agedcare.
Theseinitiatives haveemergedfrom growingrecognitionofthenegativeeffectsof
ageismin societyandthe wayin which it hasmarginalisedolderpeople’sparticipation
in thecommunityandcontributedto individualandsystemicrightsabuses.

I
With aview towardspreparingfor the futureof the—~ ageingpopulation,it is important
for advocacyservices,seniorsgroupsandgovernmentbodiesto engagein strategic
planning.While the currentcollaborativeapproachto supportingtherights of older

I peoplein agedcarehassoughtto promoteaculturethat recognisescomplaintsasa
positivecomponent,theprojectedexpansionofthepopulationoffrail agedolder

I
people(asopposedto healthy,activeolderpeople)remainsachallengefor future
advocacyefforts.Themomentumgeneratedas aneffectof the ageingofthe
populationpresentsavaluableopportunityfor all interestedpartiesto campaignfor a

I societyin which olderpeoplearerecognisedasvalued,activeandcontributing
participants.For thepresent,we arestill witnessto incidencesof the abuseof the
rightsofolderpeopleby individuals, institutions,andsocietyat large.

While suchinequitiesexist,therewill alwaysbeaneedfor advocacy.It hasbeen

I shownthatallowing humanrights to beabusedor ignoreddamagesthefabricof
civilisedsociety.Therefore,advocacyis theresponsibilityofall peopleinterestedin
building amoreequitablesociety(Parsons,1994).
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TheCurrentProvisionofServices/Supportfor theAged

Manyof theservicesandsupportthatexist for theelderlyin Australiaweredeveloped

I whenlife expectancywasmuchshorterandwhenmanypeoplediedwithin arelativelyshortperiodoftime afterbecomingeligible for paymentssuchastheAgePension.
Now manyelderlypeoplelive well in to their80s(andeventheir 90s)and,asaI consequenceofthis, thecostofgovernmentfundedagesupportis risingrapidly. For
example,outlayson theAgePensionarepredictedto risefrom $13.4billion in 1997-

I 98 to $16.5billion in 2001-2002.(21)

GENERALOVERVIEW

Theprovisionofservicesandassistanceto theagedcomesfrom acomplexarrayofI governmentprograms(Commonwealth,Stateandlocal) plusservicesfrom the
voluntarysector,theprivatefor profit sectorandthe privatenot-for-profitsectoras

I well ascareandsupportfrom family andfriends.By far themostimportantsourceofsupportandassistance(apartfrom the family andfriends)providedto the agedcomes
from thegovernmentsector.

TheCommonwealthGovernmentprovidesthe vastbulk of incomesecuritypayments
(includingagepensions,rentassistance,disabilitypayments),residentialservicesI
including fundingfor nursinghomesandhostels,medicalandpharmaceuticalbenefits
public housing(with the States)via the Commonwealth-StateHousingAgreement,

I acutecare(with the States)hospitalservicesandthe HomeandCommunityCare(with
the Statesandlocalgovernment)programspecificallydesignedto helpelderlypeople
in their homes.

TheStatesandTerritoriesalsoprovideahostofhealth,housingandwelfareservices
for theaged.Apart from the servicessharedwith the Commonwealth,for examplethe
HomeandCommunityCare(HACC) programandpublichousing,theyalsoto
varyingdegreesprovideservicessuchasreferralandadvocacysupport,concessionsto

I operatorsofretirementhomesandotheragespecificformsofaccommodation,
supportfor organisationssuchastheCouncilon theAgeing,theregulationofprivate

I housingandlandandtheprovisionof sometransportservices.

Themajorityof theassistanceandsupportprovidedis for thatsectionoftheaged
I populationthatneedsit themost-thefrail anddisabled.Formanyagedoverthe ageof

65 thereis no needfor specificassistanceandwith ageneraltrendtowardspeople
I living longerandbeinghealthierfor longerthemain emphasisin termsofassistancend supportis towardsthe ‘older’ aged,that is thoseover75-80yearsofage.It is

generallyunderstoodthatthe greatestneedfor supportandassistanceis in thelasttwo
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yearsof aperson’slife.

HOUSING

ThevastmajorityofAustraliansagedover60 years(82percent)occupyprivate
dwellings,eitheras anownerorpurchaserandafurther11.5per centrentfrom the
public orprivatesectorsin roughlyequalproportions.Theremaining6.5 percent(23)
live in hospitals,nursinghomes,hostels,retirementvillagesandotherestablishments
suchas boardinghomes,hotelsandcaravanparks.Thus,onlyaverysmallproportionI
ofthepopulationagedover60 arein specificresidentialagedcareestablishmentsof
thetype thatrequirelargeamountsofsupportandassistance.However,in recent
years,with the tendencytowards‘ageingin place’ andhomebasedcaremoreand
moreolderpeoplearestayingathomefor longerperiodswith thecareandsupport
comingto themas opposedto beingplacein institutionalcare.

hi

The Aged-care Rights Service Page 18

1111



mission to The House of ReDresentatives Standing Committee on Apeina December 2002

PUBLIC HOUSING

Themainprovisionofpublic housingfor olderAustralianscomesvia theoperationof
theCommonwealth-StateHousingAgreement(CSHA).Approximately6 percent(24)
ofolderAustraliansoccupypublic rentaldwellings.Mostolderpeoplein public
housingmovedinto theirdwellings in their youngeror middleadultyearsandhaveI stayedthereinto retirement.Specificfunding for low incomepensionerhousing
commencedvia theCSHAin 1948.In thatyearthePensionerRentalHousingI Programwasintroducedsothatadditionalaccommodationfor thisgroupwould be
providedin thepublicsector.In the 1995-96FederalBudgetapproximately$50
million wasallocatedfor thePensionerRentalHousingProgram.In thefollowingI (1996-97)Budgetthis Programwasrolledinto a generalfundingcategorywhich
meansthat thereis nowno separateidentifiableprogramfor pensionerhousing.

ResidentialAgedCare(NursingHomes/Hostels)

I In March 1998(25)therewere 138971 residentsin residentialcarefacilities (formerly
callednursinghomesandhostels)in Australia. This equatesto only about6 percentof
thepopulationaged65 andover. However,as mentionedearliereventhoughaveryI smallproportionof theagedpopulationis in residentialcare,it is to thisareaof
supportthatmostof the fundinggoes,andparticularlyto the highcarefacilitiesI (nursinghomes)whichhousethemostfrail olderpeople.As Table5(26) shows,of the
total of$2 984million ofCommonwealthresidentialcaresubsidiesallocatedin the

• 1998-99Budget,$2 262million went to high carefacilities (nursinghomes)and$722
• million wentto low carefacilities (hostels).In 1997 approximatelyhalfof the nursing

homebedsin Australiawereprovidedby theprivatefor profit sector,approximately
38 percentwereprovidedby theprivatenot-for-profit sectorandtherestwere
providedby government.(27)With respectto hostels,over90 percentof bedsare
providedby theprivatenot-for-profitsector.
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RECENT COMMONWEALTH INITIATIVES

TheCommonwealthGovernmentannouncedin thecontextof the 1996-97Budgetthat
therewould bemajorstructuralreformsto residentialagedcare.Thereformsare
essentiallya fiscal responseto theageingoftheAustralianpopulationandincludean
extensionoftheuserpayssystemin theform of accommodationchargesthatwill helpI raisethefundsneededto provideadequatenursinghome/hostelaccommodationand
upgradeexistingfacilities. Thenewarrangementsmeanthatagedpeoplewith

‘sufficient’
meansareexpectedto contributemoretowardstheir carethanwas

formerlythe case.Themain featuresof the reformsinclude:

1. asingleresidentclassificationscale(i.e. doingawaywith thedistinction
betweennursinghomesandhostels)which is usedto ascertainthe amountof
subsidyfor eachresident

2. theintroductionofresidententrycontributionsfor all residentialcare.Thishas
seenaccommodationchargesbeingimposedacrossthesectorsimilar to those
thathadpreviouslybeenlevied in hostels.Thechangeshaveseenthe
Commonwealthessentiallyceasecapitalfundingfor agedresidentialcare(with
the exceptionof$10million that is providedfor specialcasessuchasrural and
remoteagedresidentialcare)with future capitalworks expectedto be fundedby
therevenueraisedfrom the accommodationchargesandfrom the internalfunds
of theresidentialagedcareprovidersthemselves.Specialprovisionsapplyfor
financially disadvantagedpeoplewhoareclassifiedasconcessionalresidents.

3. anaccreditationsystememphasisingquality assurance.This is aimedat
ensuringthatbeforeresidentialcareoperatorscanbecomepartof thenew
arrangementstheywill needto obtaincertificationandshowthat thequalityof
thecaretheyprovideis upto appropriatestandards

4. incometestingofresidentialcarebenefitsfor all residents.Prior to thereforms
nursinghomeresidentsonly paidastandardfeeperdaytowardsthecostof their
careandhostelresidentspaidvariablefees.Thenewsystemensuresthat
residentspayaproportionoftheirprivateincometowardsthecostof their
residentialcare.

The Aged-care Rights Service Page 20

1113



‘ mission to The House of Representatives Standing Committee on Apeing December 2002

HEALTH

Themajorityof healthservicesfor agedpeoplein AustraliaaredeliveredbyI mainstreamservicessuchasmedicalpractitionersandpublic hospitals.Olderpeople,
on average,tendto behigherusersofhealthservices.Medicare,Australia’suniversal
healthsystem,providesolderpeoplewith equitableaccessto medicalandhospital

I
servicesat little or no cost.
ThePharmaceuticalBenefitsSchemeprovidessubsidisedaccessto awide rangeofI (oftenquiteexpensive)pharmaceuticals,with asmall co-paymentof $3.20per
prescriptionfor concessionalcardholders,includingthePensionerConcessionCard
andtheCommonwealthSeniorsHealthCard.Freepharmaceuticalsareprovidedonce
the safetynetof $166.40is reachedin anyonecalendaryear.From 1 January1999the
eligibility requirementsfor the CommonwealthSeniorsHealthCardareto berelaxed,
an initiative which is estimatedto benefitan additional220 000non-pensioners.

TheHomeandCommunityCare(HACC) program,which is jointly fundedby the
Commonwealthandthe StatesandTerritories,providesfrail agedpeoplewith support
to enablethemto continueliving independentlyin their homesfor as longaspossible.I HACC servicesincludehomehelp,personalcare,mealson wheelsandhomenursing.
Fees(butnot full costrecovery)arechargedfor HACC services.

Privatehealthinsurancepremiumsarecommunityrated,which meansthatpeople
cannotbechargedahigherpremiumbecausetheyareolderor chronicallyill. OlderI singlepeoplewith a taxableincomeof lessthan$35 000peryearandcouplesand
familieswith ataxableincomeof lessthan$70t000peryearareeligible for the

• Government’sprivatehealthinsuranceincentiveswhich commencedon 1 July 1997.
• Thismeasureis expectedto ceasefrom 1 January1999andbereplacedby anon-

meanstestedrebateof 30 percentof thepremiumpaidfor privatehealthcare.

Eligible olderpeoplewith hearingproblemsareprovidedwith vouchersby the
— Commonwealthto accesshearingservicesateitherAustralianHearingServicesor the
• participatingprivateproviderof their choice.
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SocialWelfare

TheAustraliansocialsecuritysystemprovidesaminimumlevel of incomesupportfor

I peoplewho areunable,or cannotbeexpectedto providefor themselves.Themain

groupingsprovidedwith assistanceare:

I theretired
peoplewith adisabilityor amedicalconditionwhichpreventsthem from
working

I the unemployed
peoplewho havechildrenin their care.

I Theassistanceis providedin a frameworkdesignedtopromoteself-supportthrough
employmentfor thosewith the capacityto participatein thework force.Themain

I
formsof assistancefor olderpeopleare theagepension,wife pension,thepartner
allowanceandthematureageallowance.Unlike mostotheroverseassocialsecurity
systems(seesectionon the overseasexperience),Australiadoesnothavea

I contributorybasedornationalinsurancetypesystemto fundpayments.The
contributorysystemsgenerallylink entitlementto thecontributionsmadeby the

I
individualduring theirworkinglife. Thefunding for Governmentsocialsecurity
assistanceis sourcedfrom generalrevenues.

Total Budgetoutlaysfor socialsecurityin 1996-97financialyearwere$40.7

I billion(29) or approximately31 percentof total nationalgovernmentbudgetoutlays.
Ofthe$40.7tbillion,$13.6billion (33percent)wasexpendedon retirementincomes.

I All of thepaymentsprovidedfor incomesupportaremeanstested.Themeanstestis
madeup ofbothanincomeandassetstest,with limits setat levelsdesignedto target

I paymentto thosein mostneed.The levelsarealsodesignedto partiallyor totally
precludepaymentsto thoseofsubstantialfinancialmeansconsideredableto support
themselves.To qualify for the agepensionamanmustbe aged65 yearsor moreI (femaleaged61 yearsasofJuly 1997)andhavebeenin Australiaasalegal resident
for tenyearsor more.The claim for apensionmustbe madein Australia,exceptfor

I thosecountrieswith an internationalsocialsecurityagreementallowing aclaim to be
madeoverseas.

I
As atJune1996,2203180,or 12 percentofAustralia’spopulationof 18.4million
wasaged65 yearsormore.Ofthese,thenumberreceivingasocialsecurity(or
veteransaffairs) incomesupportpaymentpensionwas1,764,213,or 80 percent.Just

I undertwo-thirds(65.4percent)ofagepensionrecipientsreceivethemaximumrateof
pension,with theremainingonethird receivinglessthanthemaximumratedueto the

I
tapersthatapplyto theincometestandthe assetstest.Theother438 967(20percent)
areself-fundedretireeswith incomefrom varioussources,for example,investments,
employment,superannuation.
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SYSTEMIC ISSUES

In recentyears,therehasbeenadeterminedeffort by senior’sorganisationsand

governmentbodiesto transformnegativestereotypesofolderpeopleinto more
positiveviews.Theseeffortshaveresultedin the formationoforganisationssuchas
theOffice ofSeniors’Interests,Councilon theAgeing,andthe Centrefor PositiveU Ageing,whichpromotepositiveimagesof seniorsandlobby for their interestson
state,nationalandinternationallevels.Advocacyservicesin particularhavethe
experiencetounderstandhowageismworksin arangeofcontexts.

In NSW theAgedCareRightsService(TARS) is an activememberof theNSWAged
CareAlliance.TheNSWAgedCareAlliance comprisesover50 organisations
concernedwith the adequacyandqualityof agedcareservicesto olderpeoplein New
SouthWales.Convenedby theCouncilof SocialServiceofNSW (NCOSS), itU comprisesconsumerrepresentatives,industryorganisations,universitiesandeducation
facilities andothersactivelypromotingthe needs,rights andinterestsofolderpeople
focussingon all formsofagedcare,includinghealthyageing. The alliance’s2003
StateElectionKit providesaconcisestatementof the issuesaffectingolderpeople.
Theserelevantissuesare raisedhereto emphasisetheseissuesin anyconsiderationof

I theplanningfor thefutureof theagedcaresystem.
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EconomicImplications

A majorstudyon theeffectsofageingwasdoneby EPACin the mid 1990s.Someof
the importanttrendsandissuesraisedin thisstudyincludedthat:

• thedependencyratio (theratioof theyoungandtheold to thosein the
workforce)is predictedto risefrom 50per 100peopleatpresentto 60 ormore
by theyear2051.Increasingtherateofnetmigrationwouldonly havea
marginaleffect in termsofhelping slow thegrowthrateofthedependency
ratio andthe mostappropriatewayofdealingwith anageingpopulationis via
arangeofsocialpolicies

• atpresentapproximately19percentofGDP($64billion) is spenton
governmentsocialprograms.This is expectedto increasesubstantiallywith
theageingofthepopulationTherewill be some‘freeing’ up ofresourcesdue
to adeclinein young-agedependencybutthis will be morethancounteredby
theageingeffect.Ageingofthe populationwill alsoplacesomepressureson
thetax basebut this maybeatleastpartlyoffsetby policiessuchaslater
retirementandincreasingtherateof superannuationaccumulationfor those
currentlyin the labourforce

• total expenditureon educationis projectedto declineasaproportionofGDP
becauseofthe smallerproportionofyoungpeoplein thepopulation.However,
this maybe largely offsetby the increasededucationaldemandsofthemature
aged

• accordingto oneprojectionthetotal costof healthcareexpenditurecould
increasefrom approximately8.1 percentofGDPatpresentto 11.1 percentin
2051.This couldseetheproportionofhealthcareexpenditurethatgoesto the
agedincreasefrom one-third(now) to in excessof 50 percentin 2051.( 13)
Dealingwith this projectedincreasein expenditureson healthis likely to
requirecontrolof thelevel of expenditureratherthanjustchangesto
administrativeprocedures.It is likely thattherewill beaneedto moredirectly
facethe issueofhealthrationing

• astheageingprocessincreasesovertime theproportionofthepopulationwith
adisability or disabilitiesis projectedto increasefrom 10percentto 15 per
cent. This is significantbecausethisgroupof thepopulationis likely to require
intensive,highcostsupport

• changingdemographicandsocialconditions(for example,morewomenin the
workforceandpeopleworkinglonger)are likely to limit the numberofcarers
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availableto helptheagedandinfirm

• asthenumberofpeopleenteringresidentialagedcareestablishmentsincreases
thereis likely to beaconsequentincreasein agedhousingexpenditure

changesin societyoverthenext50 to 60 yearsare likely to seemajorshiftsin the
obligationsandroles for the old, the young,thosein theworkforceandthosethatare
retired.
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RURAL ISSUES

Olderpeoplein rural andremoteareasgenerallyhavethesameneedsanddesiresas

I their urbancounterparts.Agedandcommunitycareservicesin rural andremoteareasarebesetby all of theissuesthataffecturbanservices. However,thenatureofrural
andremoteservicesmeansthatthe impactof theseissuesis intensified.

Theinfrastructureof smallercountrytownsandsurroundingareashasbeeneroded
overtime — local hospitalshaveclosed,GPshavemovedto largerregionalcentres,

I smallresidentialcarefacilities (mostsuitedto rural andremoteareas)arevery
vulnerableundercurrentfundingarrangements;andunemploymentis high. Thishas3 createdaccessdifficulties for countrypeopleto the wholerangeofhealthandwelfare
services.

Therearegenerallyfeweroptionsto choosefrom in ruralAustralia. Forexample,I theremaynot bea dementiaspecificservice(suchascommunitypsycho-geriatric
service)with theexpertiseneededto provideresidentialcareor communitysupportto

3 alocal agedresidentwhohasbeenacommunitymemberfor his/herentire life. Older
peoplein rural andremotecommunitiesmayhaveto leavetheirhomeareato accessa
residentialcareservice. Familyandfriendsmaynot beableto travel long distancestoI
visit them. Carersin rural areashavereducedaccessto counselling,emotionalsupport

I
andrespitewhichsupportsthem in their role. Suchsupportservicesmustbemade
availableconsistentlyacrossruralAustralia.

Serviceprovidersin rural or remoteareasare likely to facegreaterchallengesin terms
of:

Viability: Viability issuesfor smallercommunitycareservicesmayforcethemto

3 eitherclosedownor amalgamatefor economiesofscale. While currentarrangementsattemptto acknowledgerural issues,the fundingprovidedis oftennotadequateto
maintainqualityservices.

Newmodels: Servicemodelshavebeencreatedto specificallycaterfor theneedsof
rural andremotecommunities. In theory,modelssuchas Multi-PurposeServices

I (MPS) enableco-locationandintegrationofacute,residentialandcommunitycare
servicesbasedon theneedsofthecommunity. In reality, morework is neededto
makethesemodelswork effectivelyfor olderpeopleandfor thelocal communities.

Worlgcorce: Ruralandremoteworkforceissuescanbeacute. Providershavedifficulty

3 finding staffwith higherqualifications,do nothaveaccessto flexible professionaldevelopmentor formal trainingfor their staff, or the fundstopurchasesuchtraining.
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CULTURALLY APPROPRIATECARE

Australiansfrom culturallyandlinguisticallydiversebackgroundsareageingat a

greater
ratethanthat of thegeneralpopulation. The 1996Censusindicatedthat

approximately19% ofthe over65sarefrom culturally andlinguisticallydiverse
backgrounds,comparedto just7.4%ofthegeneralpopulation. In somelocal areas,I nearlyall of themembersofparticularculturalcommunitiesareover55 yearsof age.
This is the casefor manyofthe EasternEuropeancommunitieswhereimmigrationhas
ceasedandthis hasthe potentialto causeisolation,vulnerabilityandan increased
difficulty in maintainingtheelderlyin thecommunityif adequatesupportmechanisms
arenot available.

Ethnicolderpeoplehavespecificneedsandpreferencesarisingfrom their ethnicity.
However,ethniccommunitiesoftenlackthe capital,serviceandlanguage
infrastructureto supportculturally appropriateservices.Furthermore,therearestill
manybarriersthatpreventpeoplefrom culturally andlinguistically diverse
backgroundsaccessingmainstreamservices. Manyolderpeopleneedspecific
encouragementandeducationto accessservicesthat wouldprovidebenefitsto them.

Infonnalcarersin culturallyandlinguistically diversecommunitiesoftenplayamore
intensiverole in carethanAnglo-Australiancommunities. This is dueto language
barriersandthe lackofunderstandingby NESBolderpeopleabouthowthe
communitycaresystemin Australiaworks. Thereforeinformationaboutcommunity
careandotherservicesmustbeespeciallytargetedin diverseethniccommunitiesto
thecarersofolderpeople,who areoftenadult childrenorgrandchildren.

STATE CO-ORDINATION

Therearevariousstrategiesin placefundedby bothCommonwealthandState
Governments,to improveaccessandcarequalityofagedcareservices,howeverthese
needtobe co-ordinatedmoreeffectively.Thebestway to achieveimprovedaccess

— andquality ofcareoutcomes,to communityagedcareandresidentialagedcarefor
• elderlyAustraliansfrom diverselanguageandculturalbackgrounds,is afive-year

nationalethnicagedcareframework.This approachwill provideastrongerfocusand

better
reportingof initiativesandtheireffectivenessacrossthe State.This will involve

amoredeliberateapproachto planningfor thelocationofculturally specificservices.

At present,thereis aprofoundabsenceofsuchinformation,andit is difficult for
individualserviceprovidersto assessfor themselvesthemosteffectivemeansfor
achievingequitableoutcomesfor their diverseconsumers.

Oneof the mostpressingareasof concernfor culturally andlinguisticallydiverse
consumersof agedcareserviceis the lackofacoordinatedapproachto fee-free fr
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interpretingservices.Interpretingserviceshaveaconsiderableimpacton the careand

I clinical outcomesculturallyandlinguistically diverseconsumers.Thecurrentadhocapproachof concessionsandfundingfor the TelephoneInterpreterServicedoesnot
addressthedemandfor a coordinatedapproachto addressingthis issue.

HOME AND COMMUNITY CARE (HACC)

Thereseemsto havebeenlittle growthin NESB consumeraccessto theHACC

I
programbetween1995,whentheproportionofconsumersfrom diverselanguageand
culturalbackgroundswasestimatedat 12%nationally,and2000whenthe proportion
for this consumerpopulationwasestimatedat 13%. Assumingtheseaccessfiguresare

I correct,a dismalincreaseof 1% in accessovera five-yearperiodcallsfor amore
effectivecoordinationofaccessstrategies,andan urgentprioritisationofequity

I
targets.Togetherwith the settingofaccesstargetswith cleargoalsandoutcomes,a
reviewofaccessstrategiesshouldbe held, in orderto identifNl themostsuccessful
approaches,andto considerhowthesecanbeadaptedto the conditionsacrossurban
andrural areas.

MULTICULTURAL AND ETHNO-SPECIFICSERVICES

Theinaccessibilityof capitalfundshasplacedmanyethniccommunityorganisations
at a disadvantagein comparisonwith manyof the largerreligious-basednot-for-profit

I organisations,or the market-orientedprivatefor-profit operators.Multicultural and
ethno-specificservicesfacedifficulties in establishingthemselvesdueto avarietyof
reasons.Themajorissuesbeinglanguage,rigid fundingguidelinesandabasiclack of

I experiencein developingandmanagingservices.Multicultural andethno-specific
servicesareanimportantcomponentof the communitycaresystemin conjunction

I with mainstreamservicesto provideacomprehensivearrayofaccesspointsfor the
community.
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PUBLIC HOSPITALS

ACUTE CARE

I
Peopleaged65 andoverareconsuming42%of thetotal acutebedcaredays1. Older
peoplearemorelikely to presentwith co-morbidityrequiringlongerstaysin an acute
bed.As well theremaynot beatransitionalbedto sendthemto whentheyno longer
needintensivecarebut do needsomemedicalsupervision.

Thedemandfor bedsarehigh, with waiting lists extendedto yearsfor some

I procedures.Waiting timesathospitalemergencycentresarealsounreasonable,
creatinggreaterstressfor olderpeoplewith complexneeds.

I
Recognisingthehigh demand,programsthatcanprovideahigh level of clinical care
outsidehospitalwardsbecomeessential.Programshelppeoplemanagetheir illness
weredevelopedout of therecognitionof the increasingburdenofdiseasesoftheaged

I on public hospitals.Theyarestill in theirpilot stageandare fundedfor threeyears
only endingatthe endof2003.Theobjectivesof theprogramsareto reducehospital

I
readmissionratesandlengthof hospitalstays.This shouldimprovequalityof life for
peoplewith chronicconditions.Theneedsof linguisticandculturaldiversegroupsare
takeninto accountin the developmentandimplementationof theprogram.

HOSPITAL DISCHARGE

At thepresenttime, thetransitionbetweenhospitalandcommunityis not working
well for manyolderpeople. This is resultingin poorhealthoutcomesfor many

I consumersandunduestresson their carers.Dischargeplanningneedsto startprior to
hospitalisationfor all plannedadmissions,andshortlyafterhospitalisationfor

I unplannedadmissions.Comprehensiverisk screeningshouldbe in placeto identify
peoplewith complexneeds,andappropriatedischargeplansdevelopedfor all
consumers.Dischargeplanningneedsto takeinto accountthecapacityand

I willingnessofthecarerto continuecaring. Dischargeplanningshouldinvolve
carers/family,medical,nursing(hospitalandcommunity),alliedhealthand

I communitycareproviders. Thedischargeplanningprocessneedsto notmerely
identify theservicesrequired,butto ensurethat theseservicesareavailableon
discharge.Whereessentialservicesarenot available,dischargeshouldbedeferred.

I NSW Healthshouldmonitorthe outcomesofdischargeplanningto checkthehealth
outcomesfor consumers,identify anybreakdownsin thecontinuityof carefor

‘National figure providedby AgedandCommunityCareServicesIssuesPack2001 quotingDepartmentof Healthand
Aged CareThe Useofhospitalsbyolderpeople:a casemixanalysisJune2000
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consumers,andidentify anygapsor shortagesof servicesin thecommunity.

TRANSITIONAL CARE

Transitionalcareprovidescarethatassiststheolderpeoplemovingfrom acute
hospitalcareto their homeor residentialcare.Transitionalcareprovidesan

I opportunityfor thoseolderpatientsdischargedfrom an acutehospitalsettingto
receivecarethatwould enhancetheirlevel of independenceandallow theopportunity

I
to arrangefor morecomplexserviceprovisionathome.Carecanbe in theform of
supportservicesthroughCommunityAgedCarePackages,healthandcommunity
servicesor a specificshorttermresidentialservice.

I Transitioncarecanreducestheincidenceofprematureor inappropriateadmissionto
long-termresidentialcarefacility. A recenttransitionpilot in Newcastlefoundthat

I about30% of clientsimprovedto the extentofbeingableto returnhomewith
communitysupport.Thesefindingslendsupportto the effectivenessoftransitional
carefor olderpersonswhich is costeffectivein the long term.

The Aged-care Rights Service Page30

1123



• mission to The House of Representatives Standing Committee on Apeinci December 2002

COMMUNITY CARE

Therehavebeenincreasesin theHomeandCommunityCareProgramandother
communitycarefundingin recentyears. However,thereis not enoughfundingin the
systemto enableall thosewhorequiresupportto remainathometo eitherreceivea
serviceor to accessthenatureandlevel ofsupporttheyneed.

1998ABS datahighlightsthat29%ofpeopleaged65 yearsandoverin NSW reported
needsthatwerenot fully met. Themaintypesof assistancerequiredwerepersonalI care,transport,houseworkrespite,mealsandhomemaintenance.Manyusersof
services,especiallythosewith family carers,are rationedto receiveonly low levelsof
communitysupportaweekwhentheir needsarein fact muchhigherthanthis.

TheProductivityCommission’sexpenditureanalysisshowsthatat$327perperson
aged70yearsandover,NSW hadthe lowestHACC expenditureofanyjurisdictioninI
1999/2000,althoughtherehavebeensomeincreasessincethe dateoftheProductivity
Commission’sdata. Inadequateprovisionofhomeandcommunityservicesmay
resultin individualssufferingdeclininghealthandwell-beingor beingunnecessarily
andinappropriatelyadmittedto hospitalor nursinghomecare. In 1994,theAustralian
Instituteof Health& Welfareestimatedthat theHACC programonly addressedI
approximately50% of identifiedneedfor homesupportservices.While additional
funding toHACC andrelatedcommunitycareprogramshasbeenverywelcomein the
meantime,it hasnotkeptpacewith eitherexistingneedsor theknowngrowth in
demand.

• Communitycareservicesareparticularlyimportantfor indigenouscommunitiesand
peoplefrom culturally andlinguisticallydiversebackgrounds.Thesegroupstendto
makelessuseofresidentialagedcareandconsequentlyrequirehigherlevelsofI
communitycaresupport.Thefollowing keyactionsneedto be taken:
activelyparticlpate in a national reviewofthecommunitycaresystemwhichwillI createasensibleandflexiblestructureto meetconsumerneeds,reduceconsumer
confusionandreduceresourceswastedby serviceson reportingandmanagingthe

plethora
ofseparatecommunitycareprogramsacrossStateandCommonwealth

departments.

increaseHA CCfunding by atleast20% as aninitial re-injectionto enableamoreI appropriatelevel ofcareto beofferedto existingclients to befollowed by sufficient
growthfundingto matchfuturegrowthin demand.

expandtheavailability ofcomprehensivecarersupportservicesby the development
ofacomprehensivepackageofcoordinatedcarerservicestailoredaccordingto the
needs,preferences,cultureandageofthecareraswell as theperson(s)in needof
support. The‘package’ of carerservicesneedsto include:
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• arangeofflexible respitecareoptions(deliveredin thehome,communityandin
residentialandotherfacilities)

• in-homesupportservices

• financial concessionsfor carerson low incomes

• emotionalsupportandcounselling,includingtheuseofIT for innovativeprograms

• educationandtrainingthatsupportsthecarerin theirrole

• accessto qualityresidentialcare.

replacetheinequitableindexationmodelscurrentlyused. This includeslobbying
theCommonwealthGovernmentto replacethe CommonwealthOwn PurposeOutlays

(COPO)
indexationmethodandensuringindexationmethodsusedby the State

Governmentcompensatefor actualcostincreases.

researchtherealcostof providingcommunitycareascurrentpoor datasometimes
leadsto theunrealisticsettingofunit costsandultimatelyqualitymaybe
compromised.
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DEMENTIA

Dementiais widespreadandincreasingrapidlyin NSW

I 55,000peoplein NSW havemoderateto severedementia.

Another55,000areprobablyin theearlystagesofdementia.

I Over200,000peoplein NSWareaffectedby dementiain their families.

I
Therearearound6,000peoplenewly diagnosedwith dementiaeveryyearin NSW.

At age85,onein fourpeoplehavedementia.

I Halfthe peoplediagnosedwith dementialive in thecommunity.

Halfof thepeoplein agedcarehomes(hostelsandnursinghomes)havedementia.

Dementiais aleadingcauseofdisabilityanddeathin olderpeople.

— Inadequatefunding meansthatAlzheimer’sAssociationservicesreachonly 5-10%of

I thosein need. Reachis evenlower in ethnicgroups,indigenouscommunitiesand
rural andremotecommunitieswhereservicecostsarehigherandawarenessis lower.

o Dementiais notbeingdiagnosedearly in manycases,denyingpeople:I
~ treatmentfor reversibleconditionswhichhavedementia-likesymptoms
~ earlylegal andfinancialplanning,e.g. enduringpowersofattorney;I

enduringguardianship
~ evaluationof driving ability (puttingthemselvesandothersat risk)

~ assistanceto adjustto the diagnosis,planfor their futureandlearnabout
dementiamanagementU o ManyGPsareuninformedaboutadvancesin dementiadiagnosisandmanagement.

Thediagnosisof dementiais oftencommunicatedin an insensitivemanner.

U Thereis not enoughrespitesuitablefor peoplewith difficult dementia-related
behaviours.

N o Theeffectivenessofpsychogeriatricunit (PGU)assistancefor peoplewith
challengingbehaviourneedsreview. NSWhasonesuchunitbasedin the

I Illawarra. No supportof this kind is availableelsewherein NSW.

o Communityserviceworkersneedto bewell trainedin dementiamanagementto

providequalitycare.

I 30% ofresidentsin low carefacilities and70% of residentsin highcarefacilitieshave
adiagnosisof dementia,but fewer than5% of residentialcarebedsaredementia-
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specific.

o It hasbeenverydifficult to find residentialcareplacesfor peoplewith more
difficult dementia-relatedbehaviours.

o Carers/familymembersneededucationin understandingdementia,its symptoms
andmanagement.Thiswill enablethemto continuecaringfor longer, if they
chooseto do so.

o Residentialcarestaffandmanagementdo nothaveaccessto dementia-specific
trainingto enablethemto providequalitycare.

o Dementia-specifictraining shouldbeobligatoryfor residentialcarestaffand
managementto enablethemto providequalitycare.
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COMMUNITY HEALTH

HealthPromotion

HealthPromotionis focusedon keepinghealthypeoplehealthy, improvingthehealth
of thecommunityandrespondingto peoplewhoneedtreatmentandcare. It can
includesuchthingsas:maintaininggoodhealthandpreventingpeoplebecomingill
(eg local programsto reducesmokingandfall prevention),andhelpingpeoplewith
chronicillnessto preventcomplicationor admissionto hospital. MosthealthcareI occursin communitysettingsandaccordinglycommunityhealthshouldnotbeseenas
the“poor relation” ofacutecare.

Olderpeoplemustbeinformedandactivelyengagedin thedecisionmakingprocess
concerningtheirhealthin orderto improvetheirquality of life andfunctional

independence.
Thiswill requirechangesto thecontentandmethodsin the educational

componentof anyhealthpromotionprogram.

Oral Health

Oral diseases,includingdentalcaries,periodontaldiseaseandtheconditionsofpeople
without teeth,areamongthemostprevalentdiseasesin ourcommunitytoday,thoughI theyarevery mucha neglectedarea. Inadequatefundingfor publicdentalhealth
servicesby the StateGovernmentmeanthatsomegroupsofolderpeople,particularly
thoseon a low incomeanddisadvantagedgroups,arewaiting unacceptableperiodsof
time for service. In rural areas,theaccessto public dentaltreatmentis evenmore
neglected.A solutionmaybe to attachdentiststo themultipurposeunits in largeI
countrytowns,but therewouldstill be ashortageofdentistsin smallertowns.
Allied Health

Dueto insufficientresourcesthereis a shortageofallied healthworkers,particularly
socialworkers,radiographers,nutritionalists,physiotherapists,podiatristsand
occupationaltherapists.Podiatrists,for example,playan importantrole in
maintainingthemobility ofmanyolderpeopleandpeoplewith disability.
Approximately58% ofpersonswhoconsulta podiatristareagedover65 years.
Projectionsof theuseofpodiatryservicesindicatethatthe demandfor theseservices
is increasingatapproximately2.3%perannum,becauseofthegrowth andageingof
thepopulation. In acaringsituation,themaintenanceofmobility ofolderpeople
lessenstheamountofphysicalexertionrequiredof informal carers.Accessto allied
healthservicesfor peoplein rural areasis particularlyproblematicandrequiresI
deliberatestrategies.Optimalnutritionalstatusunderpinsthe well-beingofolder
peopleandcandirectly affect theoutcomeofanyillness, resultingin increased
hospitaladmissions,increasedmorbidity andmortality. Recentresearchindicatesthat
85%ofchronicdiseasesor disabilitiescanbepreventedor amelioratedthrough
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appropriatenutritional intervention.

Mental Health

It

is importantto notethatthenumbersofpeoplewith majorpsychiatricdisorders
suchas schizophreniaandbipolar disordersgrowingto anolderageare increasing.
Theywill needspecialistinterventionandaccommodationas thisoccurs.Thereare

E specialneedgroupswithin the olderpopulationsuchaspeoplefrom culturallyand
linguistically diversecommunitieswhoneedservicessensitiveto theirneedsand

access

to healthinterpreters. Carersof peoplewith mentalhealthissuesmustbe
informed,educated,supportedandinvolvedduringserviceprovisionto their loved
one.

Geriatric Rehabilitation

Suchservicesareessentialatthe interfacebetweenacutein-patientcareandthe next

phase,
beit “transitionalcare”,homeor long-termresidentialcare. Indeed,geriatric

rehabilitationfacilities shouldbeavailablefor thoseolderpeopleliving in the

community
whohavedevelopeddisabilitieswhichmayberemediablewithout

admissionto theacutehospitalsystem.

Palliative Care

Qualitypalliativecareis essentialto thepersonandtheir family in the final stagesof
anolderperson’slife. PalliativeCaremustbe easilyavailableto peoplewhoare
tenninallyill. Caringstaffandadequateresourcesarenecessaryto ensurethecomfort
of thosein needofcare.
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PEOPLEWITH LONGSTANDINGDISABILITY WHOARE AGEING

For thefirst time in history, peoplewith longstandingdisabilityare living into old age.
This is ameasureofoursuccessasasocietyin assistingthis groupthroughadvances
in medicaltechnologyandotherservices.

Figuresfrom theAustralianInstituteofHealthandWelfareprovideanindicationof
therapidincreasein numberofpeoplewith disability living into olderages:

In 1998,5.5% ofthepopulation(954,900people)hadasevereor profoundcore
activity restriction. Theraterisessignificantlywith age.

Survival to olderagesis nowareality for somepeoplewith anearlyonsetdisability,
with 11% (30,200)of thoseaged45-64and4% (13,000)of thoseaged65 or overwith

• severeor profoundcoreactivity restrictionsreportingan earlyonsetdisability (ie.
acquiredbeforeage18).

Between2000and2006 thetotal numberofpeoplewith asevereorprofoundcore
activity restrictionis expectedto increaseby 11.6%(137,600people).

Thegrowthin numbersis attributableto arapidincreasein sizeof theagegroups45-
64 years(19.3%or 59,500people)and65+ andoveryears(15% or76,300). Older
peoplewill live to anolderageandtherewill bearapidageingoftheworking age
population.

In 1999, 15.8%of disabilityserviceuserswereaged50 yearsandover,with 6.1%
aged60 andover.

Recentresearchindicatespeoplewith longstandingdisabilitywhoareageing
experienceanearlierdeclinein functionthando othersof asimilaragein the
populationandthatthechangescanbemorepronounced.As agrouptheycanalso
experience“secondarydisability” or healthcomplicationswhichcanariseasa result
of thelong-termeffectof the disabilityitself.

Thereis arangeofpossibledirectionsthatwould improveourcapacityto provide
relevantservicesto peoplewith longstandingdisabilitywho areageing. Someof
theseinclude:

• Providingcomprehensiveassessmentfor peoplewith complexcareneeds
(incorporatingcarer’sassessment)andongoingreassessmentto respondto

• changingneeds.

• Challengingperceptionswithin the disabilityandagedcaresectorsto ensure
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flexible, appropriateandtimely servicesfor peoplewith longstandingdisability
whoareageing.

• Developingresponsive,integratedmodelsof serviceprovisionthatsupport
collaborationandaddressthetransitionissuesfor peoplewith longstanding
disabilitywhoareageing.

•

Developingeffectivetrainingstrategiesfor staffacrossdisabilityservices,aged
careservicesandcommunitycareservicesabouttheneedsofpeoplewith
longstandingdisabilitywhoareageing.

• Improvingaccessto advocacyservicesfor peoplewith longstandingdisabilitywho
areageingto provideup-to-dateinformationandaccessto appropriateservices.

• Improvingaccessto advocacyservicesfor peoplewith longstandingdisabilitywho
areageingto ensureaccessto up-to-dateinformationon andaccessto appropriate
services
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ABORIGINAL AND TORRESSTRAIT ISLANDER ELDERS

E AboriginalandTorresStraitIslanderpeoplehavebeendisadvantagedfor manyyears
withoutaccessto manyoftheopportunitiesotherAustralianstakefor granted.The

I issuesfor AboriginalandTorresStraitIslandereldersarecomplexandrequire
deliberateattention.

I Becauseindigenouspeoplehavelower life expectancythanotherpeoplein the
population,theirtimely accessto agedcareservicesandothersupportscanbe delayed
andtheappropriatenessofthoseservicescanbediminishedwithoutattentionto
individualneedsandcultural responsiveness.

AboriginalandTorresStraitIslandercarersplayafundamentalrole in providingcare
within theindigenouscommunity. ManyAboriginal andTorresStrait Islandercarers
find the provisionofmainstreamservicestoo inflexible to meettheir changingneeds.
In fact, manyAboriginalandTorresStraitIslanderpeopledo not identify ashavingaI caringrole despitetheir culturalcommitmentto the supportof theirelders.To be
responsiveto the needsofAboriginalandTorresStraitIslandercarers,mainstream
servicesmustbe flexible andunderstandingofthe accessneedsof indigenouspeopleI
eg.by employingAboriginal andTorresStraitIslanderstaff,providingcross-cultural

I
training,recognisingtheneedfor emotionalsupportfor carers.

In 2000in New SouthWales,a StatewideGatheringofAboriginal andTorresStrait

I
IslandermanagersofCommunityCareandDisability Servicesdeterminedthatthe
mostimportantwaysto provideequitableaccessto culturally appropriateservices
wereto progressthe self-determinationofservicesdeliveredto indigenouspeopleby
indigenouspeoplewith quality training,properrepresentationwithin decision-makingI
systemsaswell asadesignatedinvestmentin Aboriginal andTorresStraitIslander
serviceprovision.

Aboriginal andTorresStraitIslanderservicesoperatethroughoutNSW. It is, however,
increasinglynecessaryto strengthenservicesandbuild capacityin the faceofgrowing3 need. PartnershipsbetweenAboriginalandTorresStraitIslanderservicesand
mainstreamprovidersareessentialto providearesponsiveserviceframeworkfor
AboriginalandTorresStraitIslandereldersin NSW.
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HOUSING

Olderpeoplehavesomeofthe highestlevelsofhomeownership. In 1996,79% of
olderpeoplelived in ahomefully ownedby a memberofthehousehold,with afurther
5% living in homeswith mortgagepaymentsstill beingmade. This total of84%
living in homesownedor mortgagedcomparesto 69% for youngeragegroups.

For thosein their ownhomes,somekey issuesare:

• Effectiveandaccessibleurbandesign,ensuringcommunitiesareageanddisability
friendly

• Encouragementofadaptablehousing,ableto bechangedto meetthe needsof
peopleastheyageor developdisabilities

• Accessto transportservices,allowing peopleto participatein their communities
andaccessessentialservicessuchasshops,banksandmedicalcare

• Accessto affordableandreliablehomeandgardenmaintenance,particularlyfor
frail olderpeopleor peoplewith disabilities.
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RetirementVillages

A

significantnumberofolderpeoplechooseto live in retirementaccommodation
designedfor peopleaged55 yearsandover. In manycasesthesedevelopmentsare
regulatedundertheNSWRetirementVillagesAct1999.

Therearetwo mainareasfor concern:

• Planningfor genuineretirementvillage developmentshasbecomefraughtsince
the StateGovernmentchangedStateEnvironmentalPlanningPolicy No. 5
(SEPP5) in 1998 to dilute therequirementsfor careprovisionin developments.
Theobjectivesof SEPP5 shouldbeprotectedin theapplicationof thepolicy.
The incentivefor mediumdensitydevelopmentsshouldbe separatedfrom
planningtools for agedpersonshousing.

• TheRetirementVillagesAct wasestablishedto provideprotectionto residents.
Any changesto theAct or regulationshouldnot be to thedetrimentor reduction
in protectionto residents.

SocialHousing

Someolderpeoplerequireassistancewith accessto affordablehousing. Theremaybe
manyreasonsfor this includinglow income,long-termdisabilityor recenthealth
condition.

Key issuesinclude:

• Increasingtheinvestmentin newpropertiesfor socialhousingto addressthe
96,000-personwaiting list for theDepartmentofHousing.

• Reversingthe decisionto introducerenewabletenanciesandchangerentalbond
schemeswhich will disadvantagepeopleon thewaiting list for socialhousing. A
numberofcategoriesofsitting tenantswhotransferbetweenpropertieswill alsobe
affected.
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OlderPeopleandHomelessness

I
The SupportedAccommodationAssistanceProgram(SAAP), fundedjointly by the
CommonwealthandStategovernments,providesaccommodationsupportincluding
refugesto disadvantagedpeoplethroughoutAustralia. NSW hasahigherproportion

I ofolderSAAP clientsat32%thanthenationalaverageof26%. 67% ofolder SAAP
clientsusedservicesin capitalcitiesandmetropolitancentresand61%ofall older

I
SAAP clientsweremale. As comparedwith the generalpopulation,olderindigenous
peoplewere16 timesover-representedin SAAP services,representingonly 1.1% of
theolderpopulationbut comprising17%of olderSAAP clients. Unlike thegeneral

H olderSAAP clientbase,54%of olderindigenousSAAP client werefemale. Despite
this, olderpeopleaccessedSAAPservicesatarate5 timeslower thanyoungerpeople,

I
ie 15 olderpeoplein every100,000peopleusedSAAPservicescomparedto 75
youngerpeoplein every100,000.Preliminaryinformationfrom the Commonwealth
DepartmentofFamilyandCommunityServicesalsoindicatesthatthereasonsthat

I manyolderclientsapproachedSAAPincluded: domesticviolence,drug& alcohol
problems,sleepingrough,usualaccommodationwasno longeravailable,financial
problems,recentarrival in the areawith no supports,psychiatricillness.SAAP

I servicesreportdifficulty in accessingHACC andothersupportservicesdueto the
homelessstatusofolderclients
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TRANSPORTFOROLDERPEOPLE

Publictransportshouldbeconsideredintegralto theworkingof asociallyjustsociety.

N It providesan affordablewayfor olderpeopleandothermembersof societyto take
part in activitiesandcontributeto the socialgood. It is fundamentalto manypeople’s

I independence.Independenceis somethingthatolderpeople,like all ofus,valuemost
strongly.

E Becausepublic transportassistsin maintainingolderpeople’sindependence,it also
contributesto theirhealthandwell being. By usingareliablepublic transportsystem,

H
olderpeopleareableto accessmedicalservicesasnecessary,attendexerciseclasses
andprovidefor themselveshouseholdessentialswe all requiresuchasfoodand
clothing.

Public transportallows its usersto avoid socialisolation— a contributingfactorto
depression,themostcommonmentalillness in Australiaandoneto which older
peoplearevulnerable.

For thesereasonsandmore,public transportin NSW mustbeexpandedandimproved

H as thepopulationages,growsnumericallyandspreads.Public transportshouldbe
extendedinto areaswhereit doesnotyet exist.

Manyareasreportinadequatecommunitytransportservicesfor olderpeople. This is
especiallycritical in rural andregionalareaswherelittle orno othertransport

I infrastructureexists. CommunityTransport,which relieson volunteerdriversfor
manyservices,is facingunresolveddriveraccreditationissues,sometimesimpeding

H
opportunitiesfor expansionofservices. TheNSWAgedCareAlliancefully supports
the call for fundedtransportdevelopmentworkersbasedin communityorganisations
in everyregionto promotethedevelopmentandadvancementof transport
infrastructurethroughoutthisState.

H
Early dischargeandshortstayhospitalvisitsmeansagreaterrelianceon health-related
transportfor olderpeopleto attendoutpatients,daytreatmentanddoctor’svisits.
Peoplearetravelling further,morefrequentlyandolderpeoplesometimesrequire

H supportwhile travelling. Health-relatedtransportis essentialfor olderpeopleandis
critically under-resourced.

H Existingpublic transportservicesshouldbe improvedboth in termsofaccessibility
andreliability. Thebuses,trainsandferries shouldalsobeupgradedsopeople’s

H
safetyandcomfortareassuredasmuchaspossible.Timetablesbetweendifferent
modesoftransport(ie busesandtrains) shouldbe co-ordinatedandvehiclesshouldbe
designedfor easyandmodifiedaccessby olderpeople.
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Implementation Issues

H Manyrecentreformsaffectingagedcareandotherrelatedserviceprovidershavebeen
designedto improvethequalityanddeliveryof servicesto olderpeople. Therehas

H
been,however,a tendencyto introducesimultaneousreforms,without regardto other
pressureson providers. Theresultantcoststo agencies,both in dollarsandclient
services,hasbeencrippling attimes. Similarly, reformsoutsidethe agedcaresector,H egHealthandtransport,havesignificantperipheralimpactson servicesto older
people. Smaller,mediumandsomespecialisedprovidersoftenhavefewerresources

H
to respondto thevigorousimplementationofmultiple reforms.TheNSWAgedCare
Alliancebelievesthatadiversityof providers(size,natureandlocation)mustbe
maintainedto enablethebestservicemix to olderpeople.Also, adeliberateprogramH ofsupportis necessaryto assistprovidersto appropriatelyrespondto thereform
process.A reformschedulecouldminimiseunintendedconsequenceson service

H
providersaswell aspossiblyidentify areasneedingspecificsupports.TheAlliance
calls for the samedegreeofco-ordinationbetweengovernmentagencies,around
reformsandotherproviderobligations,thatthegovernmentexpectsofserviceH providers. TheAlliance alsocallsfor adequatemonitoringof therequirementson
providersandappropriateinfrastructuresupportsfor the operationsofservice
providers.

WorkforceIssues

Mostagedcareandotherservicesto olderpeoplerely in the mainon government
fundingto provideservices.Recentvery welcomeincreasesin the Socialand
CommunityServices(SACS)Awardhaveput addedpressureon providersespecially

H whereCommonwealthfundingis involved. Mostcommunitycareandotherservices
to olderpeoplerely totally or in parton Commonwealthfundingandto dateno

H supplementaryfundinghasbeenmadeavailableto supportAwardincreasesrelatedto
Commonwealthfunding. Otheremployerobligationssuchas superannuation
increasesalsoputaddedpressureon servicesjustasdemandfor thoseservicesis

H escalating.Recruitmentandretentionofstaffis increasinglydifficult for government
fundedservicesto olderpeople,especiallyin rural & regionalareas,forAboriginal
andTorresStraitIslanderservicesandfor staffproviding supportservicesto culturally
andlinguistically diversecommunities.

Volunteers

Manyagedcareandotherservicesto olderpeopleinvolve thegeneroustimeand

H
energyofvolunteerworkersasacriticalpartof their serviceprovision. As the funding
basedoesnot keeppacewith demandthereis atendencyto loadvolunteerworkers
with unreasonableresponsibilities,to expectmorewith greaterpersonalliabilities.
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Therecruitmentbaseofvolunteersfor servicesto olderpeopleis diminishing,H arguablydueto increasingexpectationsofresponsibilityandcommitment,andthis
also impactson volunteerson local managementcommittees.Thesameissuesfor

H
volunteersmirror thoseofpaidworkerswithin Aboriginal& TorresStrait Islander
communities,within culturally & linguistically diversecommunitiesandin rural &
regionalareas.

H Public Liability Insurance
Therecentcrisis in insuranceprovisionhasadverselyimpactedon providersof

H servicesto olderpeople.Public liability coverage,whileno longeraconditionof
incorporation,is arequirementof fundingagreementsbetweengovernmentagencies

H andnon-governmentorganisations.TheAlliancefearsthatincreasedinsurancecostswill affectserviceprovisionto clients. Insurancecoveris essentialto agedcareand
otherservicesfor olderpeopleandthe availabilityof coverageataffordablepremiums

H is critical to ensurethecontinuationofqualityserviceprovision.

H
Paperwork

Supportservicesfor olderpeoplehaveincreasinglybeenrequiredto performalong
businesslinesdespiteincreasingrecognitionthattheprinciplesofaperfectmarketdo

H not apply in humanservices.Thishasresultedin an overwhelmingcontractualandregulatorydemandfor paperwork.While theintentionwasto improvetheefficiency

H of serviceprovision,the resultis actuallyreducingtheamountof time providerscan
spendwith clients. This is exacerbatedfor providersthat receivefunding from a
numberof differentsources,with differentreportingrequirements.

H
H
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