
 

  

  AGED CARE PROGRAM REDESIGN 

SERVICES FOR THE FUTURE 

Endorsed by: 
      

Submitted by:   Older Persons Advocacy Network (OPAN)  
 

Prepared by: Aged and Disability Australia and OPAN 
      



 

AGED CARE PROGRAM REDESIGN:  

SERVICES FOR THE FUTURE 

 

The Older Persons Advocacy Network (OPAN) is pleased to contribute to the national conversation about 

how Australia should go about the task of redesigning the National aged care system. Australia needs a 

system of support that it is fit for purpose and capable of supporting future generations of older 

Australians as they seek support from external sources to continue living as independently as possible 

with the highest possible quality of life.  

From OPAN’s perspective this conversation has been a long time coming and is of vital importance to the 

Network, and more importantly for older Australians whom we have and will continue to represent on 

issues pertaining to aged care service and quality.  

OPAN’s response will focus on areas to which it considers it has understanding and expertise to contribute, 

and in doing so will also try to bring the voice of the older person to the redesign. 

 

About OPAN 

The Older Persons Advocacy Network (OPAN) is a national network comprised of nine state and territory 

service delivery organisations that have been successfully delivering aged care advocacy, information and 

education services to older people in metropolitan, regional, rural and remote Australia, in some cases 

for periods approaching 30 years. 

OPAN’s free, independent services support older people, their families and their representatives to 

address issues related to Commonwealth funded aged care services through information, education and 

individual advocacy support. The Older Persons Advocacy Network is funded by the Australian 

Government to deliver the National Aged Care Advocacy Program (NACAP). OPAN aims to provide a 

national voice for aged care advocacy and promote excellence and national consistency in the delivery of 

advocacy services under NACAP.  

 

1. What are your views on the principles for a new system, set out on page 4 of this paper? 

A rights-based approach is vital to the future of aged care 

OPAN is broadly supportive of the proposed principles, viewing them as critical to a safe, effective and 

sustainable new system. As with most aspirational statements of principles, the challenge is how do we 

as Australians create a system in which these principles go beyond the words and intentions and are 

instead, embodied in the system and are supported and advanced by every individual who interacts with 

the aged care system?  OPAN’s view is this can only be achieved through a focus on, and promotion of, 

the rights of the older person.   



 

The recognition of the human rights of older Australians must be the key foundation on which any 

redesigned aged care system is built. Too often OPAN sees older people being required to relinquish their 

rights when they access Commonwealth funded aged care. OPAN has previously raised this concern with 

the Commission and is aware that others have also raised this as an alarming issue during this Inquiry.  

As an advocacy network, our aged care advocates are on the ground daily supporting older people whose 

experience of the current system leaves them uncertain, confused and in some instances distraught by 

the quality of the care and support they’re receiving. OPAN is acutely aware of service and system 

shortcomings and is well placed to suggest how the aged care system should be re-designed to provide 

the quality care we as the broader population of Australians should expect.  

In supporting the principles, OPAN would recommend changing the wording of “support older people 

to have a good death”, to the use of the words “support older peoples’ rights for their end of life 

decisions”. 

 

hƭŘŜǊ ǇŜƻǇƭŜΩǎ ƻƴƎƻƛƴƎ ƛƴǇǳǘ ŀƴŘ ǇŜǊǎǇŜŎǘƛǾŜǎ ŀǊŜ ŜǎǎŜƴǘƛŀƭ  

OPAN argues that the re-design process must prioritise the voice of the older person and create 

mechanisms for older people to provide their input into this vital process. Those who’ve struggled in the 

current aged care system to have their needs met are well placed to provide feedback on program 

redesign. Conversely, individuals who’ve been the recipients of quality care may similarly provide useful 

advice on what makes or has made their care of a high quality. A redesigned system of care will have 

robust mechanisms whereby service recipients will have on-going opportunities to provide feedback, and 

importantly, their views will be listened to and acted upon.  

There’s a long and entrenched culture in the current system of the voices of older people as stakeholders 

either not being heard, or heard but responded to in such a way that requested improvements in care 

were temporary. The same reported issue(s) then re-present just a short while later and require further 

investment of energy to seek to have the same matter addressed once again. OPAN often hears from 

older people that improvements are often short lived and not sustained.  

OPAN recommends integrating a formalised continuous improvement approach to quality, should be 

embedded within the system; otherwise we are condemned to repeating the wrongs.  

 

Intervention and quality benchmarks are ƴŜŜŘŜŘ ƛƴ ǘƘŜ ΨƳŀǊƪŜǘΩ 

OPAN suggests that allowing market forces to determine which providers belong in the re-designed 

program and which have no place is no longer an option. Left to the open market, there will likely be a 

continuation of the same financial practices which have contributed to the failed system we currently 

have. Government cannot afford to take a “hands off” approach where vulnerable older Australians are 

concerned, and instead needs to be “hands on” in respect to ensuring that all aspects that contribute to 

quality care are consistently in place.  



 

There are clear gaps where the ‘market’ approach is not working for all older Australians. Aboriginal and 

Torres Strait Islander communities and other Australians, particularly those in rural and remote areas are 

not getting access to aged care. For those in the Northern Territory, remote WA, QLD and SA, an 

equalization ‘principle’ and approach is required to deal with the higher costs, workforce challenges, and 

negligible market in these key locations.    

OPAN recognises that part of the reason agencies around Australia have failed to achieve the quality 

benchmarks set by the current system is because they weren’t funded at a level that allowed them to 

deliver what was needed recognising all those factors which add to the cost of delivering care in regional, 

rural and remote parts of the country.  

 

Access to free, independent and individual advocacy support must be a cornerstone principle in the 

ǊŜŘŜǎƛƎƴŜŘ ǎȅǎǘŜƳ ŀƴŘ ǎŜŎǳǊƛƴƎ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ǊƛƎƘǘǎ 

OPAN argues that an important element of program re-design is to examine the function and scope of 

advocacy, and how it interfaces with both the system of direct care and those entities such as the ACQSC, 

whose focus is on ensuring that care providers are delivering care in line with the principles which 

underpin a new care system. Advocates who engage with service recipients quickly develop an 

understanding of what has been occurring with a client and what the client believes needs to change in 

order that their rights, as enshrined in the Charter of Aged Care Rights, are upheld. A fundamental 

weakness of the current system is the lack of weight given to views and recommendations of older people 

themselves, or through their formal or informal advocates. 

In our experience there is no requirement for the provider to heed the client’s suggestion. This is true 

even when there’s a strong case to be made that past care has been in breach of the aged care standards, 

the charter of aged care rights or other guiding documents that underpin the current system. If providers 

lack the willingness to address the care recipient’s concern, there’s little more an OPAN advocate can do 

other than to outline to the recipient their options regarding escalating the complaint or supporting the 

care recipient through those escalation processes. 

OPAN recommends that older people and their advocates are afforded the scope to make considered 

recommendations to a care provider, at the older person direction, with greater onus on the provider 

to implement the recommendations or otherwise provide a reasoned rationale as to why they 

can’t/won’t be implemented. This should occur when a clear breach of the Charter of Aged Care Rights 

has occurred. 

One of the strengths of the current aged care advocacy model is that advocates have direct contact with 

clients and get to understand the operating environment and the recipient’s concerns firsthand. The 

relationship of trust that’s crucial for clients to disclose what’s happening in respect to care is a definite 

strength of the current model. However, the advocate’s lack of “teeth” when it comes to providers who 

are diffident to their client’s concerns is a definite weakness. 

The voice of older people, through advocacy, must also inform the quality and safety system. 



 

OPAN argues that if a re-designed program is to be truly effective, the ‘on the ground’ intelligence that 

advocates gather about a care recipient’s concerns must be given greater credence by the ACQSC. If what 

an advocate advises the ACQSC has been occurring is at odds with what the care provider is telling the 

ACQSC in relation to this recipient, then this should warrant greater and closer investigation.  

The program re-design will examine closely how advocacy integrates with complaints and quality 

assurance mechanisms and builds a truly collaborative model that’s capable of ensuring recipients 

concerns are sensitively and adequately addressed.  

The views of the individual older person who is supported by an advocate must be given greater weight. 

If an OPAN advocate is acting on their behalf, and at their direction, this should be a sign of the level of 

the concerns the older person, their family or representative has.  They have engaged the assistance of 

an advocate and directed them to act on their behalf for good reason. This role, and that the older person 

directed this action, should be recognised, supported and sagaciously respected. 

There also needs to be a manner in which non-client directed or more systemic issues of concern can be 

raised with the ACQSC, which maintains respect for the autonomy of the older people experiencing the 

issue. The ACQSC continues to build its approach to ‘business intelligence’ and is incorporating risk 

flagging within its information systems. The collective views, or the flagging of a concern, through OPAN 

or its advocates must raise the bar in identifying a high-risk area or provider. For too long aged care 

advocacy organisations have taken concerns with individual providers or systemic issues to the aged care 

quality and safety system without comparable or greater weight being placed on this intelligence.   

If the fundamental driver for the re-designed program is service recipients receiving high quality care 

100% of the time, then recipients must be listened to, believed and supported when they report their 

experience of care is something less than that which was promised. The re-designed program must 

respect and respond to what care recipients are reporting, after all, the program is intended to support 

them.  

OPAN recognises these concepts require further exploration in order for aged care advocates to maintain 

their independent and partisan (on the side of the older person) approach.  We look forward to exploring 

these concepts further with the Royal Commission into Aged Care Quality and Safety in the near future. 

 

Human Rights, the Rights of Older Persons and the Charter of Aged Care Rights must be a foundational 

and enforceable principle of the future system 

OPAN recommends embedding a human rights-based framework as the foundational step in the re-

design process.  

The Royal Commission has heard evidence to date of the human rights abuses occurring in the current 

aged care system, and at the interface with the acute care system, and yet these abuses have been 

normalised in the absence of a clearly articulated set of human rights that are fundamental and inalienable 

in respect to each occasion of care.  



 

While the Charter of Aged Care Rights remains a useful tool to highlight one’s rights as a care recipient, it 

in and of itself, is insufficient in respect to ensuring that basic human rights are always respected in all 

care environments. The abuses highlighted to the Royal Commission could not have occurred in a care 

system founded upon a system of rights, and with a workforce who understands, is resourced and is 

committed to upholding these rights in the context of every occasion of care they provide. 

While the Charter of Aged Care Rights exists, there has been no attempt to date to place a framework 

of enforcement around the Charter. This is an urgent requirement in the redesigned system. 

There is a lack of understanding by aged care providers and the aged care workforce of their need to 

adhere to the Charter of Aged Care Rights and enforceability mechanisms or specific penalties for 

breaches do not exist. These will be required in any future system design.  

The Convention on the Rights of Persons with Disabilities, to which Australia is a signatory, has helped 

frame disability support in terms of the rights of persons with disability and has created a stronger rights-

based framework for the provision of disability support services. OPAN supports the development of a 

comparable document that formalises the rights of older persons to facilitate the embedding of rights 

within the re-designed age care program. If this new ‘Convention on the Rights of Older People’ were 

legislated into existence, it would provide a legal framework for rights violations to be considered if/when 

rights abuses occur.  

In the current aged care system, there isn’t the requisite legal framework in place that might allow rights 

violations in the care context to be tested and heard in court. The current system of sanctions applied to 

providers found to be in breach of their contractual obligations regarding provision of care has not acted 

as sufficiently strong deterrents to prevent providers from behaving in ways that are abusive, negligent, 

in violation of the care recipients’ basic human rights, and altogether unconscionable. For this reason, a 

stronger framework established through a clearly articulated set of rights of older people is required.  

It’s argued that empowering older people to speak up for themselves, and particularly in situations where 

their rights have been violated, or are at risk of violation, would be made easier if their human rights were 

codified in a document of the type described above.  

Part of rebuilding the community’s trust in the redesigned program will be stakeholders being able to see 

how the ACQSC responds to breaches of provider obligations and importantly that older people are 

listened to and believed. It has been the observation of OPAN advocates that at times the concerns of the 

older person, their family and representatives can be too easily dismissed. One of the insidious 

manifestations of ageism is the often held view that older people are vague and unreliable witnesses and 

therefore their testimonies should be regarded with suspicion. As a counter to this, having an entity such 

as the ACQSC listening to and believing the claims made by the complainant and acting on their complaint 

from a position of respect and legitimate concern will send a very positive message to the community that 

the ACQSC “has their back” when there are demonstrable breaches in standards of care.  

 

Tackling Ageism in Australia is vital to redesign and future workforce 



 

Ageism has been suggested throughout the Royal Commission’s hearings as being rampant in Australian 

culture generally and similarly ‘the elephant in the room’ as far as the current aged care system is 

concerned.  

Ageism must be comprehensively addressed nationwide as part of a broader agenda to change the way 

ageing is perceived. This must also happen in order that there is a recruitment pool of employable 

candidates to meet the demand for a burgeoning aged care workforce.  Having respect for and a healthy 

regard toward older people is fundamental to every aged care employee but in the current aged care 

system it is questioned as to whether this personal attribute is screened, profiled and tested.  

Changing the way older people are perceived by the entire Australian population will be a critical factor 

in the success of the re-designed program because any care program will only be as effective as the 

workforce who deliver the care.  

A re-designed program will invest in cultivating a workforce imbued with the attitudes and values that 

support the delivery of person-centered care to every person who is a care recipient regardless of their 

presentation. A sector focused on long-term sustainability will nurture its workforce and as described, 

allow regular opportunities for personal reflection, de-briefing and access to employee assistance when 

issues arise for workers. A sustainable sector will afford the workforce as much dignity and respect as it 

expects the workforce to show the care recipients.  

A greater focus needs to be placed on the attitudinal dimensions of working in this sector.  

 

aŀƛƴǘŀƛƴƛƴƎ ΨCapacityΩ and propagating Supported Decision Making as a principle and strategy in the 

redesigned system 

OPAN advocates have observed that significant proportions of the current aged care and acute care 

workforce have a poor understanding of cognitive capacity. Rights abuses occur because it has become 

common to use labels such as ‘questionable capacity’ or ‘lacking capacity’ to justify actions of substitute 

decision makers deciding on behalf of an older person. Care givers, attorneys, family members, and people 

setting out to exploit or abuse, find it convenient to negate an older person’s capacity (often in the 

absence of any formal capacity assessment) in order to make decisions on behalf of older people, with 

their own interests rather than with the older person’s preferred wishes in mind. 

OPAN advocates routinely support older people for whom care providers claim lack capacity and find that 

given time, encouragement and support, many of these individuals can and do express their wishes and 

preferences and have insight into the impacts of their decisions. This extends to individuals who’ve had 

‘Orders’ put in place formalising the appointment of substitute decision-makers on the presumption of 

lacking capacity, only to have it later shown the individual retains capacity.  

Advocates find that when older people express wishes that aren’t in accord with those around them e.g. 

their children or grandchildren, ‘lacks capacity’ is a convenient label to apply to the older person to justify 

overriding their wishes. This is observed in acute care settings where the older person is wanting to return 

home but treating staff and or family consider home too risky. Following the ‘questionable capacity’ 



 

determination in the absence of the appropriate assessment, it becomes permissible for those holding 

the power to exercise their will on the basis that the older person lacks capacity. 

Too often older people are being assessed whilst admitted to hospital when they are unwell, either 

physically or experiencing a mental episode, resulting in an incorrect decision being made on their 

capacity.  Advocates have supported those individuals to arrange an independent assessment, with many 

resulting in having capacity; however, these assessments come at a significant cost (i.e. greater than 

$1,000) which excludes those unable to afford the cost.  

Part of halting the human rights abuses in both aged care and acute care setting is for comprehensive 

training in supported decision making for staff around cognitive capacity and correct application of this 

fundamental principle.  

OPAN has developed tools and resources which educate and enable older people to continue to direct 

their care and supports through support decision making approaches.  Enacting of this model throughout 

the aged care workforce and system is required.  

 

Respect for the dignity of risk and the right to independence  

The ‘Work Health and Safety’ practices of current aged care providers are often used to justify why an 

older person is unable to continue the activities they want to continue to do. If actions entail a measure 

of risk, then residents and home care recipients can be actively discouraged from pursuing the action on 

the grounds of risk of injury. 

In the current care environment, despite the rhetoric around client choice and control, some care 

providers cultivate a care culture of compliance with the providers wishes, citing the home care recipient 

or resident’s ‘safety’ as the reason why residents can no longer exercise free choice and continue with 

their favored activities. Risk begins to be used as the reason why residents and care recipients are actively 

discouraged from continuing the activities they’ve enjoyed throughout their lives and want to continue to 

enjoy.  

An older person’s right, particularly in residential care, to continue to do the things that bring meaning 

and pleasure to their lives, even when it entails reasonable risk would be better supported in a care 

environment that embodies a rights-based approach.  

If part of the redesign of the aged care system is to make any place where an older person lives a home 

in the true sense of the word, then it requires greater emphasis not just on the values of Dignity and 

Respect but a greater focus on how care practices uphold Dignity of Risk. 

Choice, control and access to primary care as principles in relation to aged care  

A common complaint older people in residential care make about their accommodation provider is the 

imposition of the directive that as a resident of the facility, they will be treated by the visiting GP(s) whom 

the facility has contracted. Repeatedly advocates hear how this represents an unexpected and deeply 

troubling severing of a very important, trusted and sometimes decades 



 

long care relationship with their GP. When residents speak of this forced change, it represents a great loss 

given how their trusted GP often knows their whole life, family, medical and pharmacological history and 

is regarded as integral to the older person’s on-going care and treatment. This provides not only breaks 

in a trusted relationship but also health risks due to possible breakdowns in continuity of care. 

In a humane care system, where the rights of the individuals are respected, provision will be made to 

not only allow residents to maintain regular access to their preferred GP (through visits or telehealth) 

but they’ll be supported to get to and from these appointments, where this is practicable.  

Under the current model of care, any resident who resists being treated by the facility GP and insists on 

retaining their GP, is afforded little or no support to get to and from consultations.  

  



 

2. How could we ensure that any redesign of the aged care system makes it simpler for older 

people to find and receive the care and supports that they need? 

OPAN acknowledges that some within the current generation of older people are cohorts who are not 

inclined to seek, assimilate, trust then act on information they’ve sourced from a website or call centre. 

Many older people whom OPAN advocates engage with respond well to the fact that the advocate 

explains information about the age care system, often in person, and in ways that they can comprehend 

and are comfortable with. This face to face support is the option older people expect.  

Increased investment in outreach and face it face support for individual advocacy, information and 

navigation support is required. These skill sets and services need to be on the ground and available locally. 

However, OPAN acknowledges the need to supplement these one-to-one and group supports with 

telephone and other technologies, given the size of Australia and its geographical disbursement, with a 

model that provides both options to all Australians in the future. Models for remote and rural locations 

which have placed based, outreach and tele-advocacy approaches need to be included in future system 

design. However, the option of face to face support should be by choice not by design. 

This is particularly pertinent in the initial stages when an older person has experienced some type of 

health crisis or functional loss which becomes the trigger for their emergent need for external support. 

Older people have told OPAN, through OPAN’s involvement in the Aged Care Systems Navigator trial, that 

they are often feeling stressed, overwhelmed, confused and challenged before they’ve engaged with the 

aged care system and OPAN argues that having access to someone who can engage and provide 

information and services, options, rights, processes for gaining access, offers the types of support and 

reassurance is difficult to achieve via a call centre response. 

Advocates are adept at making the complex seem less complex. Advocates enough time with a client to 

gain their trust so that the client feels they have an ‘ally’ who is there for them. This, together with 

independence from government and aged care providers, is one of the strengths of the current advocacy 

model.  

While My Aged Care (MAC) is navigable by some older people, for most of those older people whom OPAN 

has supported MAC has been found to be impersonal, rigid, unreliable, complex, non-functional. MAC has 

not been an effective substitute for talking to another person who is there ‘in the room with them’. 

Advocates are frequently requested by older people to help them navigate MAC on their behalf as their 

prior experience of this system has left them unsure, stressed and often confused about what is to happen 

next.     

The provision of accurate, unbiased information about services, rights and options are legitimate 

functions of an advocate, along with the important function of assisting someone who is struggling with 

some aspect of their care and who requires support to take up the issue with their care provider. 

Historically, the aged care advocate’s predominate role under NACAP was helping resolve aged care 

related issues. However, the scope of the revised NACAP Framework, released by the Australian 

Government in February 2019, approaches advocacy more broadly and considers potential users of the 

aged care system within scope.  Without commensurate increases in funding OPAN has been required to 

focus in the most immediate needs and those with the highest risk. However, the participation of the 



 

majority of OPAN’s Member organisations within the current Aged Care System Navigator trials has 

demonstrated that aged care advocates have the expertise required to navigate the complexities of the 

aged care system and engage with older people on their terms.  

Advocates are well placed to be the Systems Navigators in the re-designed program. The System Navigator 

role focuses on the most vulnerable and those with barriers to engaging with the aged care system, 

explaining how the aged care system works and providing the initial support which allows older people to 

gain the information and the confidence to engage with and navigate the system on their own. 

Realistically, given the levels of frailty and cognitive and functional challenge being experienced by those 

who are attempting to navigate the current system, some individuals or segments of some diverse 

populations may never gain the requisite knowledge and skill to navigate the system unaided (though this 

may remain the goal) and may always require direct assistance. Many older people simply have no idea 

of the support available, let alone know how to access it, especially those in vulnerable circumstances. 

System Navigators will provide this one-to-one support to reduce barriers to access, and become the 

conduit between older person, MAC and service provider to ensure satisfactory process and 

implementation of service 

Systems Navigators need to be built into the aged care system, individual aged care advocacy continuum 

and expanded as a key program approach relating to access, choice and control. System Navigators need 

to be easy to locate. It is suggested that this function be co-located/integrated with the aged care 

advocacy function and be able to respond to diverse population needs.  

Notwithstanding that the intent of MAC was to ensure consistency of first response including access to 

initial assessment, older people, their families and representatives tell OPAN that this de-personalised 

approach doesn’t resonate. If MAC were easy to navigate and resulted in the care being provided without 

a fuss, then older people would be less concerned. For many, MAC has become a roadblock to access 

rather than facilitating access. This cannot be allowed to be a feature of new assessment and referral 

models. 

Until such time as all older people are IT savvy and comfortable accessing information via websites, 

navigating via use of “Apps”, there is need for several modalities to support access to care and supports. 

The current list of “special needs groups” is a neat summary of those for whom MAC will remain 

inaccessible for social, cultural, technological and other reasons.  

Remote Aboriginal and Torres Strait Islander communities, Forgotten Australians, those experiencing 

homelessness, people with English as a second language are all groups who have stated to OPAN they 

cannot engage with mainstream and government systems and require culturally sensitive and tailored 

approaches, built around trusted System Navigators and advocates. 

  

  



 

3. Information, assessment and system navigation. 

What is the best model for delivery of the services at the entry point to the aged care system-

considering the importance of the first contact that older people have with the system? This includes 

looking at services provided by phone website as well as face-to-face services. 

OPAN supports a person-centered and person-directed model. For many vulnerable older Australians 

there’s no substitute for being able to talk to someone face-to-face whether that be in the older person’s 

home, in hospital, a community gathering of older people or wherever it happens to be.  

For example, Advocates find that an older person who has been newly approved for a home care package 

in the current system often lacks information and knowledge to maximise their package. The optimal 

solution is to have someone at the very outset to help the individual clarify a host of matters. Without 

someone independent of the direct care system being available to educate and support, to ask for and 

negotiate what they need and want, the older person will instead be offered what the provider 

determines is most convenient for the provider.  

Current experience of home care packages is that direct care providers aren’t the appropriate agency to 

be explaining the key sets of information about choice and control due to self-interest. Older people have 

reported still being offered a list of services from which to pick rather a system of support which has been 

built through exploration of their desires, life experiences and needs. The business driver is for limited, 

operationally based efficiency rather than person centeredness and tailored individual packages of 

support.  

It’s unrealistic to expect an older person to maximise their choice and control without significant 

independent support from the outset. OPAN’s experience is that in many cases it is not until a package 

recipient seeks the support of an advocate around an issue they’re having with their packaged care, and 

the advocate explains their rights and options, that recipients realise they could have been asking for 

something they didn’t even know about and/or negotiate around fees that they assumed were fixed and 

non-negotiable. Empowered older people as users of aged care services need access to independent 

information and education provided by an entity who is not a direct care provider.  

OPAN recommends that an entity (or entities) independent of the assessment and direct care systems is 

best placed to educate and equip older people to clarify their priorities for support, understand exactly 

what’s negotiable, instilling the confidence to negotiate for what they need and want, and getting the 

upfront verbal offers written into the care agreement so that there is mutual accountability for the 

enticing verbal sales pitches that may be put to new package care recipients. This should be incorporated 

into an expanded National Aged Care Advocacy Program (NACAP). 

Its arguable that given the current wait times between someone being approved for a package and their 

being offered a package, this competence and capability “training” referred to above could be undertaken 

whilst the individual waits for their package offer. Arguably by the time they are offered a package the 

individual would have acquired the requisite information, be clear about their needs, know what they can 

negotiate, and have the confidence to negotiate rather than passively signing the care agreement.  



 

Advocates state that some older people that have used OPAN’s services have reported they learn best 

from watching the advocate modelling the required self-advocacy skills - such as asking for what the client 

wants, renegotiating a charge deemed excessive or unreasonable, refuting provider justifications for why 

a service is inflexible and unresponsive. This skills transference becomes the process by which some clients 

develop the skills they require to independently thrive in their care environment.  

Access to independent support (on-going if required) to address and redress the inherent power 

imbalance that exists between care recipient and care provider is crucial in the program re-design. While 

there is a place for call centres and websites, many of the current generation of older people are not able 

to navigate complex new systems via this means. Expansion of NACAP and inclusion of System Navigators 

will assist with this. 

OPAN is of the view that entry to the aged care system should be subject to assessment, though it should 

comprise a single assessment entity and be appropriate for the level of care required. Older people should 

be assessed once for entry into the aged care system, by qualified and skilled assessors, be it for home 

care or residential care. The assessment body/agency MUST be independent of service providers to avoid 

any conflicts of interest, or perceived conflicts. There must also not be split service assessment or service 

assessment services based on the level of need or care type.  

 

4. Entry-level support stream. 

People maintain their homes and gardens, do laundry, cook meals, get themselves to appointments and 

attend social engagements across their whole adult lives-some people may choose to pay others to do 

these things-but mostly they handle them with little assistance. As people age and need support with 

everyday living activities, how should Government support people to meet these domestic and social 

needs? 

Any new or reformed aged care system must deliver varying of levels of support that allows the older 

person to transition in and across the system, allowing increased support when needed and lesser support 

when not needed. 

Currently the entry-level support system within aged care is under-funded and faced with increasing 

volume of unmet demand. For decades, providers of some key service types have been faced with demand 

they’ve been unable to effectively respond to and have out of necessity, created arbitrary criteria to help 

manage or prioritise demand that has resulted in ‘unintended’ consequences. A specific example of the 

need to prioritise due to limited resources is that of Community transport. Community transport 

providers, unable to keep up with demand for service have prioritised getting older people to/from 

medical appointments and beyond that, assisting them to be able to do their grocery shopping. For some 

transport providers, this is the extent of their service, because even this limited set of choices exhausts all 

the provider’s available resources. 

Despite all that’s known and published about the importance of older people remaining socially connected 

and the potential decline in mental, and other health that occurs when social isolation becomes an 



 

everyday reality for older people, we nonetheless see a system that based on fixed inputs, deprives older 

people of the means to remain socially connected.  

The reality for many older people, who are nonetheless grateful for the assistance they receive getting to 

medical appointments, is that maintenance of social connections isn’t possible. Where an older person 

seeks transport to get to their weekly bridge or book club, choir practice, church service (or whatever the 

connective event may be) they miss out because the transport service is focused on getting people to 

medical appointments and doesn’t operate on weekends or after hours.  

An effective entry-level aged care system will be one in which transport providers are able to support 

older people to access transport for the range of activities that make for a fulfilling life and won’t ask older 

people to prioritise their GP visit over a catch up with friends. A system that promotes the benefits of 

social inclusion must be capable of supporting social inclusion or else it becomes a party to the exclusion 

that is known to be detrimental. Older people’s social lives don’t only exist in the period between 9am-

5pm, Monday- Friday. Yet this is how entry level services have operated for decades. An effective system 

will respond to a range of need as and when that need/wish occurs outside the confines of official business 

hours.   

OPAN notes that the ability of the current entry level scheme is further compromised by it ‘propping up’ 

the current inadequately funded Home Care Package Program. Until the HCP is adequately resourced 

entry level services will continue to be compromised. OPAN believes that investment by government at 

this level is imperative in supporting older Australians to continue to live independently for longer periods 

of time. This investment will support older people’s independence for longer, reducing costs associated 

with that loss of independence. It has been suggested that social isolation of older people can have the 

health impact of smoking 15 cigarettes a day1. 

OPAN’s recommends the rapid access to assessment and the entry level stream should be the mainstay, 

with no older person waiting longer than four weeks to be assessed and to commence entry level services.   

  

                                                           
1 http://www.adelaide.edu.au/news/news46361.html 
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5. Investment stream 

The benefits from regular and planned respite, reablement and restorative care are well documented, 

but the services are in short supply. What incentives, including additional funding, could be introduced 

to encourage providers to offer greater and more flexible options, including major home modifications 

and assistive technologies, which meet the needs of the older person, carer and caring relationship? 

Carers of older people advise that for many, they fear that if they accept placement within an aged care 

facility as part of planned respite, they or their loved one will never leave. OPAN frequently hears 

examples of people who have previously accepted respite in a residential facility where the experience 

was so traumatising that they won’t entertain the idea of entering this or any other facility for a further 

respite stay.  

Part of the solution may be in offering respite in environments that are inviting, where they’re not 

entering an institutionalised environment and to boost options for greater respite in the accommodation 

of the person’s choice (home or other community-based location). Those respite services who have an 

inviting environment such as cottage respite are very likely those which are heavily subscribed and in short 

supply.  

OPAN advocates regularly encounter older people in residential aged care who ended up there following 

an acute healthcare episode or hospitalisation. Advocate’s hear how once the individual became non-

acute, they were deemed by treating staff, often in combination with concerned family, unable to return 

home without significant support, and residential care was considered the only, or only timely option 

available. Often this decision is driven by the need to free up an acute care bed in a hospital. Fast forward 

a few months, this resident is now recovered such that they potentially are independent enough to return 

home, only there’s no home to return to as family have disposed of the property. This acute care- aged 

care interface is the setting for serious and regular human rights abuses and must be part of the wider 

reform of the aged care system and those systems that interface with it.     

This is raised to highlight a lack of appropriate options for older people whose recovery from an acute 

episode may be uncertain or is going to take some time before independence is re-gained. Currently 

there’s a lack of options for older people exiting acute care to access functional improving and restorative 

care, thus they are fast-tracked to residential aged care. In the re-designed aged care system, multi-

purpose short-stay facilities would be available in which older people can access rapid and intensive allied 

health support and the time required to regain function. In some instances this would also allow time for 

the extent of recovery from the acute event, such as a stroke, to become known. Another critical 

component of these ‘recovery centres’ would be access to the emotional and psychological supports 

currently inaccessible to older people recovering from traumatic events occasioning loss of a loved one or 

loss of function following an accident or injury.  

These would be optimistic environments in which older people’s recovery goals are identified, strived for 

and attained with the goal of returning home to live independently, possibly now with some support, 

attained. For those older individuals whose recovery has not been what was hoped for and whose function 

level is such that full-time care is a legitimate need, these individuals will be better adjusted to this 

outcome. Even if it wasn’t what they hoped for they would have had time and support to process and 



 

accept the reality of their circumstance. This is in stark contrast to those who in our current system were 

living independently one moment, had an acute episode, and almost no time later are being discharged 

from hospital into an aged care facility before they’ve had time to fully recover or adjust to their 

circumstances. The current practice represents a hasty response, driven by the absence of ‘recovery 

centers’ that offer time and skilled supports to maximise opportunities to regain function and along with 

that, independence.    

Recovery centres designed to cater for multiple purposes are required where older people leaving hospital 

may go for intensive support before they, their families or their attorneys make decisions which have 

long-term and potentially irreversible impacts. These might also be where community-based clients go 

for short-stay respite as an alternative to residential aged care facilities which for many older people is a 

non-negotiable. 

It’s argued that if these well-resourced centres were accessible by older people in a range of scenarios, 

they could have a positive impact on reducing the need for full-time care. Older people would be 

supported to regain functions that may have been impacted or they’re supported to learn adaptive skills 

and behaviors in order that their function loss doesn’t relegate them to full-time care. In the current aged 

care service-scape, these centres don’t exist and the absence of short-term stay options with access to 

intensive supports is the reason why currently older people are told full-time care is their only alternative, 

irrespective of the individual’s wishes. 

It is OPAN’s experience that the current assessment and funding arrangements are neither flexible nor 

nimble. The existing system by default favours and supports an expensive long-term residential 

‘dependent model of care’ over short term intensive intervention and support that promotes 

independence. 

 

6. Care stream 

As ǇŜƻǇƭŜΩǎ ƴŜŜŘǎ ƛƴŎǊŜŀǎŜ ŀƴŘ Ǝƻ ōŜȅƻƴŘ ǿƘŀǘ Ŏŀƴ ōŜ ƳŀƴŀƎŜŘ ǿƛǘƘ ŜƴǘǊȅ-level support or with their 

carer, they may need care services-personal care, as well as nursing and allied health. What are the 

advantages and disadvantages of developing a care stream, independent of setting? 

The concept of ageing in place is not new, but the mechanisms and resources to allow this model of care 

to be fully operationalised have never really existed in Australia. The impediment to ageing in place being 

an effective model of care has been the ‘clunky’ disconnects that exist between the different programs. 

In the conceptualised future design framework these would equate to seamless increases in supports as 

needs increase or functional levels change.  

The term ‘ageing in place’ is often applied to settings in which an individual may have sold the family home 

and now lives in an independent living unit on a site which also houses a residential aged care facility. 

Whereas this concept of changing the supports as needs change to allow the individual to remain living 

where they are being used in this context, in many respects they’re ageing in a place which isn’t ‘home’.  

Ageing in place, as a concept and reality, needs to extend to those most vulnerable, be they Aboriginal 

people living on or returning to country, or those vulnerable populations 



 

such as the chronic homeless who need non-institutionalised settings to be able to maintain their sense 

of safety. 

In a re-designed model that promotes ageing in place with ‘the place’ being the older person’s home (or 

location of their choice). The challenge then is designing a support model that doesn’t compartmentalise 

care in the same way as the current model (CHSP– HCP – RACF) has historically done, necessitating 

significant changes and adjustments in respect to assessment and re-assessment, client contributions, 

entitlements, in/out of scope supports, rigidity of program guidelines and complex rules providing a 

continuous challenge to understand and interpret. In the re-designed system, it will be possible to 

designate home as ‘the place’.  Therefore, ageing in that place could/should be for the care recipient a 

seamless series of support adjustments, in line with changing and potentially fluctuating needs.  

Currently when care recipients care needs increase and they move to an alternate funding stream they 

lose access to services they were previously eligible for and are used to. The mix of services needs to fit 

the client not the program. To date, we’ve not seen an aged care system that was conceptualised around 

the provision of a seamless sequence of supports in response to functional changes that acknowledges 

the potential for people’s needs to fluctuate over time. 

If those living at home received timely access to the full range of support services as required, including 

allied health services, psychological services, social networks and health promotion supports, fewer 

people will end up having to give up their home because they require residential care. The historical 

scarcity of a range of basic maintenance and support services has too often resulted in older people not 

seeking support until function was severely compromised and this is arguably waiting too long.  

A re-designed program will have a stronger primary prevention focus, with those at risk of functional loss 

actively supported to adopt choices which maintain function in the interests of preserving the capacity 

for independent living. There will be a shift away from the current system whereby someone only 

becomes eligible to access support having been assessed as having lost function, which places them at 

risk.  

This speaks to the aged care program re-design occurring in the context of a broader re-imagining of what 

a healthy population of older Australians looks like and what it might take to achieve and support such a 

population. If that meant being able to access support to maintain function rather than only eligible to 

access support once function is compromised, this could represent a significant shift from the current way 

assistance is offered.  

If the goal of a re-designed aged care system is creation and maintenance of a healthy, happy cohort of 

older people, then the system would assume an entirely different focus and function. Given what is known 

about how the absence of access to timely support hastens function loss, why would a re-designed system 

wait and demand proof of loss (via functional assessments) then start offering incremental access as the 

antidote. It is acknowledged that primary prevention services and aged care aren’t one and the same, 

however the wisdom of one must surely inform the other.            

Part of the answer to the challenges of having sufficient resources to care for Australia’s ageing population 

lies in supporting older people to remain healthy and active across the lifespan. Therefore, part of the 

aged care solution does lie in primary prevention. A re-designed aged care 



 

system must forge stronger links with primary health care, supporting the well-aged to remain well and 

at the same time support the frail aged to regain what function they can to lessen the need for costly to 

deliver residential aged care.    

 

7. Specialist and in reach services. 

How could the aged care and health systems work together to deliver care which better meets the 

complex health needs of older people, including dementia care as well as palliative and end of life care? 

What are the best models for these forms of care? 

In a re-designed model, care facilities will be smaller and co-located with other community services and 

welcoming of the broader community, bringing a much higher level of public scrutiny to each care setting 

such that sub-standard care wherever it did exist would be much more likely to be objectively observed 

and reported upon. This is key to good dementia and palliative care. 

Current conversations in legal and dementia circles are exploring and considering whether the physical 

design of some current facilities (such as locked dementia facilities) violate fundamental human rights by 

denying access and egress for those who reside there. These are questioning the very legality of their 

structural design and intent. Another consideration in the focus on Ψŀ ƘƛƎƘ ǎǘŀƴŘŀǊŘ ƻŦ ǉǳŀƭƛǘȅ ŀƴŘ ǎŀŦŜǘȅΩ 

will be a thorough examination of the current large ‘gulags’ that promote themselves as ‘homes’ with the 

promise of choice and control but deliver institutionalised care in which choices are constrained through 

the lens of clinical governance, and WH&S. These organisational imperatives have little to do with a good 

quality of life from the care recipient’s perspective, and demonstrate control being unquestionably in the 

hands of the provider.  

A thorough re-imagining of what the physical spaces for those who require full-time or high levels of care 

should look like must occur. Locked doors only accessible via a pin number that residents aren’t given, is 

the starting point for a much-needed conversation around fundamental and inviolable basic human-rights 

forming the basis of a re-designed programs and structures.   While making some recognition for individual 

choice, institutional residential care should be a last resort for older people, not the avenue to “free up 

hospital beds” and reduce family responsibility. We need to extend care in the older person’s home.  As 

a society we can provide advanced care services such as hospital in the home to relieve costs and 

pressures on hospital system but not the basic supports for older people.    

We have spoken about the primary care access elsewhere. In relation to Palliative Care, older people must 

have equity of access to palliative care knowledge and expertise.  If they are in residential aged care these 

models should include in-reach form community-based expert services. It must be mandatory that all 

workforce in the redesigned aged care system are trained in supported decision making, dementia 

behaviour management and palliative care – these are now base level skills for the entire aged care 

workforce. 

8. Designing for diversity 



 

Caring for people with diverse needs and in all parts of Australia has to be core business-not an 

afterthought. How should the design of the future aged care system take into account the needs of 

diverse groups and in regional and remote locations? 

Discriminating based on someone’s “otherness” begins early in life, certainly by the time someone is 

school aged. Unless there’s been a conscious commitment to tackle discriminatory attitudes that have 

their genesis early in life, these attitudes have the potential to become more distorted, fueled by fear, 

fixed and invisible to the beholder. By adulthood discriminatory attitudes and beliefs are almost 

unconscious, so embedded do they become in one’s view of the world and the people in it. Affirmative 

action around universal respect and dignity to all, irrespective of culture, gender, gender identity, sexual 

orientation, age and all the other aspects of our humanness is required at a whole of population level 

across the life continuum. In the absence of such a broad ranging diversity strategy, it is asking a lot of a 

re-designed aged care program to promote universal acceptance and inclusion.  

This isn’t to diminish the importance of the re-designed program being founded upon dignity, respect, 

acceptance and inclusion and actively promoted across the new program. Rather, it’s to make the point 

that an aged care diversity framework must be part of a much broader, whole of government, whole of 

population initiative across the lifespan, so that by the time people reach older age, the transformation 

of fear-driven phobic attitudes has already occurred. It’s imperative that people respect older people with 

diverse characteristics, but let’s not wait until people are old before the work required to foster inclusion 

begins.  

A significant component of the affirmative action must be to tackle ageism wherever/whenever it 

appears. Given the extent to which the inherent ageism in Australian culture has negatively influenced 

the culture of the current aged care system, a whole of culture examination of the ways older people are 

disparaged, belittled, marginalised, stereotyped and then made invisible must take place, to own the truth 

of what we’ve created. Only once the ageism that’s embedded in our culture and our institutions and 

systems, including aged care, have been exposed might it be possible to promote a less singular and 

positive set of beliefs about the wondrously diverse sets of skills, capabilities and wisdom of older people. 

In the context of the aged care system the above is vital as the aged care workforce, drawn from this wider 

population will bring with them the unexamined and possibly unconscious negative beliefs about older 

people into the workplace and these ageist attitudes and beliefs (as the Royal Commission has already 

seen) will get in the way of them providing care otherwise premised on dignity and respect. Even if most 

of the time staff may appear courteous and respectful toward those whom they’re supporting, when tired, 

stressed, unsupported, faced with challenges they’re unsure how to deal with and ‘backed into a corner’, 

the unhealthy and unconscious attitudes and beliefs will potentially make an untimely appearance and 

cause harm to older people. 

Whilst it must be an on-going strategy within each aged care provider agency to foster respect for the 

cohort of people being supported, this alone will not be enough. Ageism requires a whole of culture de-

construction and then work done by providers will be an extension of the broader re-defining of who/what 

older people are. 



 

In relation to planning for diversity, aged care services must be co-designed by the diversity groups who 

will need and use them. Co-design with each of the diversity/special needs target populations within the 

Aged Care Act would be a first step. 

The Diversity Sub-group of the Aged Care Sector Committee were pivotal in creating the Aged Care 

Diversity Framework. The Diversity Framework includes clear expectations of what is expected of every 

provider agency and the skills and competencies every staff member employed in them is required to 

have. Interestingly, having articulated what is expected of the aged care sector and the workforce, there’s 

been no commitment of resources to support the implementation of the Diversity Framework. The 

Framework was also met with strong resistance from some aged care providers, a lack of support and a 

lack of action to implement the diversity framework its subsequent action plans. 

OPAN recommends funding and support for implementation of the diversity framework is required and 

mandating the implementation of the action plans by aged care providers. A re-designed aged care system 

founded on respect and dignity for all and fully-inclusive care for all as a non-negotiable bottom line will 

compassionately understand that any aged care provider is only as inclusive as it’s least inclusive staff 

member and in the case of providers who have populations of clients, as inclusive as it’s least inclusive 

client. The current model of aged care which sees populations of older people cared for in large 

institutional settings supported by diverse, large workforces, makes them environments where 

discriminatory attitudes may emerge unwiitingly. 

Creating inclusive care environments isn’t a quick, one-off piece of work, rather it’s an on-going process 

that’s only as effective as the most xenophobic, homophobic, or other-phobic individual in any care 

setting. As both resident and workforce populations change continuously, this underlines the need for 

cultural inclusiveness training to be on-going and self-sustaining. By any stretch of the imagination, 

something as essential as this warrants an investment by government to support it to happen rigorously 

and unfailingly. If no resources are made available to drive the creation of aged care settings as places 

where people with diverse characteristics are included and afforded respect and personal safety, then 

chances are, the transformation won’t happen.           

This transformation and investment for diversity must extend to diverse populations in remote and rural 

locations.  Access, supports and care cannot be based on the postcode or community of your birth.  

Different, tailored and more flexible models will be needed but the diverse and varied needs of less 

populated communities cannot be barrier to access to care.  

The ability for Aboriginal and Torres Strait Islander people’s to remain and age on country, receiving the 

appropriate level of care and support as available to other Australians, but which is culturally safe and 

recognises and incentivises kin and clan as key carers, is imperative in the design of the redesigned model.  

We owe this to our first peoples.         

                 

9. Financing aged care 



 

What are the strengths and weaknesses of the current financing arrangements and any alternative 

options that exist to better prepare Australia and older Australians for the increasing cost of aged care?   

 

OPAN holds concern that the funding arrangements within the current aged care system ‘rewards’ 

providers for a loss in function of the older person rather than encouraging wellness and investment in 

maintaining and enhancing function. Higher payments are provided in the ACFI for higher need, providing 

a disincentive to invest in maintaining or improving someone’s functional level. There needs to be a 

rethinking of the current funding models. 

Australians need to be made aware that the cost of aged care in its current form is unsustainable, 

particularly in a diminishing tax base expected with the increased proportion of ageing Australians. User 

pays must feature in any new system, though safeguards must exist to ensure that those unable to pay 

for their care are supported. 

There must also be designed into the new system a safety net and a ‘base provider’ for those without the 

means to contribute to their care. The safety net needs to ensure provision of support where providers 

are unlikely to go as the base business case is just not there.  This includes remote areas where flexible, 

integrated and placed based models which consolidate opportunity across disability aged care and 

primary care, are needed.  

The Aboriginal Community Controlled Health Service model should be leveraged to support this, with 

block and incentives-based funding.  ACCHS respond well at both the community development level and 

in delivering comprehensive culturally safe primary health and aged care.  The National Aboriginal and 

Torres Strait Islander Flexible Aged Care (NATSIFAC) model should be expanded and enhanced as the base 

model of care in remote communities.  A well-funded and well dispersed NATSIFAC, with appropriate 

governance and quality controls, will respond with more agility to local needs and allow tailored 

approaches to what the Aboriginal and Torres Strait Islander community want and need.  

The ability to contribute must not be the mark of quality aged care, or access to aged care, at the right 

levels and locally. The cost of care provision to small populations, geographically dispersed populations or 

remote populations should be recognised, funded and incentives built into the system to close these care 

provision gaps and equalise access.  

The current 3 tier system of income and asset testing is biased towards the wealthy. For example: 

¶ The first tier (those with no or little means) is fully supported but still only have 15% of the aged 
pension to live off. 

¶ The middle tier (those with moderate means) is punished for not having enough. They often 
don’t have enough assets to pay a full Refundable Accommodation Deposit (RAD), have to dip 
into the RAD to pay the interest on the RAD owing and the income/asset tested fee because the 
asset, even though the resident can no longer access that asset, is still counted as one. Slowly 
the asset is diminished, and the refund is negligible.  



 

¶ The top tier (those with enough money) are rewarded for having plenty. They pay the full RAD, 
have other assets to cover fee, which are capped, and they are then subsidised by the taxpayer, 
and then get a full refund at the end. 

Those with more should pay more but the system needs to be designed so perverse incentives and 

ability to ‘game’ the assessment system is removed. The level of need should drive care provision, along 

with incentives which provide investment in maintaining function and staying well. The contribution 

costs to aged care, particularly home care need to be revised so people aren’t penalized for accessing 

the care level they need. 

 

 

10. Quality regulation. 

How would the community be assured that the services provided under this model are delivered to a 

high standard of quality and safety?  

The Commission has heard that the regulatory bodies established by the Australian Government to 

oversee complaints, safety and quality have manifestly failed many of those who’ve been on the receiving 

end of sub-standard care over a very long time. Attempts by these agencies to address complaints and 

drive quality in care have, from the perspective of many stakeholders, not been effective. Individuals 

supported by OPAN around the country have been complaining for decades about the failures of the 

regulatory bodies whom they’ve looked to for support. 

The efficacy of advocacy services has been compromised by failures of the broader service response 

system to support what advocates ‘on the ground’ are attempting to achieve. When advocates exhaust 

the limited options they have available to them to negotiate for a better outcome for a care recipient, and 

look to the broader complaints, quality and safety mechanisms to back up their advocacy efforts, this 

support has been patchy at best. 

The advocate experience cases where clients have complained to the Aged Care Complaints Commission 

(ACCC), and even to this day to the ACQSC, they are only too frequently advised that following their 

investigation the ACCC found the provider had no case to answer. This has left many a care recipient and 

advocate scratching their heads at their finding.  

This is not a universal condemnation, as some clients with support from some complaint’s officers, have 

had favorable outcomes, but from OPAN’s perspective the consistency of support has not been there for 

the vulnerable population for whom we’re all meant to be operating in their best interests.  

For many whom OPAN has supported, the client’s engagement with the complaints mechanisms has re-

affirmed their original fear, that the system of which they’re a part, is broken. Small complaints are not 

resolved for the older person and that needs to change in the future system – transparency, accountability 

and action are key planks of open disclosure, and this is not well understood yet in the system.  

It’s still too early to know whether the formation of the ACQSC with its improved linkages between various 

elements of the system has made any significant difference so far as stakeholders are concerned. Although 



 

it is likely a broader range of penalties, undertakings, resolutions and transparency across the system will 

be required.  

Given what is known about the failures of the current system, OPAN argues that the community will be 

assured that ‘the services provided under this model are delivered to a high standard of quality and safetyΩ 

when: 

¶ Care recipients who are empowered to speak report unequivocally that the care they’re receiving 

conforms to the standards promoted in the re-designed program– through an enhanced 

consumer experience reporting system in home, community and residential care, and an 

enforceable Charter of Aged Care Rights 

¶ The families, nominated representatives and authorised representatives (connected to both at 

home and in residential care) report unequivocally that the care recipient is being cared for in 

ways that conform to care standards, and an enforceable Charter of Aged Care Rights 

¶ Instances of negligence and sub-standard care where they do happen are characterised by 

recipient’s feeling that it’s safe to speak up about those aspects of care they feel aren’t right, and 

that recipients are empowered to self-advocate in relation to matters to do with their care 

¶ Referrals to the AQCSC are investigated and matters are resolved to a recipient’s satisfaction 

rather than to the satisfaction of the care provider. 

¶ Aged care settings aren’t environments in which only those receiving care, supportive family if 

they exist and those who provide the care inhabit. Instead aged care environments are part of 

and an extension of the community and places where community are actively involved.  

¶ Older people age well at home because the vital supports that allow them to remain there, 

including supports that under the current care model are difficult to access and in short supply 

are now accessible. 

One of the protections of the new model will be that care is not provided in secluded, detached and 

isolated environments where there are no other eyes and ears to observe and report on what’s happening 

in these environments. A strategic intention to embed care environments in communities who see and 

are involved in the lives of those receiving care will make these environments open and transparent and 

harder for abuse and neglect to go unnoticed and unreported.   

OPAN argues the cohort of interested stakeholders who’ve experienced care at its poorest and in conflict 

with their personal values are well-placed to play a role in ensuring the re-designed program supports 

care recipients very differently to these other work environments. 


