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Definitions 

Aged Care Act Aged Care Act 1997.

Community Care Community Care is a term used by DoHA to define a care recipient 
who is receiving care within their home or as a day care client. 

Flexible Program Aged Care funded through the National Aboriginal and Torres Strait 
Islander Flexible Aged Care Program.

High Care High Care provides accommodation, for care recipients with 
complex care needs, requiring 24 hour nursing care and associated 
equipment. High care was previously known as nursing home care. 

  Indigenous Used as a collective term to include Aboriginal and Torres Strait 
Australians  Islander people.

Low Care Low Care provides accommodation and low dependency services. 
Low care was previously known as hostel care. 

Mainstream  Residential aged care funded under the Aged Care Act 1997. 
Program

NATSIAC Strategy The National Aboriginal and Torres Strait Islander Aged Care  
Strategy 1994.

Service Providers The term Service Provider is used to describe the aged care facility 
funded to provide aged care service to elderly Australians. This 
includes Service Providers from both the Flexible and  
Mainstream Programs.
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Executive Summary

Objective and background
1. The Office of Evaluation and Audit (Indigenous Programs) (OEA) undertook a 

performance audit of residential aged care services for Indigenous people.
2. The objective of this audit was to:

assess the overall efficiency and effectiveness of residential aged care services • 
provided to older Indigenous Australians which have been funded by the 
Australian Government’s Flexible Program 
assess how the Department of Health and Ageing (DoHA) assure itself that • 
residential aged care services funded under the Aged Care Act 1997 (Aged 
Care Act), where Indigenous residents make up more than 20 per cent of total 
residents at an aged care facility, deliver appropriate services. 

3. DoHA implements two programs for the provision of residential aged care services 
for Indigenous Australians:
i. Flexible Program – The National Aboriginal and Torres Strait Islander Flexible 

Aged Care Program was established following the National Aboriginal and 
Torres Strait Islander Aged Care Strategy 1994 (NATSIAC Strategy). The Flexible 
Program was allocated a budget of $22.8 million in 2008–09. 

ii. Mainstream Program – Under the Aged Care Act 1997, the Australian 
Government funds Service Providers to deliver aged care services to older 
people. In 2008–09, Government funding for residential aged care was an 
estimated $6.5 billion.

4. The audit focussed on the period through to late 2008 and made findings in 
relation to the operation of the program to that point, reflecting the period of 
fieldwork. Additional audit work was undertaken in July and August 2009 to 
clarify aspects of the program’s operations. OEA acknowledges the recent aged 
care initiatives for older Indigenous Australians announced by the Australian 
Government in September 2008 and that DoHA has commenced reforms with the 
Flexible Program.1 In making the findings and recommendations contained in this 
report, OEA has considered these initiatives and reforms.

1 On 22 September 2008, the Minister for Ageing announced the creation of the Aged Care Plan which initiated: 
the•  development of an independent quality framework to set standards for the Flexible Program 
 a•  program for grants for capital works to improve infrastructure for Service Providers including fire  
protection devices 
access to a peer and professional support program for Service Providers and their managers • 
an emergency assistance program to provide short term support in a crisis. • 
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Key Findings

Flexible Program

5. Overall, the audit considers the provision of aged care services that have the 
flexibility to adapt to the varied needs of elderly Indigenous people in rural and 
remote communities meets a valuable need. The cashed out funding model along 
with other viability supplements and the flexibility afforded to individual services 
is an important element of this flexibility. Recent initiatives will also improve 
the focus on quality standards, capital replacement as well as monitoring and 
reporting arrangements.

6. OEA found that program documentation to guide the operation of the program 
was very limited and DoHA found it difficult to provide key documents against 
which OEA could assess the program’s progress and development. In addition, no 
guidelines were developed until 2006, 13 years after the program had commenced. 
Formal guidelines have now been approved and will be applied to the 2009–10 
funding agreements. OEA considers the lack of formal and authoritative program 
documentation to be an important management weakness requiring early 
attention. Furthermore, there appears to have been limited assessment made 
of the program since its commencement, despite undertakings by DoHA to 
implement regular evaluations. Given the increase in the numbers of older 
Indigenous Australians, it would be timely for DoHA to formally review the level 
and location of need and how this aligns with the current distribution of services. 
This would allow the Department to take a more strategic approach to the 
management of the Flexible Program.

Mainstream Program

7. The audit found that the Mainstream Program seeks to meet the needs of 
Indigenous Australians by funding a number of Indigenous aged care services and 
by using the population of Indigenous Australians aged over 50 when determining 
the aged care places allocated to regions (rather than the over 70 year age applied 
to mainstream Australia). However, Indigenous Australians aged 50–69 are not 
counted in the national planning process, creating a gap in the overall number 
of places allocated. A shortfall in the number of places funded may also arise if 
Service Providers do not bid to provide aged care places in some regions.

8. There are no Indigenous specific standards for ensuring the provision of 
appropriate aged care services, however the Accreditation Standards do have a 
more general Cultural and Spiritual Life outcome which includes the consideration 
of Indigenous client’s culture. It was also found that Aged Care Assessment Teams 
that assess an individual’s eligibility for aged care services are seen as intrusive by 
some Indigenous Australians and this may result in a lower uptake of mainstream 
aged care services.
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DoHA’s response

Following the Australian Government’s announcement of the Indigenous Aged Care Plan 
on 22 September 2008, the Department is implementing a number of initiatives to improve 
the quality of aged care services to Aboriginal and Torres Strait Islander people.

These initiatives address several of the recommendations including the development of 
a culturally appropriate quality framework with a set of standards for aged care services 
funded under the National Aboriginal and Torres Strait Islander Flexible Aged Care Program 
and the development of a capital grants program for aged care providers providing care to 
Aboriginal and Torres Strait Islander people. 

The Australian Government has already committed to a review of aged care planning 
ratio and allocation processes. The Australian Government has also commenced wide-
ranging community consultations of the recommendations of the National Health and 
Hospital Reform Council, which include recommendations related to this recommendation. 
The Prime Minister has also announced that the Government will ask the Productivity 
Commissioner to review aged care.
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Recommendations

Recommendation No. 1

Paragraph 3.34

OEA recommends that DoHA undertake an evaluation of the Flexible Program. As part 
of this evaluation, DoHA should undertake a formal needs analysis and identify a formal 
process for monitoring changing levels of need. 

Recommendation No. 2

Paragraph 3.35

OEA recommends that DoHA ensure that formal authoritative Flexible Program 
documentation exists which clearly state the intended objectives of the Flexible Program. 
This documentation should provide the overarching context for the Service Provider 
Guidelines. 

Recommendation No. 3

Paragraph 4.30

OEA recommends that DoHA develop a performance framework that includes 
key performance indicators, within the service activity reports, that can assess the 
performance of the Flexible Program in meeting its intended objectives. 

Recommendation No. 4

Paragraph 5.27

OEA recommends that DoHA develop a structured, ongoing capital replacement and 
improvement program for the Flexible Program.
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Background

1. Introduction
1.1 With the ageing of the Indigenous Australian population there is a growing 

demand for culturally appropriate aged care as close as possible to their 
communities. A further factor impacting on the demand for aged care services 
is that as a general rule, the impact of ageing and disability affects Indigenous 
Australians earlier than non-Indigenous Australians.2 

1.2 The provision of suitable and accessible aged care services as a mechanism for 
improving Indigenous wellbeing at an individual, family and community level has 
been noted by the Government as an important issue.3 

1.3 The Australian Government has indicated that one of the key current priorities is to 
improve Indigenous wellbeing by ensuring that health and ageing programs and 
initiatives address the needs of Indigenous Australians living in urban, regional and 
remote areas of the country.4 

1.4 The Office of Evaluation and Audit (Indigenous Programs) (OEA) 2007–10 Work 
Program included a performance audit of ‘Residential Aged Care for Indigenous 
Australians’ administered by the Department of Health and Ageing (DoHA). 

1.5 DoHA implements two programs for the provision of residential aged care services 
for Indigenous Australians:
i. Flexible Program – The National Aboriginal and Torres Strait Islander Flexible 

Aged Care Program was established by the Australian Government following 
the National Aboriginal and Torres Strait Islander Aged Care Strategy  
1994 (NATSIAC Strategy). The Flexible Program was allocated a budget of  
$22.8 million in 2008–09. 

ii. Mainstream Program – Under the Aged Care Act 1997 (the Aged Care Act), The 
Australian Government funds Service Providers to deliver aged care services to 
older people. In 2008–09, Government funding for residential aged care was 
estimated at $6.5 billion. 

2 Department of Health and Ageing, http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-
publicat-aged-care-australia.htm website accessed 3 June 2009, page 44. 

3 Department of Families, Housing, Community Services and Indigenous Affairs, Secretaries Group on Indigenous Affairs 
Annual Report 2005–06, Canberra, 2006

4 Department of the Prime Minister and Cabinet 2008, Department of the Prime Minister and Cabinet, Canberra, 
viewed 28 January 2009, <http://www.pm.gov.au/topics/health.cfm>
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The Flexible Program
1.6 In 1993, the then Prime Minister established an Inter-Departmental Committee 

(IDC) to determine the types of programs and funding that could most effectively 
deliver aged care services to Aboriginal and Torres Strait Islander people. The 
IDC’s findings formed the basis for the NATSIAC Strategy. The NATSIAC Strategy 
identified four key directions to provide effective aged care services to Indigenous 
Australians, being to:

introduce flexibility into service delivery models and funding models • 
provide training, education and needs assessment support• 
provide initial financial assistance• 
provide individual needs based financial assistance.• 5

1.7 DoHA created the Flexible Program to address the issues raised in the  
NATSIAC Strategy. 

1.8 The Flexible Program commenced in the 1994–95 financial year as a four year pilot 
program with a total of $9.4 million. In its first year it funded five Service Providers 
for 63 places. After the pilot finished DoHA increased the Flexible Program’s 
funding to 30 Service Providers for 523 places. At this stage, the objectives of the 
Flexible Program appear to have been to try out ‘new flexible services in some 
communities (remote or rural communities with limited or no aged  
care services)’.6 

1.9 In the 2006–07 Federal Budget, the Strengthening Indigenous Communities – 
Additional Aboriginal and Torres Strait Islander Aged Care Places initiative was 
introduced, providing an additional $15.1 million over four years. This provided 
an additional 150 places, of which 102 places were allocated to existing Service 
Providers (which were also allowed to change their notional mix of high care, 
low care and community care places). In addition to the 102 places, one new 
Service Provider was allocated 30 places (20 high care and 10 low care places) and 
in-principle approval was given to establish two new services in the Northern 
Territory – Mutitjulu (8 places) and East Arnhem Land (10 places). Service Provider 
Guidelines (SPGs) were first around this point and came in to effect on 1 July 2007. 

5 Aged and Community Services Australia, National Indigenous Aged Care, Issues Paper <www.agedcare.org.au/
POLICIES-&-POSITION/Position-and-discussion- papers/Indigenous_ Issues_Paper.pdf>

6 Aged Care Services for Aboriginal and Torres Strait Islander Communities - 1994 Budget Initiative
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1.10 The objectives of the Flexible Program at the time of the audit were to:
i. provide aged care services to small remote and rural Aboriginal and Torres 

Strait Islander communities in areas of high need, i.e. where there are no, or 
very limited, aged care services available for that community

ii. enable these communities to provide a range of services which are able to 
respond to individual needs of frail aged within the community

iii. develop financially viable cost-effective and co-ordinated services, outside the 
existing conventional program structures

iv. facilitate community involvement in the care of their frail aged through the 
management of the service.7

1.11 On 22 September 2008, the Australian Government announced an additional 
$46.2 million for the Indigenous Aged Care Plan. This was funded from the Remote 
and Indigenous Service Support (RISS) Program but funding was directed toward 
improving the delivery of the Flexible Program. The Indigenous Aged Care  
Plan initiated:

the development of an independent quality framework to set standards for the • 
Flexible Program 
a program for grants for capital works to improve infrastructure for Service • 
Providers including fire protection devices 
access to a peer and professional support program for Service Providers and • 
their managers 
an emergency assistance program to provide short term support in a crisis. • 

1.12 On the same day of this announcement a proposal to change the objectives of the 
Flexible Program was put forward. The change was approved by DoHA on  
23 September 2008. This altered the objectives of the Flexible Program to:
i. provide quality, flexible, culturally appropriate aged care services to older 

Aboriginal and Torres Strait Islander peoples close to their home and 
community

ii. enable these communities to provide a range of services which are able to 
respond to individual needs of frail aged within the community

iii. develop financially viable cost-effective and co-ordinated services, outside the 
existing conventional program structures

iv. facilitate community involvement in the care of their frail aged through the 
management of the service.8

7 National Aboriginal and Torres Strait Islander Flexible Aged Care Program Draft Service Provider Guidelines, 1 July 2007, 
Department of Health and Ageing.

8 National Aboriginal and Torres Strait Islander Flexible Aged Care Program Draft Service Provider Guidelines, approved 
September 2008 and came in to effect 1 July 2009, Department of Health and Ageing.
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1.13 The change to the objectives was done to align the Flexible Program’s objectives 
with the aims of the RISS Program. These new guidelines came into effect for the 
2009–10 financial year.

1.14 As at 30 June 2009, 29 Service Providers were funded for a nominal allocation of 
215 high care places, 179 low care places and 259 community care places (653 total 
places). These services are located in New South Wales (3), Queensland (4),  
South Australia (6), Tasmania (3), Victoria (1), Western Australia (1) and Northern 
Territory (11). See Appendix A for a detailed list.

1.15 The Flexible Program is a non-competitive program with a limited number of 
places, therefore there are no annual funding rounds. Service Providers can offer 
community care and/or residential care services depending on the needs of 
individual Indigenous Australians. Funding is based on an agreed allocation of 
places, and not the occupancy of these places. This provides a constant stream 
of income enabling providers to have both stability of income from the funding 
and flexibility to manage the delivery of aged care services. The nominal funding 
amount is based on an agreed number of high care, low care and community  
care places.9 

1.16 The SPGs detail the quality of care Service Providers need to maintain. The 
purpose of the SPGs is to provide a consistent approach to the implementation 
of Aboriginal and Torres Strait Islander flexible aged care. Service Providers must 
comply with the SPGs in conjunction with their funding agreement, the latter 
forming the legal basis of arrangements between the Service Provider and the 
Australian Government. 

The Mainstream Program 
1.17 The Mainstream Program is funded under the Aged Care Act. The objective of 

the Mainstream Program is to provide residential aged care services to elderly 
Australians who are no longer able to live at home. Two levels of residential care 
are provided: high care and low care. 

1.18 Funding is provided by DoHA in the form of a subsidy paid to aged care providers 
for those residential aged care places occupied. The extent of the subsidy depends 
on factors such as the client’s residential classification scale and the application of 
a range of supplementary payments. 

9 ibid
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1.19 With regard to the quality of care, providers are required to comply with the four 
Accreditation Standards: 
i. Management systems, staffing and organisational development 
ii. Health and personal care 
iii. Resident lifestyle 
iv. Physical environment and safe systems.10 

1.20 Service Providers are assessed against 44 outcomes as part of four standards 
in order to be accredited and therefore eligible to provide aged care to elderly 
Australians. Monitoring of performance against the expected outcomes is 
undertaken on DoHA’s behalf by the Aged Care Standards and Accreditation 
Agency Limited (ACSAA). 

1.21 There are no Indigenous specific objectives for the Mainstream Program. However, 
as part of the accreditation process, Mainstream Program Service Providers 
have to meet outcome 3.8 Cultural and Spiritual Life, which addresses cultural 
considerations including those of Indigenous Australians.

1.22 In 2004–05, the Mainstream Program provided funding for 151 910 people, of these, 
832 (0.6 per cent) were Indigenous Australians.11 As at May 2009, the Mainstream 
Program funded 38 aged care services, that primarily catered to Indigenous 
residents or are owned and operated by Indigenous organisations,  
for approximately 500 places.12 

Audit Objective
1.23 The objective of this audit was to: 

assess the overall efficiency and effectiveness of residential aged care services • 
provided to older Indigenous Australians which have been funded by the 
Australian Government’s Flexible Program 
assess how DoHA assures itself that residential aged care services funded • 
under the Aged Care Act, where Indigenous residents make up more than 20 
per cent of total residents at an aged care facility, deliver appropriate services. 

10 Aged Care Act 1997 (Cwlth)
11 Australian Institute of Health and Welfare, http://www.aihw.gov.au/indigenous/community/agedcare.cfm accessed 

14 May 2009.
12 Department of Health and Ageing, email received 20 May 2009.
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Audit Scope and Focus
1.24 In relation to DoHA’s overall management and administration of the Flexible 

Program, the audit’s focus included: 
the extent to which the program meets its intended objectives • 
program design and management issues – including consideration of the • 
program’s guidelines, performance framework, relationships with community 
organisations and aged care providers, overall targeting and funding criteria 
program implementation, monitoring and reporting – including departmental • 
oversight of services provided under the program 
delivery arrangements – specifically what DoHA does to ensure that residential • 
aged care services provided are: 

consistent with the 2007 SPGs (in particular, departmental action to ensure • 
providers meet guidelines on the quality of residential aged care services) 
consistent with community needs • 
appropriate • 
suitably located • 
subject to periodic review. • 

1.25 In relation to the administration of the Mainstream Program, the audit’s  
focus included:

action by DoHA to assure itself that these services meet the needs of, and are • 
appropriate for, Indigenous Australians 
the extent to which the program meets its intended objectives in relation to • 
Indigenous clients. 

1.26 OEA visited DoHA National Office for interviews and file review on 2 July, 31 July, 
6 September and 10 October 2008. OEA visited a range of State and Territory 
Offices (STOs) during a two month period from August to October 2008. 

1.27 OEA also visited a sample of 12 Service Providers (six funded by the Flexible 
Program and six funded by the Mainstream Program) to obtain their views on the 
provision of residential aged care to Indigenous Australians, particularly on issues 
affecting the provision of services. These visits were conducted over a three month 
period from August to November 2008. 

1.28 The audit primarily focuses on the operations of the Flexible Program to the end 
of 2008, reflecting the period of field work. Some additional audit work occurred in 
July and August 2009 to clarify aspects of the Flexible Program’s operations. 
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Methodology
1.29 The audit included:

examination of DoHA’s policies and procedures in relation to the program, as • 
well as documentation, files and internal reviews 
discussions with DoHA and Flexible Program and Mainstream Program Service • 
Provider’s staff 
analysis of available data • 
detailed audit testing of DoHA’s administrative functions and provider • 
provision of residential aged care services. 

Acknowledgements
1.30 OEA would like to thank the staff of DoHA, as well as at the aged care Service 

Providers visited during the course of the audit for their assistance.
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2. Intended objectives

Introduction
2.1 OEA examined the performance of DoHA in relation to the objectives of the 

Flexible Program. 
2.2 This assessment was significantly constrained due to a lack of authoritative and 

formal documentation that detailed what the Flexible Program was intended to 
achieve. Although there has been no new policy statement developed since 1994 
regarding the Flexible Program, funding has regularly been provided in Federal 
Budgets to implement the NATSIAC strategy. The NATSIAC strategy guides the 
Flexible Program. DoHA was unable to provide OEA with a copy of the NATSIAC 
strategy until 7 August 2009. DoHA did initially provide copies of documents that 
described the Flexible Program’s objectives from 1994 but advised OEA at the end 
of the audit that those documents and the NATSIAC strategy had no status and 
should not be relied upon. 

2.3 There are two sets of documents which appear to OEA to have formal status. 
The first is the 1994 Budget Initiative (which includes the NATSIAC strategy) 
which describes the objectives as being to try out ‘new flexible services in some 
communities (remote or rural communities with limited or no aged care services)’.13 
The second set of documents is the SPGs. These were first developed in 2006 
and came in to effect on 1 July 2007. OEA was provided with the 2007 SPGs which 
appear to have been in force as they had also been circulated to Service Providers 
with the annual Program Funding Agreement. 

2.4 At the end of the audit (July 2009) DoHA advised OEA that new SPGs had been 
developed in September 2008, which was during the period that OEA was 
collecting Flexible Program documentation from DoHA. 

2.5 At that stage, DoHA did not advise OEA that new SPGs were being prepared that 
would change the objectives of the Flexible Program. DoHA considers that these 
SPGs were in place from September 2008. However, DoHA also advised that the 
SPGs would first be sent out to Service Providers as an annexure to their 2009–10 
Program Funding Agreements in August 2009. As the 2008 SPGs were the same 
as the 2007 SPGs and were current through to 30 June 2009, OEA considers it was 
appropriate to assess the Flexible Program’s objectives described in the 2007 SPGs. 

13 Aged Care Services for Aboriginal and Torres Strait Islander Communities – 1994 Budget Initiative
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2.6 The 2007 SPGs are the first document to outline the guidelines and objectives of 
the Flexible Program since its inception in 1994. The SPGs circulated in 2008 were 
unchanged from the 2007 SPGs. The SPGs which came in to effect on 1 July 2009 
are discussed further in Section 3. 

2.7 The objectives of the Flexible Program, as outlined in the 2007 SPGs, are to:
i. provide aged care services to small remote and rural Aboriginal and Torres 

Strait Islander communities in areas of high need, i.e. where there are no, or 
very limited, aged care services available for that community

ii. enable these communities to provide a range of services which are able to 
respond to individual needs of frail aged within the community

iii. develop financially viable cost-effective and co-ordinated services, outside the 
existing conventional program structures

iv. facilitate community involvement in the care of their frail aged through the 
management of the service.14

2.8 At the time of the audit, DoHA did not have a formal performance framework 
in place to measure the Flexible Program’s performance in meeting its stated 
objectives (this is discussed further in Section 3). Due to the absence of any whole-
of-program performance data, OEA gathered other information in an effort to 
assess program performance. 

Objective one – provide aged care services to small remote and rural 
Aboriginal and Torres Strait Islander communities in areas of high need 
2.9 Objective one states that the Flexible Program should provide aged care services to 

communities which meet four criteria, being communities that are:
i. small 
ii. rural and/or remote 
iii. Aboriginal and Torres Strait Islander communities
iv. in areas of high need i.e. where there are none, or very limited, aged care 

services currently available for the frail aged in that community. 

14 National Aboriginal and Torres Strait Islander Flexible Aged Care Program Draft Service Provider Guidelines, 1 July 2007, 
Department of Health and Ageing.
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Small communities

2.10 DoHA did not define what constitutes a small community, therefore OEA sought 
to use a definition provided by the Australian Bureau of Statistics (ABS). The ABS 
advised that their closest definition of a small community is the term ‘locality’. The 
ABS define a locality as ‘a population of between 200 and 999 people, contains a 
non-farm population, has a minimum of 40 occupied non-farm dwellings with a 
discernible urban street pattern and has a discernible nucleus of population’.15 

2.11 Table 2.1 outlines the number of communities with a population less than 999 and 
those with a population greater than 1000. 

Table 2.1: Distribution of Flexible Program Service Providers by community population 

Up to 999 1000 + TOTAL

New South Wales 1 2 3

Northern Territory 2 9 11

Queensland 0 4 4

South Australia 2 4 6

Tasmania 2 1 3

Victoria 0 1 1

Western Australia 1 0 1

TOTAL 8 21 29

2.12 Table 2.1 illustrates that 72 per cent (21) of Service Providers are located in 
communities with a population of 1000 or more. This would appear to be 
inconsistent with the Flexible Program’s objectives stated in the 2007 and 
2008 SPGs. 

15 Australian Bureau of Statistics, email received 21 May 2009, Geography Section, Geographic Classification:  
Canberra, ACT. 
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Remote and Rural communities

2.13 DoHA has three remoteness classifications being remote, rural and metropolitan.16 
The ABS has five areas of remoteness classification as defined by the Australian 
Remoteness Index of Australia, being very remote, remote, outer regional, inner 
regional and major cities. 

2.14 Table 2.2 details the distribution of Service Providers by DoHA’s remoteness 
classification and Table 2.3 details the distribution according to the ABS. 

Table 2.2: Distribution of Flexible Program Service Providers by DoHA remoteness 
classification

DoHA Classification

Metropolitan Rural Remote TOTAL

New South Wales 1 1 1 3

Northern Territory 0 0 11 11

Queensland 1 1 2 4

South Australia 1 1 4 6

Tasmania 0 1 2 3

Victoria 1 0 0 1

Western Australia 0 0 1 1

TOTAL 4 4 21 29

16 Department of Health and Ageing, http://www.health.gov.au/bmpscheme accessed 15 May 2009.
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Table 2.3: Distribution of Flexible Program Service Providers by ABS remoteness 
classification

ABS classification

Major 
Cities

Inner 
Regional

Outer 
Regional

Remote Very 
Remote

TOTAL

New South Wales 1 0 1 0 1 3

Northern Territory 0 0 0 1 10 11

Queensland 1 1 0 1 1 4

South Australia 1 0 1 0 4 6

Tasmania 0 1 0 0 2 3

Victoria 1 0 0 0 0 1

Western Australia 0 0 0 0 1 1

TOTAL 4 2 2 2 19 29

2.15 Using DoHA’s remoteness classifications, four of these cities have been classified as 
metropolitan with Launceston, Tasmania and Townsville, Queensland considered 
rural centres. It should be noted that under the ABS Australian Remoteness Index 
of Australia, Launceston and Townsville are classified as Inner regional centres.

2.16 Based on the information contained in Tables 2.2 and 2.3 it appears that most 
Service Providers are allocated in a manner consistent with the objective of 
the Flexible Program in relation to servicing the needs of remote and rural 
communities. The existence of four Service Providers in major cities is not 
consistent with the objective stated in the 2007 and 2008 SPGs. 

Aboriginal and Torres Strait Islander communities

2.17 The ABS define an Aboriginal and Torres Strait Islander community as being a 
community ‘bounded by physical or cadastral (legal) boundaries, and inhabited 
or intended to be inhabited predominantly (i.e. greater than 50 per cent of 
usual residents) by Aboriginal or Torres Strait Islander peoples, with housing or 
infrastructure that is managed on a community basis’17. These communities are 
referred to as discrete communities. According to the ABS, in 2006 there were  
1187 discrete communities within Australia. 

17 Australian Bureau of Statistics, Housing and Infrastructure in Aboriginal and Torres Strait Islander Communities, 2006. 
ACT: Canberra
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2.18 Table 2.4 provides a break down of Service Providers by discrete and  
non-discrete locations. 

Table 2.4: Distribution of Service Providers by discrete/non-discrete classification

Discrete 
communities

Non-discrete 
communities

TOTAL

New South Wales 0 3 3

Northern Territory 10 1 11

Queensland 1 3 4

South Australia 2 4 6

Tasmania 1 2 3

Victoria 0 1 1

Western Australia 1 0 1

TOTAL 15 15 29

2.19 As Table 2.4 shows, only half of the Service Providers are located within defined 
Aboriginal and Torres Strait Islander communities. 

Communities in areas of high need

2.20 As per objective one, DoHA define an area of high need as ‘where there are no, or 
very limited, aged care services available for that community’. The term, contained 
in the 1994, 2007 and 2008 documentation, ‘very limited’ is vague and not defined 
by DoHA. OEA could not determine if Service Providers were located in areas with 
‘very limited aged care services’. However, OEA found that 11 Service Providers are 
located in communities that also have a Mainstream Program service provider. 

Performance against objective one

2.21 As discussed later in this report, DoHA amended the objectives of the Flexible 
Program. Under the new objectives, which state a less specific objective one, these 
issues of consistency do not arise. However, it appears clear to OEA that for some 
period, probably 1994–95 to 2008–09, the support of Service Providers has not 
been entirely consistent with the objectives of the Flexible Program. 
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Objective two – enable these communities to provide a range of services 
which are able to respond to individual needs of frail aged within  
the community
2.22 The 2007, 2008 (and 2009) SPGs provide a comprehensive list of aged care services 

that the Service Providers can provide to meet the changing needs of individuals. 
The SPGs state that when negotiating and agreeing to the care plan and the 
services to be provided, the Service Provider must also ensure that these services 
can be provided within their budget, services include: 

personal hygiene (bathing, showering) and general hygiene• 
communication (hearing, sight, verbal, written etc.)• 
toileting• 
dressing/undressing• 
mobility• 
preparation of meals/assistance with eating• 
social activities/activity programs• 
cleaning and laundry• 
home help• 
gardening• 
accommodation (residential care)• 
nursing and clinical care and support appropriate to care recipient needs e.g. • 
Doctor/Nurse/Allied Health Professional to provide care/services and  
may include:

allied health e.g. speech therapist, dietician• 
medication, continence and pain management• 
behaviours and communication management• 
nutrition and hydration management• 
mobility and dexterity• 
assistance with a special diet• 

control and administration of medication prescribed by a Doctor, subject to • 
legal restrictions on providing the medication
rehabilitative support, or helping to get access to rehabilitative support, to • 
meet a professionally determined therapeutic need
administration of treatment such as eye drops, back rubs, dressings and urine • 
tests, subject to legal restrictions on providing the treatment
emotional support and direct supervision• 
having at least one responsible person or agency, approved by the Service • 
Provider providing the community care, reasonably near and continuously on 
call to give emergency assistance when needed
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transport to help the person shop, visit a medical practitioner or attend • 
socialisation activities
temporary respite care in the home• 
home maintenance, including modification, reasonably required to maintain • 
the home and garden in a condition of functional safety and provide an 
adequate level of security
arranging social activities, providing or coordinating transport to social • 
functions at a reasonable frequency and other out of home services that help 
prevent social isolation
advocacy services to help protect the person’s interests• 
support services to maintain personal affairs• 
cultural support to undertake culturally appropriate activities to maintain • 
cultural connections and responsibilities
other services required to maintain the person in the community. • 

2.23 National Office stated that the flexibility of the Flexible Program was a key success 
factor in providing effective aged care to Indigenous Australians. Service Providers 
also stated that due to fluctuating populations and cultural practices of the 
Indigenous client, it was necessary to provide flexible aged care services. 

2.24 Flexibility is particularly noted through the availability of the Service Provider to 
provide in-home care to Indigenous clients (a cultural preference) or residential 
care if necessary. Clients receiving residential care can also be moved back to in-
home care if the client is fit enough to return to their family. 

2.25 The 2007, 2008 (and 2009) SPGs indicate that the Flexible Program is positioned to 
enable this objective to be met. 

Objective three – develop financially viable cost-effective and co-
ordinated services, outside existing conventional program structures
2.26 Flexible Program funding is based on an agreed allocation of high care, low care 

and community care places. Funding is ‘cashed-out’ meaning it is paid on the 
allocated number of places and not the actual occupancy of these places.18 A 
concessional resident supplement and viability supplement are also available to 
eligible services located within rural and remote areas. 

2.27 This cashed-out model gives Service Providers a constant income stream. DoHA 
stated that this model ensured viable cost-effective and coordinated services close 
to client’s home and country. Service Providers preferred the cashed-out model and 
believed it aided their viability.

18 Department of Health and Ageing, National Aboriginal and Torres Strait Islander Flexible Aged Care Program Draft 
Service Provider Guidelines, approved September 2008 and came in to effect 1 July 2009, ACT: Canberra.
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2.28 Service Providers located in rural and remote areas stated that if their service was 
funded through the Mainstream Program method of payment (actual occupancy) 
they may not be viable. This is because high and low care client numbers can 
fluctuate greatly throughout a year. Clients often have extended absences from 
Service Provider’s facilities due to cultural reasons (e.g. sorry business) and seasonal 
conditions. Service Providers still provide aged care services to these people when 
they are not located in their facility, but under the occupancy funding method the 
Service Provider would only be funded if the client was in the Service  
Provider’s facility. 

2.29 An advantage of the cashed-out model for the Service Providers is that they tend 
to be funded for more places than they actually provide. For example, a Service 
Provider in a remote Northern Territory community is funded for five high care 
places, six low care places and one community care place, however this Service 
Provider provides a respite service (community care) only and no overnight 
residential care (high and low care) is provided. This Service Provider actually 
provides up to 40 clients with community care services. Strictly, this organisation is 
not providing the services it is funded for but is the only aged care Service Provider 
within the area and the only service that has an outreach service to the smaller 
communities surrounding the location. 

2.30 A reason this organisation and others provide a greater number of community care 
places as opposed to the high and low care places they are funded for is due to the 
high cost associated with high and low care places. While DoHA provides greater 
funding per place for high and low care places there is some evidence to suggest 
that the amount may not be enough to cover the cost of providing aged care 
services in small facilities. Some Service Providers indicated that a facility needed a 
minimum of 60 places before it would be viable. 

Objective four – facilitate community involvement in the care of their frail 
aged through management of the service
2.31 The 2007, 2008 (and 2009) SPGs stipulate that Service Providers need to 

ensure that Indigenous clients are assisted in social activities that involve their 
community, families, carers and staff of the facility.19 Service Providers also stated 
that facilitating community involvement is important to help the broader 
community understand the types of services provided and their limitations. 

19 Department of Health and Ageing, op. cit.
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2.32 The rural and remote facilities visited exhibited extremely close ties to community 
organisations with regular feedback to ensure that services remain consistent with 
the wishes of the community. This was demonstrated by Service Providers holding 
regular community meetings, providing updates during these meetings and 
holding community barbecues and events at the Service Provider’s facility. 

2.33 Service Providers stated that they were highly affected by activities within the 
community, which had significant impacts on the style of care delivered. For 
example, one site visited had recently varied its style of service delivery to include 
travel and care for the elderly when they are away attending to ceremonial 
duties. They provide packed meals and fresh water and helped arrange transport. 
The ability of Indigenous clients to travel was seen as important not only for 
networking and socialisation, but to ensure that clients were still part of  
the community. 

2.34 DoHA’s measurement of community involvement is limited to a ‘yes’ or ‘no’ 
answer in service provider Service Activity Reports (SAR). Despite this fairly limited 
information, from OEA’s observations Service Providers appear to be achieving  
this objective. 

Conclusion
2.35 OEA found that:

The flexibility afforded to Service Providers appears sufficient to meet the • 
changing needs of individual clients and is seen as a key success factor in 
meeting the needs of Indigenous Australians. 
The cashed-out funding model and other supplements assist in developing • 
viable cost-effective services. However, DoHA needs to give further 
consideration to the minimum number of high and low care places that a 
Service Provider is allocated before a facility can be viable. 
Service Providers are incorporating community involvement in the planning • 
and management of their facilities. 
When assessed against what OEA reasonably concludes the objectives to have • 
been for the bulk of the program’s life, there have been inconsistencies with the 
actual distribution of services. 
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3. Program design and implementation

Introduction
3.1 As part of the audit OEA assessed the Flexible Program’s design and 

implementation including the documentation that provides guidance for the 
delivery of the Flexible Program. 

Design
3.2 The Flexible Program was created to address the recommendations made in the 

NATSIAC strategy to effectively deliver aged care services to Indigenous Australians, 
being to:

introduce flexibility into service delivery modes and funding models • 
provide training, education and needs assessment support• 
provide initial financial assistance• 
provide individual needs based financial assistance• .20

3.3 The Flexible Program commenced in the 1994–95 financial year as a four year pilot 
program with a total of $9.4 million. In its first year it funded five Service Providers 
for 63 places and aimed to increase this to 20 Service Providers and 250 places 
during the pilot phase. 

3.4 DoHA intended that pilot Service Providers would provide a range of services, 
both residential aged care and community based aged care, dependent upon 
the needs within the particular community. Capital and recurrent funding was 
made available through the notional funding of allocated high care, low care and 
community care places. 

3.5 STOs gathered information to develop a list of communities to participate in the 
pilot. STOs collected the following information on these communities: 

population and location of community• 
general description of community conditions and issues• 
estimated numbers of aged people requiring services and indication of levels of • 
care needed
health/aged care services already existing in the community/region (including • 
those funded by other agencies)
comments on appropriateness and accessibility of existing health/aged  • 
care services
whether a potential sponsoring body has been identified and description of its • 
relationship to the community and to traditional/legal land owners on site.

20 Aged and Community Services Australia, National Indigenous Aged Care, Issues Paper <www.agedcare.org.au/
POLICIES-&-POSITION/Position-and-discussion- papers/Indigenous_ Issues_Paper.pdf>
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3.6 STOs provided the list of communities and their relevant details to the National 
Office who used the following criteria to short list suitable locations: 

location ( relative isolation and difficulty of service access)• 
existing provision for aged care and related services• 
relative urgency of aged care need• 
potential for success i.e. whether the community had the potential to take on a • 
pilot project
quantitative indicators (numbers of individuals with needs).• 

3.7 National Office together with STOs selected the first five priority sites for the 
1994–95 pilots (and subsequent ones). The remaining potential sites were to be 
used for setting up pilot projects in the succeeding years, or brought forward in 
case of need if any of the five communities selected for 1994–95 were not able  
to proceed.

Implementation
3.8 Once the locations of the initial five pilots were established, STOs undertook 

community consultations to provide information on the Flexible Program, its 
objectives and the specifics of the program including funding arrangements 
and possible service models. This information was provided to the community 
to enable them to make informed decisions as to whether the pilot was the best 
model for their community. 

3.9 At the completion of the pilot in 1998, DoHA increased funding of the Flexible 
Program to support 30 Service Providers for 523 places. This level of places appears 
to have remained unchanged until 2006. 

3.10 In the 2006–07 Federal Budget, an additional 150 places was provided to the 
Flexible Program, of which 120 places were allocated to existing Service Providers 
(who were allowed to change their notional mix of high care, low care and 
community care places). One new Service Provider (to commence operation in the 
2009–10 financial year) was allocated the remaining 30 places.

3.11 As at 30 June 2009, 29 Service Providers were funded for a nominal allocation of 
215 high care places, 179 low care places and 259 community care places  
(653 total places). These services are located in New South Wales, Queensland, 
South Australia, Tasmania, Victoria, Western Australia and Northern Territory.
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3.12 DoHA advised that additional Service Providers were established where it was 
identified that:

there were no aged care services provided in an area/location for Aboriginal • 
and Torres Strait Islander older Australians
the model delivered under the Flexible Program was the most appropriate • 
model for delivery of aged care services
existing aged care services were not meeting the needs of Aboriginal and • 
Torres Strait Islander older Australians.21 

3.13 A new Service Provider is funded to commence operations in the 2009–10 
financial year. While the service is located in a rural location according to DoHA’s 
classification (it is classed as Inner-Regional by the ABS), the community has a 
population of over 3 000, and is four kilometres from a community of over 30 000. 
The community is not a discrete Aboriginal or Torres Strait Islander community 
and there are already seven aged care services in the community four kilometres 
away. In-principle approval has also been given for two new Service Providers in the 
Northern Territory, an eight place service in Mutitjulu and a 10 place service in East 
Arnhem Land. It is unknown when these services will commence operations. 

3.14 STOs consulted by OEA indicated that there is increasing need for the provision of 
aged care and that only some of the aged care needs of Indigenous Australians are 
being met through the Flexible Program. Service Providers that OEA visited also 
stated that there is a growing demand for Indigenous aged care but their funding 
has not increased enough to meet this demand. Some Service Providers reported 
that they have in prior years provided information to STOs about their perceived 
demand for aged care services, however this has not developed into a  
formal process. 

3.15 In 1994 the ABS census figures (which were the most recent at the time the 
Flexible Program commenced) showed that there were 23 369 Indigenous 
Australians over the age of 5022. The 2006 census (the most recent census) shows 
that there were 55 283 Indigenous people over the age of 50. Given this data 
detailing the growth of the Indigenous population it would be appropriate for 
DoHA to formally consider the current level of need. 

21 Response to Discussion Paper provided by email 13 July 2009, from the Acting Assistant Secretary, Indigenous Aged 
Care Taskforce. 

22 OEA used the Flexible Program’s minimum Indigenous eligibility age (50 years) as a guideline for the calculations. 
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3.16 As part of the NATSIAC Strategy DoHA were required to evaluate the Flexible 
Program after the first and third years to ‘ensure that it does provide better aged 
care services for Aboriginal and Torres Strait Islander Communities’23. Further, 
the 1994–95 Portfolio Budget Measures Statement also stated that the Flexible 
Program pilot would ‘be subject to an evaluation on an annual basis’. No evaluation 
of the Flexible Program has been conducted since its inception in 1994. 

3.17 In the absence of a formal evaluation it is not clear how DoHA is able to determine 
if the Flexible Program is meeting the aged care needs of Indigenous Australians 
and how it needs to evolve to cater for changing need. As noted elsewhere, DoHA 
recently changed part of the Flexible Program’s objectives. This appears not to have 
been the result of a formal evaluation or needs analysis. 

Program documentation
3.18 Maintaining consistent, authoritative and formal program documentation is 

essential to good program management. The Australian National Audit Office 
(ANAO) Administration of Grants Better Practice Guide advises that program 
objectives should be clearly documented and communicated to all stakeholders.

3.19 The catalyst and key document for the Flexible Program is widely acknowledged 
(and included in Federal Budget documents) as the NATSIAC strategy of 1994. OEA 
repeatedly attempted to obtain a copy of the NATSIAC strategy from DoHA at the 
commencement of the audit. This could not be located by DoHA until 7 August 
2009, more than one year after the initial request. When DoHA provided OEA with 
the NATSIAC strategy DoHA stated that the NATSIAC strategy and the 1994 Budget 
Initiative were ‘internal working documents and have no formal status’.24

3.20 For the purpose of the audit, OEA considered that some of the documents provided 
could be considered to have a formal status. However, OEA is also forced to 
conclude that DoHA has not maintained a sufficient level of formal documentation 
to guide program delivery, nor has this been readily accessible. 

23 Aged Care Services for Aboriginal and Torres Strait Islander Communities – 1994 Budget Initiative
24  DoHA response to OEA questions dated 7 August 2009. 
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Service Provider Guidelines
3.21 DoHA advised that there were no guidelines until 1 July 2007, 13 years after the 

commencement of the Flexible Program. 
3.22 The first SPGs developed by DoHA came in to effect on 1 July 2007. The objectives 

stated in the 2007 SPGs appear to have been sourced from DoHA documents 
dated 2002. This document broadly summarised the original NATSIAC strategy. It 
is reasonable to conclude that objectives stated in the 2007 SPGs have been the 
objectives since the Flexible Program’s commencement in 1994, although DoHA 
have also advised that these documents have no status. As the 2007 SPGs were 
distributed to Service Providers, and in a number of cases, were attached to their 
Program Funding Agreements it would be accurate to class these as having formal 
status. The SPGs that were provided with Program Funding Agreements in 2008 
were identical to the 2007 SPGs.

3.23 The 2007 SPGs state that their purpose is to ensure a consistent approach to the 
provision of aged care services to Indigenous Australians. They state that they 
should be used in conjunction with the funding agreements for each Service 
Provider as the funding agreements form the legal basis for Service Providers. 

3.24 The 2007 SPGs assist in explaining the policies and operational requirements for 
the provision of aged care services for Indigenous Australians. The information 
contained within the 2007 SPGs detail:

Continual improvement strategies to address any risks or need  • 
for improvement. 
Governance, management and accountability requirements that detail • 
the governance and management of the Board of Management, funding 
agreements, budgetary information, accountability of reporting and staffing 
checklists for eligibility of employment. 
Care services including the need for culturally appropriate aged care, logistics • 
of providing aged care, type of care that can be provided, eligibility for care, 
admission and discharge information. 
Care recipient rights and responsibilities including consultation requirements, • 
privacy and confidentiality, care recipient fees and agreements and  
complaints handling. 
Community engagement and networking to ensure care recipients • 
involvement in the community and the community’s involvement in the 
management of the Service Provider. 

3.25 OEA considers that the 2007 SPGs are sufficient in guiding the management 
practices and types of care that Service Providers should provide. However, the 
2007 SPGs do not provide adequate standards for the quality of care to be provided 
by Service Providers. 
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3.26 The continuous improvement process, which details the required quality of care 
states that Service Providers should:
i. Plan – to improve the service by identifying faults and identifying multiple 

solutions. 
ii. Do – solve problems. This can also involve small scale experimental 

adjustments.
iii. Check – by seeking broad feedback on changes and ensure normal activities 

have not been affected. They should also test whether changes are effective  
or not.

iv. Act – to implement changes on a large scale. Also to actively involve other 
people affected by changes including others that may benefit from your 
actions i.e. another Flexible Program Service Provider.

3.27 These continuous improvement strategies were the only guide in providing quality 
aged care requirements, as Service Providers are not bound by the Accreditation 
Standards applied to the Mainstream Program. The Flexible Program quality 
guidelines are less detailed than the Mainstream Program. Following the death of 
an Indigenous woman at a Northern Territory Flexible Service Provider in June 2007 
DoHA advised that it took steps to improve quality assessment and monitoring. 
These are discussed further in Section 4. 

3.28 In late 2008, DoHA undertook consultation with Service Providers on the 
usefulness of the SPGs. A questionnaire was used to survey Service Providers and 
the majority of feedback was considered by DoHA to be positive. OEA understands 
that 17 per cent of Service Providers responded to the survey. As a result of this 
consultation process, new SPGs were signed off by DoHA on  
23 September 2008 and will be distributed as an annexure to the 2009–10 
Program Funding Agreements, expected to be in August 2009. The 2009 SPGs 
contain greater detail on continuous improvement and quality which addresses 
some of the issues noted in the 2007 SPGs. A further key change has been to 
amend objective one of the Flexible Program. 

3.29 In the 2007 and 2008 SPGs this was ‘to provide aged care services to small remote 
and rural Aboriginal and Torres Strait Islander communities in areas of high 
need, i.e. where there are no, or very limited, aged care services available for that 
community’. In the 2009 SPGs objective one is ‘to provide quality, flexible, culturally 
appropriate aged care services to older Aboriginal and Torres Strait Islander peoples 
close to their home and country’. OEA understands that the consultation process 
focussed on operational aspects of the SPGs and not the objectives of the Flexible 
Program. DoHA advised that the reason for changing objective one was to align 
the objectives of the Flexible Program with the objectives of the RISS Program. 
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3.30 DoHA provided the following reasoning for changing the Flexible  
Program’s objective: ‘

The RISS Measure was not limited to “small remote and rural Aboriginal and Torres 
Strait Islander communities”. As a result, amendments were made to the objectives 
in the National Aboriginal and Torres Strait Islander Flexible Aged Care Program 
Service Provider Guidelines to broaden the scope of the program’s reach to include 
all Indigenous communities

3.31 It appears to OEA that Service Providers who met the objectives stated in the 2007 
SPGs would have already been eligible to access funds from the RISS Program 
without any changes to the Flexible Program’s objectives being required. OEA 
notes that DoHA approved changes to align the objectives with those of the 
RISS occurred the day after25 a $46.2 million plan that announced to ‘support and 
improve the quality of the Flexible Indigenous aged care services’.26 This included:

development of an independent quality framework• 
a capital grants program• 
peer and professional support for aged care providers• 
emergency assistance program to provide short-term help in a crisis• .27

3.32 This plan was funded from the RISS Program. 

25 On 22 September 2008, the national media reported on a coroner’s findings into a death of a female elder at the 
Docker River aged care facility on 15 June 2007. The aged care facility is a Flexible Program Service Provider. The coroner 
reported that the death at the facility was ‘predictable’ and from her observations ‘the residents did not look well 
cared for’.

26 The Hon Justine Elliot MP, Media Release, Quality standards for Aboriginal aged care, September 22, 2008
27 ibid
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Conclusion
3.33 OEA found a number of issues relating to the Flexible Program’s design and 

implementation including that:
Formal program documentation that guides the Flexible Program appears to • 
not exist or be accessible.
DoHA appears not to have had any program guidelines in place between  • 
1994 and July 2007.
No formal evaluation or review of the Flexible Program appears to have been • 
undertaken in order to assess the changing levels of need. This is despite the 
Budget Initiative stating it would be evaluated after the first and third years of 
the Flexible Program’s operation and Portfolio Budget Measures Statements 
1994–95 stating it would be evaluated annually. Moreover, the number of 
Indigenous Australians over the age of 50 has more than doubled since 1994. 

Recommendation No. 1

3.34 OEA recommends that DoHA undertake an evaluation of the Flexible Program. 
As part of this evaluation, DoHA should undertake a formal needs analysis and 
identify a formal process for monitoring changing levels of need. 

DoHA response

Agree 

Recommendation No. 2

3.35 OEA recommends that DoHA ensure that formal authoritative Flexible Program 
documentation exists which clearly state the intended objectives of the Flexible 
Program. This documentation should provide the overarching context for the 
Service Provider Guidelines. 

DoHA response

Agree 
The quality framework for flexible age care services will assist in the review of authoritative 
Flexible Aged Care Program documents. The Department will, once the development of 
the quality framework is finalised, review the Service Provider Guidelines and program 
objectives for the National Aboriginal and Torres Strait Islander Flexible Aged Care Program.
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4.  Monitoring, reporting and performance framework

Introduction
4.1 As part of the audit, OEA attempted to assess the performance framework of the 

Flexible Program including the effectiveness of the monitoring and reporting 
arrangements DoHA have in place. 

Monitoring
4.2 Historically, the monitoring of Service Providers appeared to be ad-hoc and 

issues based. Following the death at the Docker River Flexible Service and the 
subsequent improvement plans announced by the Minister for Ageing, a number 
of monitoring changes were initiated: 

The Minister announced the development of an independent quality • 
framework for the Flexible Program.
DoHA developed the quality review checklist as a temporary fix until the • 
quality framework is developed.
DoHA undertook a risk and safety review of all Service Providers.• 
DoHA implemented site visit changes. • 

Independent quality framework

4.3 On 22 September 2008 the Minister for Ageing announced the Indigenous Aged 
Care Plan which included the ‘development of the first independent quality 
framework to set standards for the National Aboriginal and Torres Strait Islander 
Flexible Aged Care Program’.28 

4.4 While the initiative was announced during the audit period, OEA did not 
examine the quality framework as only limited implementation had occurred. 
DoHA’s published timetable indicated that the rollout and training of the quality 
framework would commence in June 2009. DoHA advised OEA in July 2009 that 
an organisation had recently been contracted and consultations on the quality 
framework would commence in August 2009, almost a year after the  
Minister’s announcement. 

28 The Hon Justine Elliot MP, Media Release, Quality standards for Aboriginal aged care, September 22, 2008 
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Quality review checklist

4.5 In the absence of the quality framework DoHA advised that all STOs use a draft 
quality review checklist to monitor Service Provider performance. The draft quality 
review checklist was developed in 2007–08. 

4.6 On 13 July 2009 DoHA provided a copy of the quality review checklist which is 
based on four draft quality principles:

management and accountability• 
care services• 
care recipient rights and responsibilities• 
community engagement, networking and innovation.• 

4.7 The quality review checklist states that the ‘Service Provider is committed to 
ensuring the delivery of a quality aged care service. Therefore the Service Provider 
undertakes quality activities and continuous quality improvement, and is guided 
by the quality principles’.29 It allows the Service Provider and DoHA to work 
together to review quality and implement strategies to address and identified risks 
or need for improvement. It is the responsibility of the STOs to undertake  
these reviews.

4.8 The quality review checklist appears to be an adequate interim measure, for use 
until a nationally agreed quality framework is in place. 

Risk and safety review

4.9 DoHA conducted a risk and safety review in November 2008, at the time of audit, 
Service Providers spoken to who had undergone this review had not formally 
received advice regarding the outcome. 

4.10 DoHA advised OEA in July 2009 that formal advice was provided to all Service 
Providers regarding the outcome of their reviews. Included with the formal 
advice were action plans designed for Service Providers to improve risk and safety 
management. The review also resulted in $2 million being spent on urgent works 
as part of the RISS Program. Capital replacement issues are discussed further in 
Section 5. 

Site visits

4.11 OEA found that the frequency and type of contact maintained between Service 
Providers and DoHA varied significantly. In most instances STOs maintain phone 
contact on at least a quarterly basis. Historically physical site visits took place far 
less frequently and tended to be reactive to issues, but in late 2008 DoHA took 
steps towards more regulated site visits.

29 Final quality review tool, Quality Review Checklist, Department of Health and Ageing, provided via email 13 July 2009
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4.12 During a teleconference on 13 October 2008, National Office requested that STOs 
visit each Service Provider twice per year. Eighteen Service Providers were visited at 
least twice by STOs in 2008–09 with the remaining 11 visited once.

4.13 DoHA should give consideration to making regular site visits a formal policy and 
include them in the SPGs. 

Reporting 
4.14 As part of the Flexible Program funding agreements, services are required to 

submit Service Activity Reports (SAR), Financial Activity Reports (FAR) and audited 
financial reports. These reports are submitted by individual Service Providers, but 
are not collated by DoHA to determine whole-of-program performance. This may 
be due to the lack of a formal performance framework.

Service Activity Reports

4.15 Flexible Program services are bound by their funding agreements to provide SARs 
twice a year. 

4.16 SARs capture information in five sections:
i. care recipient profiles detailing:

date care commenced and/or ceased• 
care and mobility level• 
sex and age• 

ii. governance, management and accountability detailing: 

board of management • 
 •	 staffing including staff details such as position, if they identify as Aboriginal 
or Torres Strait Islander, hours worked per week and if they have undertaken 
training
financial management• 
safety• 
building standards• 

iii. care services detailing: 
access details including if the services has a wait list• 
care plans detailing care needs of each care recipient• 
care services including medication management• 
social, cultural and spiritual life • 
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iv. care recipient rights and responsibilities detailing:
  information and consultation to ensure rights and responsibilities are • 
explained
 fees payable by care recipients• 
 privacy and dignity• 
 complaints and advocacy detailing complaints procedures• 

v. community engagement and networking detailing:
 community and participation• 
 linkages to other agencies• 
 planning• 

4.17 Much of the data is reported by checking a ‘yes’ or ‘no’ box with comments about 
each section being optional. OEA was advised that DoHA analyse certain parts of 
the SAR to ensure compliance and to assist in the negotiation of the upcoming 
funding agreements. This analysis was not evident from the files OEA assessed  
and it is still unclear what analysis is undertaken. 

4.18 Service Providers stated that they are unsure what analysis is done on their reports 
and if it is useful to DoHA due to an absence of feedback from the Department. 
DoHA advised that reports submitted by Service Providers since OEA’s site visits in 
November 2008 are analysed by STOs and if performance issues are identified the 
STO will contact the Service Provider seeking clarification or remedy. 

Financial Reporting

4.19 Service Providers are required as part of their funding agreements to provide 
quarterly FARs and annual audited reports. At the beginning of their funding 
period Service Providers are also required to provide a detailed budget forecast for 
the 12 months ahead. 

4.20 The FAR is a two line report that compares total budgeted income and expenditure 
(pro rata for the time of financial year) and actual income and expenditure to date. 
There is a section for comment on income and expenditure variances, which in 
most cases was used by Service Providers. 

Usefulness of reporting
4.21 The SARs are useful in collecting care recipient details such as the number of care 

recipients, their mobility details, their ages and dates care commenced or ceased. 
They also collect information regarding the range of services provided, details 
of how Service Providers respond to individual needs and how they facilitate 
community involvement. This enables the SAR data, if collated, to measure 
performance in relation to objectives two and four of the Flexible Program. 
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4.22 The SARs did not capture information relating to objective one of the 2007 SPGs. 
As they are currently formulated it appears the SARs will not capture information 
relating to cultural appropriateness and quality of services as per objective one of 
the 2009 SPGs.30 

4.23 The FARs is effective in ensuring that service provider’s budgets have been 
expended. The small detail allows for the Service Provider to easily provide 
information to DoHA without requiring the skills of an accountant. However, the 
FAR is ineffective in capturing sufficient information relating to the viability and 
cost-effectiveness of Service Providers as per objective three of the  
Flexible Program. 

Performance framework
4.24 An effective performance framework is essential to a well run program and has the 

potential to generate useful information when assessing the success of a program. 
Ideally a performance framework should be created during the design phase of 
a program so that an agency can measure and assure itself that a program is 
meeting its objectives.

4.25 DoHA confirmed with OEA that the Flexible Program does not have a formal 
performance framework in place but consider the reporting as an informal 
performance framework. As previously stated, whole-of-program data is not 
collected and the reporting requirements of the service provider do not include 
sufficient information to measure overall performance, nor do they align well with 
the objectives of the Flexible Program. 

4.26 A performance framework should include performance indicators to gauge the 
success of the Flexible Program. OEA considers the following measures may be of 
value in developing key performance indicators:

number and cost of actual places provided• 
client satisfaction rating of the cultural appropriateness of services• 
waiting times experienced• 
results of a more focused quality framework (such as significance of identified • 
physical risks, compliance with individual care plans etc)
elapsed time since last site visit by STO• 
perceived rating of the performance of Service Provider’s Boards  • 
of Management

30 The SARs inability to measure quality was also mentioned in an independent investigation report by the Aged Care 
Commissioner who stated that ‘the data collected provides little information that addresses the quality of the 
services being provided’.
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timeliness of DoHA in finalising funding agreements, releasing funds• 
financial ratios and indicators of viability from the financial reporting provided• 
quality measures.• 

4.27 DoHA should seek to monitor the efficiency of the Flexible Program by capturing 
the cost of the outcomes which the program has facilitated. This would involve 
closer monitoring of the actual number of services provided (as opposed to the 
nominal places funded) and the cost of providing these.

Conclusion
4.28 OEA found that monitoring and reporting arrangements were generally weak 

for most of the life of the Flexible Program. OEA acknowledges that there was a 
significant change in late 2008 and initiatives announced in 2008 appear to be 
useful in contributing to improving quality and monitoring arrangements. 

4.29 OEA found that:
There are various reports submitted to DoHA by Service Providers, however • 
these reports are not collated or sufficient in assessing whole-of-program 
performance. 
DoHA does not have a formal performance framework and there are • 
no identified key performance indicators to assess whole-of-program 
performance. 

Recommendation No. 3

4.30 OEA recommends that DoHA develop a performance framework that includes key 
performance indicators, within the Service Activity Reports, that can assess the 
performance of the Flexible Program in meeting its intended objectives. 

DoHA response

Agree 
The Department is currently developing, in consultation with Aboriginal and Torres Strait 
Islander flexible aged care providers, a framework that will include a set of culturally 
appropriate standards for the delivery of quality aged care services to Aboriginal and Torres 
Strait Islander people.
Consultation commenced in August 2009 and will inform the development of a 
performance framework, including key performance indicators to assess the performance 
of the National Aboriginal and Torres Strait Islander Flexible Aged Care Program against the 
program objectives.
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5. Service delivery arrangements

Employment
5.1 The most common issue identified by DoHA and the Service Providers as affecting 

service delivery was the difficulty in attracting and retaining appropriately 
qualified staff. Attracting and retaining qualified staff to rural and remote locations 
is difficult for reasons including:
i. Location conditions – Service Providers highlighted that there was a history 

of new staff members staying only for extremely short periods of time. 
This was due to many reasons including the remoteness and locality, lack 
of social opportunities, high costs of transport, seasonal weather and poor 
infrastructure. One service provider visited had responded to this by insisting 
upon a trial period for potential employees to ensure that they are prepared 
to reside under the conditions and also allow the Indigenous community to 
accept the individual. 

ii. Competitive market – Attracting staff is difficult in locations which have 
competition from other industries. Many of the Flexible Program and 
Mainstream Program Service Providers visited stated that competition 
from state or territory hospitals was common, and in two instances mining 
companies paying significantly more money also competed for scarce labour. 

iii. Housing – The audit noted several instances where key positions, such as 
registered nurse, were unable to be filled for lengthy periods of time due 
to the unsuitable condition of current accommodation or lack of available 
accommodation. Service Providers stated that building or upgrading houses is 
very costly and therefore housing was sub-standard. 

Employment of local Indigenous workers

5.2 Service Providers generally considered that developing close ties with the local 
Indigenous community and utilising local Indigenous workers are key success 
factors in providing quality Indigenous specific aged care. However, Service 
Providers stated that many Indigenous workers had higher staff absenteeism 
rates compared to non-Indigenous employees. This was sometimes due to cultural 
obligations, such as the need to attend to ‘sorry business’ which can mean long 
absences from work. 
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5.3 Service Providers have employed different strategies to overcome staff 
absenteeism. However, no single strategy could be identified as being appropriate 
for all providers and strategies that proved effective in one location were thought 
unlikely to be effective, or unable to be implemented, in other locations. However, 
it was considered important by DoHA and service provider staff that there should 
be a shift toward training and employing local Indigenous staff as a means to 
overcoming recruitment issues. 

5.4 DoHA have advised that since OEA completed audit fieldwork, permanent part-
time Aboriginal and Torres Strait Islander positions in aged care services have 
been created including as part of the Community Development Employment 
Projects (CDEP) reforms and that workforce development and training is being 
implemented for these permanent part-time positions. 

Cost of providing services in remote locations
5.5 Service Providers stated that the cost of providing services in remote locations can 

sometimes affect service delivery. Asset repairs and maintenance and food costs 
can impact on service delivery. 

Asset repairs and maintenance

5.6 The audit found that Service Providers did not have suitable asset maintenance 
and replacement plans in place. This may be due to Service Providers not being 
funded for depreciation. In remote communities, the continued operation of key 
capital items is a major concern for Service Providers and without the proper 
planning, access to trades people is expensive and subject to lengthy delays. 

5.7 Service Providers located in remote locations highlighted that repair times were 
often lengthy due to the unwillingness of trade’s people to travel long distances. 
One service provider in particular highlighted the need for an electrician but often 
had to wait for weeks at a time to ensure a trade person had multiple jobs within 
the area so as to provide sufficient incentives to travel the 600km to the remote 
location. Service Providers stated that the distance involved with trades people and 
the lack of competitive skilled trade’s people contributed to the high costs involved 
with asset repair and maintenance. 

Food

5.8 A healthy and nutritious food menu is required as part of providing care to the 
elderly. Service Providers highlighted the high costs of providing fresh foods in 
remote locations. 

5.9 Service Providers incorporated traditional Aboriginal foods from the community 
including traditional meats and berries to minimise this cost. Service Providers 
stated this was necessary not only to minimise the cost but to also keep a cultural 
link to traditional practices for the Indigenous residents. 
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Capital replacement and improvements
5.10 DoHA advised that the availability of funds for capital replacements or 

improvements is essentially subject to a bidding process for any surplus funds 
from the Flexible Program. This bidding process is the main source of funding for 
capital replacements and improvements. National Office stated that they assess 
capital funding applications for bids of surplus funds of the Flexible Program. 
National Office stated that recommendations can come from STO’s about the level 
of priority on each service provider’s application. 

5.11 Service Providers were frustrated with the uncertainty surrounding available 
capital funding. They stated that they were not specifically funded for depreciation 
of assets and this, along with the uncertainty of capital funding added stress to 
the management of aged care facilities. In addition, Service Providers indicated 
that there was an expectation by DoHA for Service Providers to set aside funds 
from their budget for asset replacement.

5.12 It was also noted that one Service Provider lagged behind others in the basic 
infrastructure available at their facility. One central Australian facility lacked air 
conditioning or a cool room for the onsite storage of food supplies. This posed 
issues of needing to have another business store their food which meant that  
no food was available on site in case residents were hungry in between set  
menu times.

5.13 Two Service Providers were frustrated with DOHA’s administration of the capital 
funding with both questioning the handling of their applications and the 
assessment process undertaken.

5.14 DoHA advised OEA that the Service Providers may bid for capital funding through 
the Remote and Indigenous Service Support (RISS) Program. RISS funding is 
available to Flexible Program and Mainstream Program Service Providers for a 
variety of improvement and support purposes that focus on Indigenous service 
delivery or are located in remote areas. DoHA advise that under the RISS Program 
$2 million was spent on urgent works resulting from the risk and safety review 
and a further $3 million has been provided to aged care providers who care for 
Aboriginal and Torres Strait Islander people.

5.15 When announcing the RISS Program initiatives, the Minister for Ageing stated 
that the program of grant for capital works would include funding for ‘an 
ongoing maintenance program’. OEA consider that there would be value in DoHA 
developing a structured, ongoing capital replacement and improvement program 
for the Flexible Program.
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Relationships
5.16 Whilst conducting the audit OEA sought to examine the relationship that National 

Office, STOs and Service Providers had with each other. 
5.17 The audit team found that in most cases services had positive relationships 

with DoHA staff. Service Providers reported that their positive relationships with 
individual DoHA staff translated in to a generally positive view of DoHA. 

5.18 National Office has also fostered the development of interstate relationships 
between Service Providers through a tri-state workshop. National Office hosted 
a tri-state workshop between Western Australian, Northern Territory and South 
Australian Flexible Program services and STO staff in August 2008. 

5.19 The workshop was designed to focus on practical, operational and management 
issues.31 Discussions with STOs and Service Providers revealed that they all found 
the workshop effective. This was due to the content and networking opportunities 
provided to participants. 

5.20 The relationship between National Office and STOs was identified by STOs as 
requiring development. In particular STOs reported that the perceived high 
turnover of staff within National Office has resulted in a limited understanding of 
the Flexible Program’s operations. Improved handover and induction procedures 
may assist in this area.

Culturally Appropriate Services
5.21 OEA consulted with DoHA’s National Office, STO’s and Service Providers regarding 

key cultural considerations specific to the provision of aged care to  
Indigenous people.

5.22 DOHA currently does not have in place an overarching framework that determines 
culturally appropriate delivery of aged care services. During discussions held with 
Flexible Program services, they indicated that knowledgeable staff, community 
involvement and cultural activities were important considerations in delivering 
culturally appropriate aged care. 

31 Department of Health and Ageing, letter to Flexible Program services. Copied during file review. 
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5.23 Service Providers further stated that they address culturally appropriate aged  
care by:

holding arts and crafts activities for residents• 
providing traditional foods on the menu• 
allowing and supervising a camp fire within the facility• 
encouraging visits by family members to the facility• 
assisting with food and medications to clients attending cultural ceremonies• 

increasing knowledge on sorry business and how this affects the Indigenous • 
residents. This may include the cleansing of a room, usually involving a smoking 
ceremony, following a death
understanding kinship systems and the way it may affect the provision of care. • 
As an example: certain skin groups can not touch other skin groups, some skin 
groups do not allow the female of one family to touch a male of another family 
and vice versa
encouraging community input on governing the facility• 
encouraging community involvement in activities such as community • 
barbecues, visits from local schools, community celebrations including the 
National Aboriginal and Islanders Day Observance Committee (NAIDOC) Week 
and Reconciliation Week. 

5.24 The audit found that cultural appropriateness is an individual community 
assessment and the development of a national framework can help assist Service 
Providers in the provision of high level culturally appropriate aged care. Staff  
from the sampled Service Providers indicated that the community should have  
the ability to address community specific cultural considerations in a  
national framework. 

5.25 This is particularly important as the objectives in the 2009 SPGs stipulate cultural 
appropriateness as part of objective one of the Flexible Program. 

Conclusion
5.26 OEA identified a number of issues affecting the delivery of the Flexible Program:

Service Providers in rural and remote communities had difficulty in attracting • 
and retaining suitably qualified staff due to rural and remote location 
conditions, competition from other industries or housing. 
Service Providers considered that training and employment of local Indigenous • 
workers was important in delivering effective aged care services in  
remote areas. 
The cost of providing services in remote locations including asset repairs • 
and maintenance and food is high. This is exacerbated by the absence of 
depreciation funding for capital improvements. 
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Service Providers reported positive working relationships with DoHA staff, but • 
there is room to improve relationships between National Office and STOs. 
Providing culturally appropriate services is essential to delivering effective aged • 
care to Indigenous Australians. It appears that Service Providers are considering 
the cultural needs of Indigenous care recipients. However, it would be beneficial 
for DoHA to consider developing a cultural framework that identifies ways 
to address cultural appropriateness and ways to minimise impediments to 
culturally appropriate aged care. 

Recommendation No.4

5.27 OEA recommends that DoHA develop a structured, ongoing capital replacement 
and improvement program for the Flexible Program.

DoHA response

Agree 
The Indigenous Aged Care Plan includes funding for a capital grants program. In 2008–09 
the Department provided over $3 Million to aged care services that provide care to 
Aboriginal and Torres Strait Islander people to: undertake maintenance; minor works; 
building upgrades and purchase of equipment. Building audits of all flexible services will be 
undertaken in late 2009. These audits will determine priority for future capital  
works projects.
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6.  Meeting the needs of Indigenous Australians through the  
Mainstream Program

Introduction
6.1 The Mainstream Program provides residential aged care services to elderly 

Australians, including Indigenous Australians, who are no longer able to live at 
home. As part of the audit OEA assessed how DoHA assures itself that mainstream 
services meet the needs of Indigenous Australians. 

6.2 The audit also assessed the extent to which the Mainstream Program meets its 
intended objectives in relation to Indigenous clients. 

6.3 The Aged Care Act specifically designates Indigenous Australians as a ‘special 
needs group’. Under the Aged Care Act, DoHA must consider special needs groups 
in the planning and allocation activities. 

6.4 Unlike in the Flexible Program, where Program Funding Agreements stipulate that 
the minimum age for care is 50 years, the Mainstream Program does not have a 
minimum entry age, instead eligibility is determined by need. However, population 
ages are used for planning and allocation purposes. 

Indigenous specific Service Providers
6.5 As at May 2009, the Mainstream Program funded 38 aged care services that 

primarily catered to Indigenous residents or are owned and operated by 
Indigenous organisations, for approximately 500 places.32

6.6 OEA visited two Service Providers that catered primarily to Indigenous Australian 
residents. These facilities exhibited close ties to the Indigenous community and 
high levels of cultural appropriateness. They provided employment opportunities 
to Indigenous people and encouraged the promotion of Indigenous activities. 

Needs assessment
6.7 Planning for aged care places for the Mainstream Program is driven by the 

National Provision Ratio (NPR)33. The ratio establishes a benchmark for the number 
of aged care places to be provided per 1 000 people over the age of 70. 

6.8 Currently the ratio is set at 113 places per 1 000 people. This consists of 44 high care 
places, 44 low care places and 25 community care places. After applying the NPR, 
DoHA determine the required level of aged care for each state and territory and 
later by regions. This requirement feeds into the aged care approvals round, where 

32 Department of Health and Ageing, email received 20 May 2009.
33 The Australian National Audit Office (ANAO) is currently undertaking an audit of the NPR. Further information can be 

found upon release of this report on the ANAO website. 
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potential providers apply to meet the determined need. DoHA stated that ideally 
the NPR would be achieved within each state, territory and region. However, in 
practice there are areas both below and in excess of the ratio. 

6.9 In acknowledging the uneven spread of need, DoHA has established Aged Care 
Planning and Advisory Committees (ACPACs) in each state and territory to provide 
advice on the aged care needs within their regions with a focus on special needs 
groups, which incorporates Indigenous Australians. ACPACs undertake sub regional 
targeting to identify areas of high aged care needs and advise the relevant STO 
who may then increase the number of aged care places in a particular location. 
ACPACs can comprise government and community representatives.

6.10 In determining the allocation of places by region, DoHA uses advice from ACPACs 
and also takes in to account the population of Indigenous Australians over the 
age of 50 in recognition of Indigenous Australians unique ageing characteristics. 
In regions with high Indigenous populations this can result in an allocation rate 
higher than the NPR as the NPR does not count Indigenous people between the 
ages of 50–69. As a result, DoHA reallocates places from other regions to those 
with high Indigenous populations (mainly in the Northern Territory). However, as 
there may be few Service Providers available to bid for these allocated places they 
may not be fully utilised, resulting in a lower number of places being funded than 
DoHA had originally allocated. 

6.11 All STOs visited indicated concerns about the reliability of the NPR to determine 
the needs of Indigenous people across their respective state or territory. Their main 
concern is the accuracy of statistical data on Indigenous populations in remote 
communities from the ABS. They stated that the data tends to be unreliable due to 
remote Indigenous community’s highly mobile nature and their unwillingness to 
partake in the census. 

6.12 STOs were of the opinion that there exists a significant unmet need in remote 
locations for aged care for Indigenous Australians. In particular it was suggested 
that more respite care near communities who typically care for their elderly at 
home would be of great value. 

6.13 A possible solution to overcome this concern is for ACPAC to be further utilised as 
an advocate for Indigenous specific concerns. ACPAC through its Indigenous group 
members or through consultation with a range of Indigenous organisations can 
provide a snapshot of the need for Indigenous aged care in particular communities 
and provide this information to DoHA. 
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Accreditation and cultural objectives
6.14 The Service Providers are assessed against 44 outcomes as part of four standards 

in order to be accredited and therefore eligible to receive Commonwealth aged 
care subsidies.34 The Aged Care Standards and Accreditation Agency Limited 
(ACSAA) have been appointed by DoHA as an ‘accreditation body’ under the Aged 
Care Act and are responsible for managing the accreditation process. 

6.15 Existing Service Providers can be awarded up to three years accreditation where 
as a commencing Service will be awarded a maximum of one year accreditation. 
Accreditation is ongoing and the service provider is expected to maintain ongoing 
compliance and to undertake continuous improvement. Each service provider will 
receive at least one unannounced visit each year by ACSAA to ensure compliance.35 

6.16 There are no Indigenous specific objectives for the Mainstream Program. However, 
as part of the accreditation process, Service Providers have to meet outcome 3.8 
Cultural and Spiritual Life. This outcome requires that Service Providers:
i. demonstrate its processes, systems and external relations are effective in 

valuing and fostering each individual resident’s interests, customs, beliefs and 
cultural and ethnic backgrounds

ii. confirm residents/representatives are satisfied in the service’s demonstration 
of diversity.36 

6.17 ACSAA considers the following processes when assessing outcome 3.8 Cultural and 
Spiritual Life:

How the service provider assesses and communicates an individual’s interests, • 
customs, beliefs and cultural and ethnic backgrounds. This also takes in to 
consideration how this is reflected in the care services. 
How the provision for residents’ observation of interests, customs and beliefs • 
planned and communicated back to the service provider. 
That Service Providers ensure care and lifestyles are consistent with the plan • 
and fosters an individual’s diverse background.
The monitoring and review practices undertaken by the service provider to • 
ensure they are appropriate. 

34 Service Providers can still remain accredited if they are found non-compliant against some of these outcomes by 
being given a reduced period of accreditation and put on a timetable for improvement. 

35 Aged Care Standards and Accreditation Agency Ltd, http://www.accreditation.org.au/accreditation/ 
accreditationoverview/, viewed 3 June 2009. 

36 Aged Care Standards and Accreditation Agency Ltd, http://www.accreditation.org.au/upload /documents/
December%202007_119758956772473.pdf, viewed 20 April 2009.
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6.18 It was an observation from fieldwork that the Service Providers visited attempted 
to provide culturally appropriate aged care to Indigenous clients through catering 
traditional foods and celebrating Reconciliation and NAIDOC weeks. The audit 
found that the Service Providers visited differed widely in their approaches to 
catering for cultural considerations. In general, Service Providers showed an 
appreciation of the cultural issues relevant to their Indigenous residents. However, 
the overall style of service provision did not differ significantly from that applied to 
non-Indigenous residents. 

6.19 The Service Providers tended to be further removed from their Indigenous 
residents’ homelands and tended to be significantly larger in size which had 
an impact upon the Service Provider’s ability to provide high levels of culturally 
appropriate care to individual Indigenous residents.

6.20 If a Mainstream Program Service Provider is found to be non-compliant with any 
of the outcomes a timetable for improvement will be provided in writing to the 
Service Provider detailing the issues. ACSAA will then monitor its progress towards 
compliance. In the instance that the Service Provider is still non-compliant two 
options may be imposed:
i. ACSAA may conduct a review audit and may vary or revoke the residential aged 

care home’s accreditation 
ii. ACSAA may recommend to the Secretary of the DoHA that sanctions  

be imposed.37

6.21 OEA noted that one site in particular had recently taken over the care of  
25 Aboriginal residents following the closure of an existing Indigenous specific 
facility. The Service Provider had stated that it was difficult to provide Indigenous 
specific considerations as there was a lack of available resources and support to 
assist in the transition process. 

6.22 The Service Provider’s view was that Indigenous and non-Indigenous groups of 
residents had not integrated well. This had resulted in each group keeping to 
themselves and being managed using significantly different approaches. This 
was extremely difficult for the Service Provider to accommodate given the limited 
resources available. 

6.23 This Service Provider felt that these issues had contributed to a non-compliant 
review of the service. It was then difficult as there was no resource available or 
feedback from ACSAA to suggest ways to improve their compliance with this 
outcome. Service Providers stated that to overcome this it would be beneficial for 
DoHA to consider a culturally appropriate framework or guidance paper that will 
help individual Service Providers cater to Indigenous specific needs.

37 Aged Care Standards and Accrediation Agency Ltd, http://www.accreditation.org.au/accreditation/ non-compliance/, 
viewed 20 April 2009.



52

Mainstream program

Assessment of individual care needs
6.24 DoHA provides funds to state and territory Governments to operate and manage 

Aged Care Assessment Teams (ACAT) with state and territory Governments also 
providing some funds. ACAT assess the care needs of frail older people and assist 
them to gain access to the most appropriate types of care, including approval for 
Australian Government subsidised aged care services including residential care, 
Community Aged Care Packages, or flexible care in the form of an Extended Aged 
Care at Home (EACH) package, an EACH (Dementia) package or transition care. 

6.25 Members of ACAT ask potential clients a series of questions in order to identify 
the best care option for each situation. These questions are designed to work out 
how much and what type of help an individual may need with daily and personal 
activities. STOs and Service Providers stated that the ACAT assessment is seen as 
intrusive by Indigenous Australians and as a result, many refuse to be assessed. 
This can result in two outcomes:
i. a lower uptake rate of mainstream services by Indigenous Australians, or
ii. Indigenous Australians delaying the uptake of aged care until they deteriorate 

to a point where a high level of care is required. 

6.26 No data could be identified to determine the prevalence of this trend. However, 
Service Providers advised that Indigenous residents often go directly from 
home based care to high care residential places, which supports their claim 
that Indigenous clients delay seeking aged care until they or their family can no 
longer care for them at home. Generally Service Providers believed that a smooth 
transition from home based care, to a low care place, and then progressing to a 
high care place (if necessary), provides a less confronting transition for residents.

6.27 The National ACAT Review38 also reported that there appears to be a ‘poor uptake 
by Indigenous clients’ of ACAT services.39 One recommendation from the ACAT 
review recommend that teams servicing Indigenous communities need to work 
together and share stories of success for increasing engagement and therefore 
access to ACAT services. 

6.28 In response to this report, DoHA agreed that improvements to access should 
be explored and strategies developed to increase access to ACAT services. DoHA 
advised that ACAT assessors now have to undertake a self-directed learning 
package that addresses a number of cultural considerations that should be 
considered when conducting assessments of Indigenous clients. 

38 ACATs were reviewed against the dimensions of quality including: access, appropriateness, safety, effectiveness, 
efficiency and consumer participation and acceptability. The report made 27 recommendations for improving ACATs 
processes and practices to achieve more timely, consistent and quality assessments of frail older people.

39 Communio for Department of Health and Ageing, National Review of Aged Care Assessment Teams, November 2008.
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Conclusion
6.29 The audit found that DoHA assures itself that the Mainstream Program seeks to 

meet the needs of Indigenous Australians by:
DoHA fund 38 aged care services, that cater primarily to Indigenous residents • 
or are owned and operated by Indigenous organisations.
DoHA considers the population of Indigenous Australians aged over 50 when • 
allocating places at a regional level. However, only those over age 70 are 
included in the NPR which can result in places being reallocated from one 
region to another. Although places may be allocated to a region with high need, 
if a Service Provider does not bid for those places than aged care services are 
not provided. 
DoHA established ACPACs to advise DoHA State and Territory Offices on • 
regional areas focusing on special needs groups which includes Indigenous 
specific. 
There are no Indigenous specific objectives for the provision of aged care • 
services to Indigenous Australians. However, the accreditation standards 
require Service Providers to operate in a manner that supports cultural 
considerations including Indigenous culture. 
The ACAT eligibility assessment is seen by some as intrusive and this may result • 
in a lower uptake of mainstream aged care services by Indigenous Australians. 
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