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About NACCHO

NACCHO is the national peak body representing 146 Aboriginal
Community Controlled Health Organisations (ACCHOs).
We also assist several other community-controlled organisations.

The first Aboriginal medical service was established at Redfern in 1971 as a response to the urgent need to
provide decent, accessible health services for the largely medically uninsured Aboriginal population of
Redfern. The mainstream was not working. So it was, that over fifty years ago, Aboriginal people took control
and designed and delivered their own model of health care. Similar Aboriginal medical services quickly
sprung up around the country. In 1974, a national representative body was formed to represent these
Aboriginal medical services at the national level. This has grown into what NACCHO is today. All this
predated Medibank in 1975.

NACCHO liaises with its membership, and the eight state/territory affiliates, governments, and other
organisations on Aboriginal and Torres Strait Islander health and wellbeing policy and planning issues and
advocacy relating to health service delivery, health information, research, public health, health financing and
health programs.

ACCHOs range from large multi-functional services employing several medical practitioners and providing a
wide range of services, to small services which rely on Aboriginal health practitioners and/or nurses to
provide the bulk of primary health care services. Our 146 members provide services from about 550 clinics.
Our sector provides over 3.1 million episodes of care per year for over 410,000 people across Australia,
which includes about one million episodes of care in very remote regions.

ACCHOs contribute to improving Aboriginal and Torres Strait Islander health and wellbeing through the
provision of comprehensive primary health care, and by integrating and coordinating care and services.
Many provide home and site visits; medical, public health and health promotion services; allied health;
nursing services; assistance with making appointments and transport; help accessing childcare or dealing
with the justice system; drug and alcohol services; and help with income support. Our services build ongoing
relationships to give continuity of care so that chronic conditions are managed, and preventative health care
is targeted. Through local engagement and a proven service delivery model, our clients ‘stick’. Clearly, the
cultural safety in which we provide our services is a key factor of our success.

ACCHOs are also closing the employment gap. Collectively, we employ about 7,000 staff — 54 per cent of
whom are Aboriginal or Torres Strait Islanders — which makes us the third largest employer of Aboriginal or
Torres Strait people in the country.

Enquiries about this submission should be directed to:

NACCHO

Level 5, 2 Constitution Avenue
Canberra City ACT 2601
Telephone: 02 6246 9300
Email: policy@naccho.org.au

Website: naccho.org.au
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Recommendations

1 NACCHO recommends that any classification systems to support aged care service delivery align with
the National Agreement and its four Priority Reform Areas.

2 NACCHO recommends Government adopts a ‘heath in all policies’ approach, recognising that health
outcomes are influenced by a wide range of social, commercial, political, environmental and cultural
determinants.

3 NACCHO recommends that the criteria for allocating funding and supports for aged care service delivery
to Aboriginal and Torres Strait Islander people consider the impacts of:

o Access to culturally appropriate and trauma-informed care

Higher population burden of chronic disease and co-morbidity

Access to trauma-informed, trusted and culturally competent aged care workforce and housing,
amenities, services to support that workforce

Relative socio-economic disadvantage

Remoteness

e Cost implications associated with the above.

4 NACCHO recommends that in line with Priority Reform 2, systems for allocating funding and supports for
aged care service delivery prioritise and support sector-wide capacity building for ACCHOs and ACCOs.

5 NACCHO recommends, in line with Priority Reform 1 and recommendations from the Aged Care Royal
Commission, that Government urgently establishes an independent, permanent Aboriginal and Torres
Strait Islander Aged Care Commissioner, and works in partnership to design a specific Aboriginal and
Torres Strait Islander aged care pathway.
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National Agreement on Closing the Gap

At the meeting of National Cabinet in early February 2023, First Ministers agreed to renew their commitment
to Closing the Gap by re-signing the National Agreement, first signed in July 2020. The reforms and targets
outlined in the National Agreement seek to overcome the inequality experienced by Aboriginal and Torres
Strait Islander people and achieve life outcomes equal to all Australians.

This Government'’s first Closing the Gap Implementation Plan commits to achieving Closing the Gap targets
through implementation of the Priority Reforms. This represents a shift away from focussing on the Targets,
towards the structural changes that the Priority Reforms require, and which are more likely to achieve
meaningful outcomes for our people in the long term.

Priority Reform Area 1 — Formal partnerships and shared decision-making

This Priority Reform commits to building and strengthening structures that empower Aboriginal and Torres
Strait Islander people to share decision-making authority with governments to accelerate policy and place-
based progress against Closing the Gap.

Priority Reform Area 2 — Building the community-controlled sector

This Priority Reform commits to building Aboriginal and Torres Strait Islander community-controlled sectors
to deliver services to support Closing the Gap. In recognition that Aboriginal and Torres Strait Islander
community-controlled services are better for Aboriginal and Torres Strait Islander people, achieve better
results, employ more Aboriginal and Torres Strait Islander people and are often preferred over mainstream
services.

Priority Reform Area 3 — Transformation of mainstream institutions

This Priority Reform commits to systemic and structural transformation of mainstream government
organisations to improve to identify and eliminate racism, embed and practice cultural safety, deliver services
in partnership with Aboriginal and Torres Strait Islander people, support truth telling about agencies’ history
with Aboriginal and Torres Strait Islander people, and engage fully and transparently with Aboriginal and
Torres Strait Islander people when programs are being changed.

Priority Reform Area 4 — Sharing data and information to support decision making

This Priority Reform commits to shared access to location-specific data and information (data sovereignty) to
inform local-decision making and support Aboriginal and Torres Strait Islander communities and
organisations to support the achievement of the first three Priority Reforms.
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Review of Closing the Gap

In its first review of the National Agreement on Closing the Gap, the Productivity Commission found that
governments are not adequately delivering on their commitments. Despite support for the Priority Reforms
and some good practice, progress has been slow, uncoordinated, and piecemeal.

The Commission noted that to enable better outcomes, the Australian government needs to relinquish some
control and acknowledge that Aboriginal and Torres Strait Islander people know what is best for their
communities. It needs to share decision making with Aboriginal Community Controlled Organisations
(ACCOs), recognise them as critical partners rather than passive funding recipients, and then trust them to
design, deliver and measure government services in ways that are culturally safe and meaningful for their
communities.

‘Too many government agencies are implementing versions of shared
decision-making that involve consulting with Aboriginal and Torres Strait
Islander people on a pre-determined solution, rather than collaborating on
the problem and co-designing a solution’’

NACCHO recommends that any classification systems to support aged
care service delivery align with the National Agreement and its four
Priority Reform Areas.

Health in all policies

A broad range of structural and social factors (social determinants) influence health outcomes for Aboriginal
and Torres Strait Islander people. Entrenched cycles of poverty, exacerbated by poor education and
employment outcomes and increased interaction with the justice system contribute significantly to poorer
health outcomes for Aboriginal and Torres Strait Islander people.

The Australian Institute of Health and Welfare (AIHW) notes that the links between socioeconomic
disadvantages such as poverty, social dysfunction and exclusion, stress, racism and poor health are well
established.? This is true across urban, regional and remote areas. The consequent disparity in health
outcomes between Aboriginal and Torres Strait Islander people and other Australians remains significant —
34 per cent of the health gap between Aboriginal and Torres Strait Islander people and non-Indigenous
Australians is attributable to social determinant factors.®

Consideration is therefore needed of the impact of all policy decisions on health outcomes for Aboriginal and
Torres Strait Islander people. This allows scope to identify and address those issues around social
disadvantage which contribute to higher rates of chronic health conditions such as diabetes, as well as
preventable disease.

The World Health Organization defines Health in All Policies as “an approach to public policies across
sectors that systematically takes into account the health implications of decisions, seeks synergies, and
avoids harmful health impacts in order to improve population health and health equity.”

A Health in All Policies approach would require consideration of the impact on health outcomes for Aboriginal
and Torres Strait Islander people in all policy decisions. Such an approach aligns with the National

" Productivity Commission, Review of the National Agreement on Closing the Gap, Study Report, Canberra, 7 Feb 2024
https://www.pc.gov.au/inquiries/completed/closing-the-gap-review/report.

2 AIHW, 2.09 Index of disadvantage https://www.indigenoushpf.gov.au/measures/2-09-index-disadvantage

3 Australian Institute of Health and Welfare. Determinants of health for Indigenous Australians 2022 [Available from:
https://www.aihw.gov.au/reports/australias-health/social-determinants-and-indigenous-health.

4 World Health Organization, What you need to know about Health in All Policies, WHO website, 2015
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Agreement on Closing the Gap. It also aligns with the ACCHO holistic model of care which considers factors
that contribute to health and wellbeing as well as those that compound the likelihood and/or incidence of
health conditions.

‘... an approach that incorporates Health in All Policies is the only way to
achieve the health-related goals governments are pursuing. Otherwise,
health systems will remain locked in a never-ending struggle as they respond
to the ill health that often arises from weaknesses in other sectors’.®

NACCHO recommends Government adopts a ‘heath in all policies’
approach, recognising that health outcomes are influenced by a wide
range of social, commercial, political, environmental and cultural
determinants.

Aged care provision in an under-developed sector

Aboriginal and Torres Strait Islander people suffer disproportionate rates of disadvantage against all
measures of socio-economic status. Stolen Generations survivors and their descendants carry higher levels
of disadvantage across life outcomes when compared to other Aboriginal and Torres Strait Islander people,
and their numbers are rising. Currently approximately one in three adult Aboriginal and Torres Strait
Islanders are Stolen Generation survivors or descendants. All Stolen Generation survivors are now aged
over 50 and so are eligible for aged care.

Aboriginal Community Controlled Health Organisations (ACCHOs) and Aboriginal Community Controlled
Organisations (ACCOs) that deliver aged care services are overburdened and unable to meet the demand
for services from their communities. One ACCO service recently advised that despite having access to
around 70 in-home aged care packages, they had taken 40 more local clients who they support at their own
expense. They have a waitlist of more than 60 clients who they currently are unable to support.
Overwhelmingly, Aboriginal and Torres Strait Islander people are calling for more ACCO/ACCHO aged care
providers.

Thin markets

Thin markets in aged care contribute to Aboriginal and Torres Strait Islander Elders and older people going
without essential care to stay on Country or having to move away from Country and their family, at the time
they are most needed.

Providers already delivering care, including those in urban, rural and remote locations and those operating
small facilities, face a range of issues when trying to recruit and retain staff which may include the high costs
of recruitment and/or relocation and a lack of access to suitable accommodation. Remote services often
need to provide expensive incentives such as remote allowances, free/subsidised accommodation, travel
allowances and additional leave. There is a high turnover of staff in rural and remote locations due to a range
of factors including isolation, culture shock and the complex and sometimes confronting nature of the work.

Services in urban areas also operate in economically and culturally thin markets. Across the sector, there is a
lack of access to staff who can provide culturally safe care for Aboriginal and Torres Strait Islander people.

Analysis from the Institute for Urban Indigenous Health showed that the rate of access to aged care for older
Aboriginal and Torres Strait Islander people is 10% below the national average. However, the rates of access
in many remote and very remote communities attained or exceeded the national average. This demonstrated

5 Greer S.L., Falkenback M, Siciliani L, Mckee M, Wismar M, Figueras J. From Health in All Policies to Health for All Policies. Viewpoint,
Vol 7, 8, E718-E720, August 2022, doi: https://doi.org/10.1016/S2468-2667(22)00155-4
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that to address these access barriers and close the parity gap, investments to improve access must also
focus on older Aboriginal and Torres Strait Islander people living in cities and towns.®

To meet the recommendations of the Aged Care Royal Commission and the National Agreement and ensure
all Aboriginal and Torres Strait Islander people can access and receive culturally appropriate aged care,
consideration must be given to alternative staffing models, funding models, and regulatory settings for
services in urban, regional, rural, remote and very remote locations. This may translate to needing additional
funding, expanding access to the NATSIFAC program, funding ACCHO/ACCO providers in different from
mainstream aged care providers and/or enabling them to access exemptions from certain obligations.

Limitations of the Modified Monash Model (MMM) as a tool for allocating
funding and supports for aged care service delivery

The Interim First Nations Aged Care Commissioner has expressed concerns that:

“...MMM categorisation is a flawed application in determining need and cost for aged care services.
The rigid MMM classification does not account for nuance or local circumstances and disadvantages
some service providers who are delivering services to Aboriginal and Torres Strait Islander people
outside of the MMM®6-7 locations...”

Social demographer, Brian Cooper, in his analysis of NDIS (National Disability Insurance Scheme) data®,
notes several limitations with using MMM as a classification tool for NDIS service delivery, funding allocation
and policy decisions. He notes that the Modified Monash Model categorises areas based on remoteness,
without considering the cultural and social realities of different populations such as Aboriginal and Torres
Strait Islander communities.

He observes the following flaws with MMM:

- Applies same geographic rules to populations that follow different spatial patterns

- Classifies metro areas that have poor service access as well-serviced because they are near a city
centre

- Merges remote and very remote classifications (MMM6 and MMM?7) ignoring the distinctions between
rural hardship and extreme service isolation.

His research highlights several areas of consideration that should also be considered when assessing the
suitability of MMM for aged care.

Limitations of remoteness and population size as criteria for allocating funding and
supports in thin markets

Using MMM as a criterion for fee waivers in aged care cost recovery policy

Thin markets are not confined to MMM4-7, yet proposed fee waivers for aged care provider registration
renewal audits (as per the 2025 Aged Care Quality and Safety Commission (the Commission) cost recovery
consultation), centre around providers either delivering services in MMM4-7 or having Specialised Aboriginal
and Torres Strait Islander Status (which requires providers to operate in MMM®6-7).

We appreciate the nuanced thinking the Commission has applied to the cost recovery framework, however it
is important to recognise that culturally thin markets exist across the country and are not limited to remote

8 Transforming aged care for Aboriginal and Torres Strait Islander people, First Nations Aged Care Commissioner
7 Interim FNACC submission to IHACPA Consultation on the Pricing Framework for Australian Residential Aged Care Services 2025-26

8 Cooper, B. (2025, February 24). The Modified Monash Model (MMM) is widely used within NDIS data to classify regions based on
remoteness and urbanisation. However, its methodology, application, and institutional biases present serious concerns that affect
service delivery, funding allocation, and policy decisions. Linkedin.com. https://www.linkedin.com/pulse/critical-analysis-modified-
monash-model-mmm-ndis-data-brian-cooper-uygjc
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areas. These culturally thin markets are obscured by strong markets for mainstream providers in urban
areas.

ACCHOs/ACCOs delivering aged care in urban settings are not only servicing local residents. They also
provide services to people living in more remote regions who need to relocate to receive residential aged
care. They may also support transitional care for those who have received hospital care in urban settings.
Eligibility for registration renewal fee waivers should therefore be extended to ACCHOs/ACCOs delivering
aged care, regardless of the MMM region in which it is delivered.

NACCHO supports an aged care cost recovery framework that provides greater flexibility, particularly in
rural, remote, and regional areas, but also in thin markets, which in terms of delivering culturally safe care,
extends to urban and metropolitan areas. MMM is an inadequate as a sole criterion for allocating funding
and supports for aged care service delivery in thin markets.

The Commission has proposed using percentage service delivery to Modified Monash Model regions as a
means for determining eligibility for fee waivers. Setting a fee waiver for providers delivering 100% care in
MMM5-7 may disincentivise them to offer care to clients in neighbouring MMM regions and therefore
unnecessarily limit access to care for those in need. It may also disincentivise new providers to establish.
Criteria for allocating funding and supports for aged care service delivery should consider the availability of
culturally safe services for Aboriginal and Torres Strait Islander people so as not to negatively impact access
to care.

Costs of delivering aged care

Higher costs of delivering aged care to Aboriginal and Torres Strait Islander people is not limited to services
in remote and very remote locations. They also apply to services in rural, regional and metropolitan areas
(MM1-5) where there are increased costs because:

e Aboriginal and Torres Strait Islander people have a disease burden 2.3 times that of non-Indigenous
Australians® and Elders are likely to present with complex health issues and comorbidities.

e Aboriginal and Torres Strait Islander people have higher rates of dementia with studies showing
rates three to five times higher than in the general population, including increased risk of early onset
dementia.

e There are an estimated 33,000 Aboriginal and Torres Strait Islander Elders who are Stolen
Generations survivors who experience a significantly higher burden of trauma and chronic disease
and are more likely to develop dementia as they age.

e There is a need to support Elders to maintain their connection to Country and reconnect with family.

¢ Many Aboriginal and Torres Strait Islander people prefer to receive services from Aboriginal and
Torres Strait Islander people who can provide culturally appropriate and trauma informed care.

e Many Aboriginal and Torres Strait Islander people prefer to receive services from Aboriginal and
Torres Strait Islander people who can provide culturally appropriate and trauma informed care.
There are high costs are associated with ensuring that all staff undertake appropriate cultural
awareness training, and with recruiting, training and maintaining an Aboriginal and Torres Strait
Islander workforce.

Rural and remote assumptions

In its draft Aged care rules — Stage 2b — Funding consultation, the then Department of Health and Aged Care
applied the same rate of subsidy for assistive technology and home modifications to both MMM6 and MMM?7.
Noting that supplements are always related to the delivery of funded aged care services to an individual,
either to cover the direct cost or the incidental costs of delivering those services'!, banding MMM6 and
MMM?7 together ignores the fact that the more remote the service delivery is, the more expensive it is.

9 Australian Institute of Health and Welfare (2022). Australian Burden of Disease Study Impact and causes of illness and death in
Aboriginal and Torres Strait Islander people 2018. Retrieved from: www.aihw.gov.au/getmedia/1656f783-5d69-4c39-8521-
9b42a59717d6/aihw-bod-32.pdf.aspx?inline=true

0 Alzheimer’s Australia (2014). Aboriginal and Torres Strait Islander People and Dementia: a review of the research. Retrieved from:
www.dementia.org.au/sites/default/files/Alzheimers_Australia_ Numbered_Publication_41.pdf

! Explanatory Memorandum to the Aged Care Bill 2024, The Parliament of the Commonwealth of Australia, p218.
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NDIS, for example, claims that MMMG6 costs are 40% higher than MMM1-5 prices, and that MMM?7 costs are
generally 50% higher.'2 This aligns with feedback from NACCHO member services in remote areas.

In recognition that thin markets are not confined to MMM4-7 but also exist in urban and regional areas, use
of the MMM model must be reconsidered. Used in isolation, as it is, it does not effectively support culturally
safe aged care service delivery for Aboriginal and Torres Strait Islander communities.

NACCHO recommends that the criteria for allocating funding and
supports for aged care service delivery to Aboriginal and Torres Strait
Islander people consider the impacts of:

¢ Access to culturally appropriate and trauma-informed care
¢ Higher population burden of chronic disease and co-morbidity

¢ Access to trauma-informed, trusted and culturally competent aged care
workforce, and housing, amenities and services to support that
workforce

» Relative socio-economic disadvantage
e Remoteness

¢ Cost implications associated with the above.

Aged care services for Aboriginal and Torres Strait Islander people

ACCHOs and ACCOs are deeply committed to ensuring that Elders and older people in their communities
are well cared for in culturally appropriate settings, and that they can stay on Country and close to family in
their own communities. They deliver comprehensive aged care services often in financially and culturally thin
markets, however the level of care they provide is not supported by a market-driven system and they often
operate at a loss. In these culturally thin markets, small residential ACCHO/ACCO aged care providers need
a safety net to be sustainable and ensure continuity of care when occupancy levels drop.

NACCHO’s member services are well placed to meet the aged care needs of their communities and have
clearly expressed an interest in growing to ensure they can look after their elders. As such, transition to the
provision of aged care services will be essential for many ACCHOs, particularly in the thin market context of
rural and remote areas which are not considered viable markets by larger providers, but also in culturally thin
markets in urban settings.

A sector-wide capability building approach, would both increase the number of providers in the sector, and
increase capability of existing providers. By way of example, the NDIS Ready program, delivered by
NACCHO, supported capacity building of ACCHOs into NDIS provision. The program supported
approximately 90% of NACCHO’s then 143 members to scope what Aboriginal-led disability solutions might
look like within their communities. Aboriginal and Torres Strait Islander people need aged care services that
provide flexibility to respond to their needs and circumstances.

NACCHO recommends that in line with Priority Reform 2, that systems
for allocating funding and supports for aged care service delivery
prioritise and support sector-wide capacity building for ACCHOs and
ACCOs.

2 How to understand the NDIS MMM Pricing | MyCareSpace. (n.d.). Mycarespace.com.au. https://mycarespace.com.au/resources/how-
to-understand-the-ndis-mmm-pricing, Accessed 27/11/2024.
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Aboriginal and Torres Strait Islander aged care pathway

To ensure more equitable access to high quality, culturally safe and inclusive aged care services for older
Aboriginal and Torres Strait Islander people, NACCHO supports the Interim First Nations Aged Care
Commissioner’s call for Government to develop a 10-year transformation plan, co-designed in genuine
partnership with Aboriginal and Torres Strait Islander people.™

NACCHO recommends, in line with Priority Reform 1 and
recommendations from the Aged Care Royal Commission, that
Government urgently establishes an independent, permanent Aboriginal
and Torres Strait Islander Aged Care Commissioner, and works in
partnership to design a specific Aboriginal and Torres Strait Islander aged
care pathway.

3 Transforming aged care for Aboriginal and Torres Strait Islander people, First Nations Aged Care Commissioner
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