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[bookmark: _Toc173401036]Summary

Many older people need support to understand and exercise their aged care rights and to raise and address concerns with their aged care providers. The National Aged Care Advocacy Program (NACAP) provides free, confidential and independent information, education and advocacy support to older people and their representatives who are receiving, or seeking to receive, Australian Government‑funded aged care services. It also delivers education sessions to aged care providers to promote awareness of aged care rights and provider responsibilities. 
The NACAP is managed by the Older Persons Advocacy Network (OPAN) and delivered by its 9 member service delivery organisations (SDOs) nationwide.
The Royal Commission into Aged Care Quality and Safety (the royal commission) recognised the importance of the NACAP in supporting older people through both individual and systemic advocacy and recommended additional funding to further develop and expand the program. In response, the Australian Government increased NACAP funding in the 2021‑22 Budget by $99.6 million to a total of $151 million over 4 years to expand the reach of advocacy services and introduce new service offerings, including a Home Care Check‑In (HCCI) pilot for vulnerable, at risk, and socially isolated older people. 
In August 2023, the Australian Government Department of Health and Aged Care (the department) engaged Australian Healthcare Associates (AHA) to evaluate the NACAP’s implementation, effectiveness and efficiency. 
We consulted with 743 stakeholders, comprising NACAP recipients, aged care staff, OPAN and SDO staff and government representatives, and synthesised the findings from these consultations with other program documentation and data including the NACAP minimum data set (MDS). We found that the NACAP is a highly valued program providing much-needed support and delivering positive outcomes for older people. 
[bookmark: _Hlk168398868]

[bookmark: _Toc173401037]Findings
A brief overview of the findings is provided below. 
The NACAP is providing high-quality information and advocacy services to people with diverse needs
Information and advocacy form part of NACAP’s core services, supporting older people who receive or are seeking to receive government-subsidised aged care (and their representatives). Since the NACAP’s funding increase, information and advocacy cases have grown from 6,990 cases in quarter 2 2021‑22 to 10,316 cases in quarter 2 2023‑24, an increase of almost 48%. Stakeholders noted the NACAP’s consistent focus on quality and equity. They told us that older people are presenting with increasingly complex issues that can be more time-consuming to resolve. 
A total of 38% of information and advocacy recipients reported membership of at least one of the NACAP target groups. These target groups include people living with dementia, a mental health condition, a disability, cognitive decline and those who identify as being from special needs groups as defined in the Aged Care Act 1997.[footnoteRef:2] This demonstrates that services are performing well in reaching those who may experience disadvantage and barriers to access.  [2:  The 9 special needs groups defined in the Aged Care Act 1997 are: people from Aboriginal and Torres Strait Islander communities; people from CALD backgrounds; people who live in rural or remote areas; people who are financially disadvantaged; veterans; people who are homeless or at risk of becoming homeless; care-leavers (which includes Forgotten Australians, Former Child Migrants and Stolen Generations); parents separated from their children by forced adoption or removal; LGBTI people.] 

Advocates support recipients with a range of issues. Mostly these are within the program’s scope. However, sometimes advocates deal with out-of-scope issues (for example, housing/tenancy issues), particularly where they impact on aged care rights and where other services are not available.
Both OPAN and SDOs use a range of strategies to promote the NACAP to referrers and older people, including strategies tailored to reach people with diverse needs. The introduction of the Advocacy Community Network Development (ACND) expansion project, while still in its early stages, has increased the reach of the NACAP and is helping to raise awareness of the program among older people and potential referrers.
We found that the NACAP is effective in increasing older people’s knowledge of services, advocacy and aged care rights. Recipients felt that advocates were making a considerable difference in their lives, and 90% of the surveyed 418 recipients responded that they were satisfied with the services they received. Satisfaction with the NACAP was high, due to the professionalism of advocates and the quality of the support they deliver, even when the recipient’s issue was unable to be resolved. In addition, around three‑quarters of NACAP recipients in our survey felt more confident and empowered to self-advocate. 
The Home Care Check‑In pilot has achieved positive results and a broader rollout of the service would be beneficial
The HCCI service supports extremely vulnerable home care recipients with complex needs. Unlike general advocacy clients, the needs of HCCI clients extend beyond assistance with a particular aged care advocacy issue. HCCI clients have multiple vulnerabilities and community support advocates need to spend time building rapport and trust with HCCI clients before they can help them to understand and navigate the health and social support services available to them, referring them to these services where appropriate. The HCCI program offers preventative support and helps clients to build a scaffold of support around themselves before they are exited from the program. The HCCI Project is currently being piloted in 3 states (Western Australia, New South Wales and South Australia) and has supported 92 older people since it began in July 2023. 
While the HCCI service is designed specifically to support extremely vulnerable clients, the pilot has revealed an even greater complexity and need for support than initially anticipated, and the service has been more resource intensive to deliver than planned.
Stakeholders reported positive outcomes for clients, including increased confidence, independence, social connection and linkages with health and support services. The pilot is also proving effective in reducing clients’ assessed risk and vulnerability, suggesting it provides a vital service for those most in need. Broader rollout is encouraged.


NACAP education is effective, but delivery in residential facilities is an ongoing challenge
NACAP’s core education activities provide information on a range of topics related to aged care advocacy, aged care rights, and elder abuse prevention (OPAN 2024c). SDOs are responsible for delivering education sessions to aged care clients and staff in residential and community care settings, while OPAN mainly delivers online education to older people and their representatives, aged care providers and staff, and members of the public. In addition, as part of NACAP’s expansion, a diversity education program was introduced to educate aged care providers about culturally safe and inclusive services to people from diverse and marginalised groups.
The number of education sessions delivered by SDOs has grown from 490 sessions in quarter 2 2021‑22 to 885 sessions in quarter 2 2023‑24, an increase of 80% since the NACAP’s funding was increased. Most sessions are delivered to people living in residential aged care, which is consistent with the emphasis placed on this activity through SDO KPIs. However, SDO representatives reported significant challenges with delivering education sessions in residential care settings. While most SDOs are making good progress towards their education session performance targets, they highlighted that doing so requires a concerted effort to build trust and rapport with aged care staff in their region. 
The key impetus for all education activities, including educating aged care staff, is to increase awareness and referrals to NACAP services for older people. However, data was collected only from aged care staff for this evaluation. Most aged care staff who completed NACAP education activities reported that their knowledge of advocacy, aged care rights, and elder abuse had improved and, importantly, that they had implemented changes in their day-to-day work as a result.
We heard that the design and implementation of diversity education are going according to plan. While this expansion activity was not a focus of the evaluation and no outcome data was collected, we observed positive steps to establish the project, which aims to educate providers on the delivery of culturally safe and inclusive services to people from diverse and marginalised groups. OPAN is using available demographic data to gain insights into local population characteristics of different geographic regions, enabling the education to be tailored to local needs. This flexible approach to targeting need is seen as a key strength of the program.


The NACAP exists in a complex environment, and the consortium model supports staff to deliver quality services 
The NACAP is one of several Australian Government‑funded programs aiming to improve older people’s access to, and outcomes of, aged care services. NACAP’s expansion comes at a time of significant reform in the aged care sector and coincides with the introduction of new measures to improve the quality, safety, accessibility and equity of aged care services. As these programs add to existing programs servicing the sector, it is important to consider how these programs work together. Overall, most stakeholders believed that the NACAP works well with services such as the care finder program, and the Aged Care Specialist Officers (ACSOs). While there are some areas of overlap between the programs, stakeholders believed that this was not a problem, provided there is a strong commitment to a “no wrong door” approach to help older people reach the service best suited to their needs.
The OPAN consortium model delivers a range of efficiencies and supports national consistency, while maintaining each SDO’s individual presence, identity and autonomy within their jurisdiction. Advocates valued the way the consortium approach elevates and amplifies the voices of the older people they work with through systemic advocacy. While some SDO representatives found it difficult to keep up with the pace set by OPAN (e.g. for responding to requests for information or changing data processes), the benefits were seen to vastly outweigh the drawbacks.
The NACAP is managed and delivered by experienced, skilled, and dedicated staff. The expansion has allowed SDOs to more than double their workforces. At the same time, OPAN has continued to strengthen and expand its suite of training and professional development for advocates, recognising that a professionalised advocacy workforce is key to ensuring consistent, high-quality service delivery for recipients. Advocates are supported by several OPAN initiatives including the Advocacy Academy, the Knowledge Hub, and communities of practice (CoPs). SDOs also provide additional training and support for advocates. The challenging nature of the advocate role is recognised across the consortium, and supports are in place to minimise burnout and vicarious trauma as advocates perform their roles.
In light of these findings, we identified 12 opportunities to support the future delivery of the NACAP. 

1. Summary

[bookmark: _Toc173401038]Future opportunities
For information and advocacy:
Consider defining a prioritisation framework to help advocates determine when it is appropriate to address issues currently defined as out of scope (e.g. legal, housing) where these are crucial to aged care rights being upheld. Criteria may include the individual’s level of risk, the availability of other supports, and the urgency of the issue(s).
Develop reporting mechanisms to capture the time that advocates spend addressing out‑of‑scope issues to inform future resourcing. Use this information to focus efforts in working with other organisations to clarify and strengthen arrangements for supporting older people with complex issues that span sectors, and where appropriate, undertake coordinated, cross‑sectoral systemic advocacy.
Continue to increase the geographical reach of the NACAP, including through the ACND, while ensuring sufficient time is spent in communities for relationships to be established and embedded. 
Repeat the demand study, using MDS data, to prioritise geographical areas and population groups for further expansion.
Leverage insights generated from the diversity education expansion activity regarding demographics and needs in different regions to target promotion of information and advocacy.
For the HCCI Project:
Fund all SDOs to establish or expand HCCI services in high-need areas, including funding to recruit, train and support appropriately qualified community support advocates. 
For education:
Consider revising the KPI related to RACH resident education to capture efforts to arrange sessions rather than the number of sessions actually delivered, as the latter is not always within SDOs’ control.
Work with aged care staff to develop flexible options for NACAP education that meet their needs (content, format, duration).
To support effective service delivery
Ensure SDOs are adequately resourced to meet the administrative and service delivery requirements of the program. This includes being able to respond to OPAN’s requests for information and data in a timely manner.
Consider ways to make training delivered by individual SDOs available across the consortium where relevant.
Consider opportunities to ensure that all advocates have access to timely and appropriate peer, manager, and external support. 
Consider creating additional CoPs to provide general advocates across the consortium with meaningful opportunities to connect with each other.

[bookmark: _Toc173401039]Introduction

The National Aged Care Advocacy Program (NACAP) provides free, independent and confidential information, advocacy support, and education to older people (and their representatives) receiving, or seeking to receive, Australian Government‑funded aged care services. Additionally, the NACAP delivers education sessions to aged care providers and staff to promote awareness of aged care rights and provider responsibilities (Department of Health and Aged Care 2018).
The NACAP is delivered by 9 service delivery organisations (SDOs) – one in each state and the Australian Capital Territory, and 2 in the Northern Territory. After independently delivering NACAP services for over 20 years, they came together in 2017 to form the Older Persons’ Advocacy Network (OPAN), a consortium comprising the 9 SDOs and the OPAN national secretariat.[footnoteRef:3] The establishment of the consortium formalised a commitment to improving national coordination, relationship building and knowledge sharing between the SDOs. It also provided the foundation for a national voice that could more effectively deliver systemic advocacy.  [3:  In this report, we use “OPAN” to refer to the OPAN national secretariat, and “OPAN consortium” or “consortium model” to refer to the way the OPAN national secretariat and the 9 SDOs work together.] 

[bookmark: _Toc173401040]NACAP expansion
The Royal Commission into Aged Care Quality and Safety (the royal commission) highlighted the essential role of individual and systemic advocacy in safeguarding the rights and interests of older people and recommended expanding the NACAP’s coverage and activities (Royal Commission into Aged Care Quality and Safety 2021a).
In response, the Australian Government increased the NACAP funding by $99.6 million over 4 years (announced in the 2021‑22 Budget) and expanded the NACAP activities to include:
Advocacy Community Network Development (ACND), to increase awareness of and referral pathways into the NACAP and build older people’s capacity to self-advocate
a Home Care Check‑In pilot, to provide preventative safety checks, referrals, and service linkages for home care consumers at risk of social isolation, neglect, or harm
a Home Care and Aged Care Costs Education project, in which financial advocacy officers (FAOs) directly support older people in financially complex cases
diversity education, to increase aged care providers’ capacity to meet the needs of people from diverse backgrounds
support for aged care reform and emergencies, provided to aged care providers and older people in response to emerging or emergent issues.
[bookmark: _Toc173401041][bookmark: _Toc144983075][bookmark: _Toc166740806]Aged care system reform
The NACAP operates in a complex system. The current Aged Care Act 1997 is the primary legislation covering Australian Government‑funded aged care. Along with the associated aged care principles, the Act sets out rules for funding, regulation, approval of providers, subsidies and fees, standards, quality of care, the rights of people receiving aged care and non‑compliance. 
The Act also requires a Charter of Aged Care Rights (the Charter) that protects the rights of people accessing government-funded care. The Charter sets out 14 consumer rights and is supported by 8 Aged Care Quality Standards that outline provider responsibilities. 
The Aged Care Act and principles, the Charter, and the Aged Care Quality Standards are fundamental to the NACAP’s role, as advocates use their knowledge of these “tools” to resolve issues between aged care recipients and providers (and encourage recipients to use them in advocating for themselves).
However, the royal commission found that the current Aged Care Act – and related legislation – is no longer fit for purpose; in part because it centres on providers and their funding rather than aged care recipients and their needs. It recommended a new Aged Care Act to “enshrine the rights of older people who are seeking or receiving aged care … [leaving] no doubt to all involved in the system about the importance placed on these rights” (Royal Commission into Aged Care Quality and Safety 2021). The Australian Government has accepted the recommendation and is developing a new rights-based Aged Care Act, which will come into effect from 1 July 2025 (subject to parliamentary processes). 
In addition, the Australian Government has announced a $17.7 billion aged care reform package to improve the quality, safety, accessibility, equity and sustainability of aged care services. The package includes funding to develop a new aged care regulatory model to support the new Act and ensure “a consistent way to provide feedback and promptly address complaints and concerns, with a focus on resolving issues respectfully and adequately”. 
OPAN plays a key role in supporting the department in implementing these reforms and providing information and education to aged care recipients and providers. The inherent complexity of the aged care system and the current rate of reform (combined with other demographic, clinical and cultural trends) mean that demand for the NACAP is predicted to rise in coming years.
[bookmark: _Toc173401042]About this evaluation
Australian Healthcare Associates (AHA) was commissioned to evaluate the NACAP by the Australian Government Department of Health and Aged Care (the department). The evaluation was undertaken between August 2023 and June 2024.
The evaluation was focused on the established core NACAP services (information, advocacy, and education) and the pilot Home Care Check-In Project. Other expansion activities were considered where relevant but were not a major focus; nor was systemic advocacy.
The evaluation was guided by 10 key evaluation questions (KEQs) that explore the NACAP’s implementation, effectiveness, efficiency, and opportunities for future improvement. 
1. How well is the NACAP being delivered?
1. Do advocates have the capacity, skills and knowledge required to deliver the NACAP?
1. How is HCCI implementation progressing across states and territories?
1. How is the design and planning of the diversity education rollout progressing?
1. Are there appropriate referral pathways for older people?
1. Is the NACAP consortium model effective?
1. To what extent is NACAP information, advocacy, and education achieving the intended objectives?
1. To what extent is the HCCI Project achieving its intended objectives?
1. Have the NACAP resources been used efficiently to achieve the planned outputs?
1. Based on the key findings from the evaluation, what recommendations can be made to improve the implementation, effectiveness, and efficiency of the NACAP?
These KEQs are supplemented by detailed sub-questions. See Appendix A for the full list of evaluation questions, mapped to the relevant sections of this report.
Data sources
To answer these evaluation questions, we drew on multiple data sources:
program documents (including performance reports, service delivery guides, program logics, activity work plans, annual and financial reports)
NACAP minimum data set (MDS) and OPAN data summaries
interviews with representatives from government, OPAN and SDOs
survey responses from aged care staff and NACAP recipients.
[bookmark: _Toc139900017][bookmark: _Toc139900394][bookmark: _Ref142924724][bookmark: _Toc156821853][bookmark: _Toc166740807]See Appendix B for further details about data sources and collection methods.
[bookmark: _Toc173401043]About this report
This report brings together all aspects of the evaluation.
Section 3 presents findings about the nature and volume of information and advocacy services being delivered, the characteristics of people accessing these services, and the barriers that advocates are working to address. We also consider the appropriateness of promotional activities and referral pathways and how well services are achieving their intended outcomes.
Section 4 looks at implementation of the HCCI Project and the difference it is making to recipients’ lives.
Section 5 presents findings related to education activities. We consider the number and type of education sessions delivered by SDOs and the barriers to delivering education to residential aged care clients. We also look at the experiences and outcomes of aged care staff who completed NACAP education activities and discuss the rollout of the diversity education program. 
Section 6 looks at the broader context of the NACAP, including how it fits into the aged care landscape. We also discuss the OPAN consortium model and the advocate workforce.

2. Introduction
[bookmark: _Toc166740808]
[bookmark: _Ref167958739][bookmark: _Toc173401044]NACAP information and advocacy

Information and advocacy are the NACAP’s core services to support older people and their representatives. As defined in the Service Delivery Framework (OPAN 2023a):
Information is the provision of individualised information about advocacy, the aged care system, complaints processes, and rights and responsibilities. It can include referral to other services as relevant to the person’s needs.
Advocacy occurs when support beyond initial information is required. It involves standing alongside an individual to ensure that their voice is heard in relation to a specific issue, assisting them to understand their rights and options, and representing their views and interests where required.
The NACAP provides 2 types of individual advocacy: general and financial.[footnoteRef:4] General advocacy is delivered by a workforce of 189.3 FTE advocates and is intended to provide support for a broad range of issues related to the rights of older people. Financial advocacy provides support for complex financial issues and is delivered by specialist FAOs (14.2 FTE) through the Home Care and Aged Care Costs Education project, introduced as part of the expansion (see section 3.1.2).  [4:  The NACAP also delivers systemic advocacy, which OPAN defines as influencing and working towards long-term change to legislation, policies and practices impacting on the rights and interests of older people (OPAN 2023a). While not a focus of the evaluation, systemic advocacy activities are discussed in the context of the NACAP consortium model in section 6.2.2.] 

This section explores the nature and volume of information and advocacy services being delivered, the characteristics of people accessing these services, and the issues that advocates are working to address. We also describe promotional activities and referral pathways. The section concludes with an analysis of whether NACAP information and advocacy services are achieving their intended outcomes – and why.
[bookmark: _Toc166750274][bookmark: _Ref167719509][bookmark: _Ref168008024][bookmark: _Ref166670443][bookmark: _Toc166740811][bookmark: _Ref166832989]

[bookmark: _Toc173401045]Information and advocacy services are reaching more older Australians
There has been a clear increase in the number of information and advocacy cases since the expansion funding was introduced (Figure 3‑1). Cases increased slowly over the first year before jumping significantly in early 2023. This pattern highlights that expanding services takes time, including time to recruit and train an expanded workforce (OPAN 2023b). This is true even for long-running programs with well-established services, such as NACAP information and advocacy.
[bookmark: _Ref167959649][bookmark: _Toc173400883][bookmark: _Hlk172883185]Figure 3‑1:	Information and advocacy cases, July 2020 to December 2023
[image: Data table is provided in Appendix E (linked below).] 
[bookmark: _Hlk172883589]Source: OPAN data summary 1 (2024a).
Note: Jul 2023 to Dec 2023 data is still preliminary as minor adjustments can occur during the data quality checking process. Values include Abuse of Older Persons information provisions and advocacy cases.
Data is provided in Appendix E, section E.1.


Data sources
OPAN introduced a new NACAP MDS in 2023, meaning only 6 months of MDS data was available for this evaluation (October 2023 to March 2024). OPAN also provided us with summary data on services delivered prior to October 2023; however, we were unable to explore this data in the same depth as the MDS data.
The discussion of information and advocacy cases in the rest of this chapter is based on MDS data and includes all eligible clients between October 2023 and March 2024. 
Information data reflects all types of information provision – both in scope and out of scope – to eligible clients. Information provision to “ineligible” clients is not included.
Advocacy data includes all advocacy and advocacy – abuse of older person cases. These cases may have involved consultation with, or partial management by, an FAO, but excludes financial advocacy cases.
Financial advocacy data includes advocacy and advocacy – abuse of older person cases fully managed by an FAO.
These definitions are aligned with OPAN reporting to maximise the integrity and comparability of the data over time. 
We note that OPAN regards all MDS data as preliminary until it is reconciled at the end of the financial year, and this process may result in minor adjustments to the MDS data provided for this evaluation. In addition, some MDS data items are not recorded until a case is closed. Finally, we have rounded most figures to the nearest whole number for ease of reading. There may therefore be some slight differences between the figures presented in this report and future reporting from this dataset. However, these differences are likely to be extremely small and therefore do not affect the findings of this evaluation.[footnoteRef:5] [5:  For example, in most instances, excluding open cases changed our figures by less than 1%.] 

Demand for services is likely to increase
Between October 2023 and March 2024, SDOs opened a total of 21,714 new cases, the majority (68%) of which were information provision (Table 3‑1). General advocacy accounted for 30% of cases, while financial advocacy made up 2% of cases. 
[bookmark: _Ref169534067][bookmark: _Ref167990609][bookmark: _Toc173400847]Table 3‑1:	Total cases by service type
	[bookmark: Title_1]Service type
	Number of cases
	Proportion

	Information
	14,664
	68%

	Advocacy
	6,592
	30%

	Financial advocacy
	458
	2%

	Overall
	21,714
	100%


Source: NACAP MDS.
In early 2022, the department commissioned a study to explore the current and future met and unmet demand for NACAP services. The study found that there is current unmet demand for aged care advocacy services and, while the expansion funding may alleviate that in the short term, unmet demand is likely to increase over the longer term (Deloitte 2022).
The authors noted certain limitations with the study, including “significant gaps” in the available data (the study was conducted before the MDS was introduced). Furthermore, the study was conducted shortly after the NACAP expansion funding came into effect but before the expansion activities had been fully implemented. 
Since detailed mapping of met and unmet demand was out of scope for this evaluation, we suggest the department repeats the demand study using the more accurate and thorough data available since the introduction of the MDS. This would enable a better understanding of the impact of the expansion activities on NACAP reach, priority areas for further expansion, and the key drivers of demand – including the introduction of the new Aged Care Act and related reforms. 
Overall, we heard from stakeholders that there is strong demand for NACAP and that it could be expanded further to meet the needs of people receiving aged care services. However, stakeholders noted that, as recruitment targets have now been met (see section 6.3.1), expanding the reach of the NACAP will require additional funding to increase the advocate workforce. 
SDO representatives felt strongly that it was important to provide high quality services to those in need, rather than simply increasing the quantity of services delivered. 
[bookmark: _Ref169532459]Financial advocacy officers offer expertise to older people and other advocates
Financial advocacy was introduced as a specialist offering through the Home Care and Aged Care Costs Education (HCACE) expansion project. It is delivered by 14.2 FTE financial advocacy officers (FAOs). Over the 6 months to March 2024, FAOs fully managed 458 cases – accounting for 2% of all information and advocacy cases over the period (Table 3‑1). 
FAOs also provide considerable support and coaching to general advocates in addition to managing complex cases themselves. While the evaluation did not look at the HCACE project in detail, we heard that this support and capacity-building means that general advocates are more confident and skilled in supporting older people with financial issues, and only the most complex financial cases need to be fully managed by an FAO.
[bookmark: _Ref168066646][bookmark: _Ref168067128][bookmark: _Ref168067181][bookmark: _Toc173401046][bookmark: _Ref167813452]Advocacy cases are becoming more complex
SDO representatives told us that both information provision and advocacy cases have become more complex and therefore more resource intensive. They identified a range of factors that may contribute to increasing case complexity, including the increasing complexity of the aged care system itself. We heard that each wave of system reform, while important, introduces new service changes, decisions, and confusion. 
Stakeholders also pointed to the generational shift in the aged care population, from the Silent Generation (born between 1928 and 1945) to the Baby Boomers (born between 1946 and 1964). Stakeholders reported that this has led to changing cultural norms, with care recipients now more prepared to ask for help and more willing to discuss their mental health and other issues that affect their interaction with aged care services. 
In addition, an increasing number of older people are seeking information and advocacy support for complicated financial issues associated with superannuation.
We also heard that many of the issues that contribute to case complexity are out of scope for the NACAP because they do not relate to accessing or interacting with Australian Government‑funded aged care services, but that advocates nonetheless feel obligated to assist – especially when out-of-scope issues impact on aged care (see section 3.2.2). 
Whether in-scope or out-of-scope, SDOs highlighted that growing complexity means that cases are taking longer to resolve, thus making service delivery appear less efficient. 
Services are reaching NACAP target groups
One of the key principles of the NACAP is access and equity, particularly for older people with diverse needs (Department of Health and Aged Care 2018).
Overall, in 38% of information and advocacy cases, recipients reported membership of at least one of the NACAP target groups (Table 3‑2). Of the cases where recipients reported membership of at least one of the NACAP target groups (Table 3‑3), the most commonly reported groups were people living in a rural or remote area (27%) or coming from a CALD background (25%). Membership of any target group was more common among recipients of both general advocacy (58%) and financial advocacy (57%) than information (28%).
The NACAP is expected to deliver 20% of advocacy services to a subset of 7 target groups (OPAN 2024b). Available MDS data shows this target is being met: between October 2023 and March 2024, 20% of advocacy recipients identified with one of these 7 groups.
[bookmark: _Ref171601917][bookmark: _Toc173400848]Table 3‑2:	Proportion of cases where the recipients identified with a NACAP target group
	[bookmark: Title_2]NACAP target group
	Information
	Advocacy 
	Financial advocacy
	Overall

	Total number of cases
	14,664
	6,592
	458
	21,714

	At least one NACAP target group
	28%
	58%
	57%
	38%

	KPI 2: Special needs reach*
	n/a
	20%
	17%
	20%

	Not applicable
	5%
	10%
	13%
	7%

	Unknown
	67%
	32%
	31%
	55%

	Total
	100%
	100%
	100%
	100%


Source: NACAP MDS.
[bookmark: _Ref169778497]Note: NACAP target groups marked with an asterisk (*) in Table 3‑3 count towards the special needs reach KPI.
[bookmark: _Ref171601957][bookmark: _Toc173400849][bookmark: _Ref167616509]Table 3‑3:	Proportion of cases where recipients reported membership of at least one NACAP target group, by target groups and service type, October 2023 to March 2024
	[bookmark: Title_3]NACAP target group
	Information
	Advocacy 
	Financial advocacy
	Overall

	Number of cases where recipients reported membership of at least one NACAP target group
	4,149
	3,823
	259
	8,231

	People who live in a rural or remote area
	25%
	31%
	17%
	27%

	People from CALD backgrounds*
	24%
	26%
	19%
	25%

	People living with dementia
	23%
	16%
	19%
	19%

	People living with a disability
	16%
	21%
	24%
	18%

	People living with cognitive decline
	9%
	11%
	12%
	10%

	People who are financially or socially disadvantaged
	6%
	9%
	22%
	8%

	People living with a mental health condition
	6%
	7%
	3%
	6%

	People from Aboriginal and Torres Strait Islander communities*
	4%
	7%
	6%
	5%

	People who are homeless or at risk of being homeless*
	2%
	2%
	<1%
	2%

	Veterans*
	2%
	1%
	4%
	2%

	Care leavers*
	<1%
	<1%
	<1%
	<1%

	LGBTI people*
	<1%
	<1%
	0%
	<1%

	Parents separated from their children by forced adoption or removal*
	<1%
	<1%
	<1%
	<1%


Source: NACAP MDS.
Notes: Total proportions may exceed 100% as multiple target groups can be identified. Target groups marked with an asterisk (*) count toward the special needs reach KPI.
We heard that the consortium is implementing a range of approaches to expand the geographic reach of the NACAP and its ability to support people from diverse or marginalised population groups, including through the ACND expansion (section 3.3.2). 
A key enabler of the delivery of the NACAP in rural and regional areas is the increased physical presence of advocates. In 2018-19, prior to the expansion, there were 28 points of access across Australia (OPAN 2017). As of April 2024, there are 63 points of access[footnoteRef:6], 26 of which are physical offices and 37 are advocates who work from home and travel to see recipients.  [6:  Data provided by OPAN on 21 June 2024. The remoteness classifications of these points of access are as follows: 38% metropolitan, 21% regional centres, 14% large rural towns, 8% medium rural towns, 14% small rural towns, 3% remote communities, 2% very remote communities (Department of Health and Aged Care 2023)] 

All SDOs provide services to regional and remote regions, although they have differing approaches to servicing recipients. Several SDOs described travelling out of a major centre to regional or remote areas (for example, fly-in or fly-out). Another approach adopted by SDOs is to recruit advocates in regional towns (place-based advocates) to service the local surrounding areas. Most SDO staff spoke about the strength of place-based approaches for broadening points of access as well as creating awareness and establishing trust within local communities, including developing relationships with RACH. However, given the challenges of recruiting and retaining advocates in some jurisdictions, many SDO representatives stressed the importance and appropriateness of continuing fly-in and fly‑out models of advocacy.
In addition, as some regions require 2 advocates to visit recipients for safety concerns, there are further challenges with the need to recruit multiple place-based advocates in already thin workforce markets. 
We have a range of place-based services as well as more flexible services, which are fly-in fly-out (or drive-in drive‑out). And that is the product of a number of iterations of testing a model that works for this kind of distance with real challenges like workforce and accommodation in far-flung regions. You cannot find advocates to go out there, there is no available housing and there's no sources of workforce. So there are lots of things we’re grappling with there. – SDO representative 
Future demand analyses could provide meaningful additional data on the overall costs and benefits of broadening the point of access for NACAP services into rural and remote areas to address unmet need. 
[bookmark: _Ref167899437][bookmark: _Ref168067136][bookmark: _Ref168068982][bookmark: _Ref168069080][bookmark: _Ref168069126]

[bookmark: _Ref170509260]Advocates go beyond the NACAP’s scope to support older people when required
According to the National Aged Care Advocacy Framework (Department of Health and Aged Care 2018), issues that are in scope for information and advocacy services relate to support that enables people to:
interact effectively with the aged care system
transition between aged care services
have the means and power to make informed decisions about the care they receive
exercise their right to choose when accessing and receiving aged care services
have their aged care rights better understood or upheld
have their aged care needs better met
increase their capacity to self-advocate (related to their aged care services)
receive help to resolve problems or complaints with aged care providers in relation to the aged care services they receive
know their care rights and responsibilities
not be subjected to elder abuse within the aged care system
address issues that impact their ability to live in their own homes, with the aim of preventing premature admission to aged care facilities and focusing on wellness and reablement.
Below we consider both the in-scope and out-of-scope issues that older people and their representatives most frequently request advocacy support for and the reasons why advocates go beyond their remit to address the out-of-scope issues.


Most issues are in scope
In the 21,714 cases opened between October 2023 and March 2024, advocates recorded a total of 23,204 issues. Of these, 83% (n = 19,287) were in-scope (Table 3‑4).
The majority of advocacy – and to a lesser extent – information cases relate to issues to do with care or service delivery and access. Issues related to elder abuse and enduring power of attorney are comparatively more common among information than advocacy cases. Not surprisingly, financial advocacy cases centre on financial issues. They more frequently relate to home care and residential aged care, where funding and fees tend to be more complex compared with CHSP services.
[bookmark: _Ref167619186][bookmark: _Toc173400850]Table 3‑4:	In-scope issues managed by NACAP advocates, October 2023 to March 2024
	[bookmark: Title_4]Issue type
	Information
	Advocacy
	Financial advocacy
	Overall

	Total number of in-scope issues
	12,325
	6,474
	488
	19,287

	Care or service delivery (provision, quality)
	32%
	48%
	4%
	37%

	Care or service access (navigation, suitability, change)
	36%
	33%
	4%
	34%

	Abuse of older person 
	10%
	4%
	1%
	8%

	Financial – home care 
	4%
	7%
	48%
	6%

	Enduring power of attorney/‌guardian general information
	8%
	2%
	<1%
	6%

	Financial – residential aged care
	5%
	3%
	40%
	5%

	Financial – CHSP
	<1%
	<1%
	3%
	<1%

	COVID-related
	<1%
	<1%
	0%
	<1%

	Other
	5%
	2%
	<1%
	4%

	Total
	100%
	100%
	100%
	100%


Source: NACAP MDS.
SDO representatives recounted the difficulty of trying to help an older person with an in‑scope issue when the person also has several other – often more urgent – ”out‑of‑scope” concerns, as discussed below.
[bookmark: _Ref167630460][bookmark: _Ref167892707]

The full extent of out-of-scope work is unknown
Out-of-scope issues accounted for 17% (n = 3,917) of all issues recorded in cases opened between October 2023 and March 2024. The vast majority of these (n = 3,653; 93%) were addressed in information cases. This is consistent with feedback from SDOs that recipients make initial contact with the NACAP for information on a wide range of issues; many are subsequently directed elsewhere, meaning that advocacy cases are naturally narrower in scope. 
However, it is important to note that the numbers above only reflect issues captured in the MDS and therefore do not include advocacy cases with no in-scope issues. Advocates indicated that, in some cases, they provide out-of-scope advocacy to ensure clients are not left vulnerable and unsupported. This may include bridging support until other services can be found or may involve standalone case work to resolve issues. Given this work is not captured in the MDS, its nature, volume, and impact on workforce capacity is unknown.
For out-of-scope issues captured in the MDS, legal and fair-trading related issues (for example, deceased estate issues, wills and other legal document advice) were most common overall and within information and advocacy cases (Table 3‑5), supporting feedback from SDOs that these (along with housing) are a prominent concern for their recipient cohort. 
[bookmark: _Ref167453084][bookmark: _Ref167376361][bookmark: _Toc173400851]Table 3‑5:	Out-of-scope issues managed by NACAP advocates, October 2023 to March 2024
	[bookmark: Title_5]Issue type
	Information
	Advocacy 
	Financial advocacy
	Overall

	Total number of out-of-scope issues 
	3,653
	238
	26
	3,917

	Legal/fair trading
	21%
	15%
	15%
	21%

	Housing/tenancy
	15%
	17%
	4%
	15%

	Health/medical services
	12%
	15%
	0%
	12%

	Financial (non-aged care)
	10%
	12%
	46%
	11%

	Centrelink
	7%
	6%
	12%
	7%

	Abuse (non NACAP eligible)
	4%
	5%
	4%
	4%

	Retirement village
	3%
	<1%
	0%
	2%

	Mental health
	2%
	3%
	4%
	2%

	Transport
	2%
	2%
	4%
	2%

	Disability
	1%
	4%
	0%
	2%

	Community participation
	1%
	<1%
	0%
	1%

	Discrimination
	<1%
	<1%
	0%
	<1%

	Drug and alcohol
	<1%
	0%
	0%
	<1%

	Other
	22%
	20%
	12%
	21%

	Total
	100%
	100%
	100%
	100%


Source: NACAP MDS.
There are marked regional differences in the prevalence of out-of-scope issues. Specifically, advocates in the Northern Territory face a substantially higher proportion of advocacy cases (including financial advocacy) that include an out-of-scope issue than their counterparts in other jurisdictions (Figure 3‑2). This is likely a consequence of a lack of available services in the Northern Territory (for example, non-aged care financial services, housing, transport or Centrelink).
[bookmark: _Ref167289743][bookmark: _Toc173400884]Figure 3‑2:	Proportion of advocacy cases that include an out-of-scope issue, by jurisdiction
[image: Norther Territory 24%; Australian Capital Territory and New South Wales 6% each; South Australia, Queensland and Western Australia 2% each; Tasmania and Victoria 1% each.]
Source: NACAP MDS.
Note: Advocacy and financial advocacy cases have been combined in this figure. Values have been rounded to the nearest whole percent.
SDO representatives reported that they refer people with out-of-scope issues to other services where possible. However, they noted that a lack of appropriate or available services means that, at times, such referrals are not possible. In these cases, they prefer to assist with out-of-scope issues rather than leaving vulnerable older people, who often present with complex issues, without support. 
Thus, while out-of-scope advocacy cases may not be common, SDO representatives highlighted the importance of the work they do to address them (which is not recognised in current reporting mechanisms). 
We understand that OPAN continues to monitor the issues for which NACAP recipients need support and to consider whether and how these would be served by revising the program’s scope. It is worth noting that any change to scope can introduce a new suite of challenges and possible unintended consequences such as
the potential for further blurring of the line between the NACAP and other aged care programs (see section 6.1) or programs offered by other sectors
the potential risk that the NACAP’s reputation for possessing specialist expertise in the aged care sector is diminished
the additional recruitment and training required to ensure the advocacy workforce has the skills and capacity to respond to a broader range of issues.
[bookmark: _Ref168066805][bookmark: _Ref167995585]

[bookmark: _Toc173401047]Promotion and outreach activities are establishing appropriate referral pathways 
Both OPAN and the SDOs invest significant effort in promoting the NACAP to potential recipients and referrers.[footnoteRef:7] Promotional activities include social and traditional media campaigns targeting a range of audiences, including older people and their representatives, aged care providers, healthcare providers, and others.  [7:  Marketing and communications accounted for 5% of total NACAP-related SDO expenditure in 2022-23 (ranging from 2% to 11% across SDOs).] 

OPAN promotes the program at a national level, ensuring consistent branding and messaging, while SDOs tailor promotion to their region. 
[bookmark: _Ref168060163][bookmark: _Ref167979326]Promotional efforts are reaching older people and their supporters
While referral sources do not provide insight into how many people are aware of the NACAP, they do provide an indication of how those who use the program found out about it. MDS data shows that, between October 2023 and March 2024, referral sources were similar for both information and advocacy (Table 3‑6). 
[bookmark: _Ref169789170][bookmark: _Toc173400852]Table 3‑6:	Proportion of cases by referral source, October 2023 to March 2024 
	[bookmark: Title_6]Referral source
	Information
	Advocacy 
	Financial advocacy
	Overall

	Total number of cases
	14,664
	6,592
	458
	21,714

	Self
	18%
	23%
	32%
	20%

	Previous client
	14%
	16%
	9%
	15%

	Family member or carer
	10%
	10%
	18%
	10%

	Other
	8%
	7%
	8%
	8%

	My Aged Care 
	6%
	8%
	5%
	7%

	Unknown
	8%
	4%
	5%
	7%

	Aged care provider
	6%
	4%
	5%
	5%

	Event (ACND)
	6%
	1%
	<1%
	4%

	OPAN referral
	4%
	3%
	5%
	4%

	Education session
	4%
	5%
	2%
	4%

	Friend or other supporter
	4%
	3%
	3%
	4%

	Other service provider
	3%
	3%
	1%
	3%

	Healthcare provider
	3%
	4%
	<1%
	3%


Source: NACAP MDS. 
Note: Referral sources accounting for less than 3% of overall referrals have not been included in the table. 
A full list can be found in Appendix C.
The top 3 referral sources were self (20%), previous client (15%), and family member or carer (10%), suggesting that efforts to raise awareness of the NACAP are reaching older people and their representatives.
Despite this success, both recipients and advocates told us that older people often only “stumble across” the NACAP when they need help, suggesting there may be others who need advocacy support but are not aware it is available. While the extent of unmet need is unknown, stakeholders emphasised the importance of proactively raising awareness of the NACAP among older people and their supporters – for example, as people enter the aged care system, so that they know where to turn if issues arise. 
The department has worked closely with OPAN since the expansion to improve recipient awareness of the program. For instance, OPAN contact details are now included in the After you’ve registered with My Aged Care brochure (Commonwealth of Australia 2024).[footnoteRef:8] [8:  We note that information about OPAN is included in the Charter of Aged Care Rights, which is expected to be provided to all older people when they begin receiving care.] 

Referrals from aged care providers (5%) and healthcare providers (3%) were relatively low given the central role that they play in the lives and care of many older people. However, it is possible that information from these providers may have subsequently led to self‑referrals, meaning the providers themselves are under-represented in the referral source data.
Tailored promotional strategies are important to reach people with diverse needs
SDO representatives told us that while national activities are important, tailored promotional activities and strategies are necessary to increase reach among members of NACAP target groups (who are likely to be the most vulnerable and most in need of advocacy support). Activities to expand the reach of promotional activities appear to most frequently consider 2 groups in particular: people from CALD backgrounds and Aboriginal and Torres Strait Islander communities.
We note that work is being undertaken through the diversity education project (section 5.4) to understand the population characteristics of different regions. There may be opportunities to leverage the insights gained through that project to develop regional‑specific promotional strategies for NACAP target groups.


CALD communities
SDOs undertook a range of efforts to engage with and promote the NACAP to CALD communities. Many advocates are from CALD backgrounds themselves and are well-placed to foster relationships with members of specific communities through promotion at cultural events and education of CALD seniors’ groups. The relationship building and networking activities conducted with CALD communities (and other groups) as part of the Advocacy Community Network Development (ACND) expansion project are discussed in section 3.3.2. 
Both OPAN and several SDOs are tailoring promotions to CALD communities by translating resources into multiple languages. For example, the OPAN website is available in 13 languages other than English (Figure 3‑3), and 3 SDOs have also translated their website content into different languages. Some SDOs have also translated brochures and other hard-copy resources into community languages.
While this work is important, translation alone is not sufficient to address cultural differences that may impact people’s understanding of what advocacy is (see section 3.4.1).
[bookmark: _Ref169254233][bookmark: _Toc173400885]Figure 3‑3:	Screenshot of OPAN website’s translation feature
[image: The available languages are: Spanish, Arabic, Italian, Greek, Tamil, Vietnamese, Hindi, Russian, Chinese, Chinese (Taiwan), Korean, Serbian, Croatian and English.]


Aboriginal and Torres Strait Islander communities
We heard that some SDOs have created specific, culturally appropriate resources promoting the NACAP to Aboriginal and Torres Strait Islander people. For example:
Darwin Community Legal Service and Catholic Care NT jointly commissioned animated advertisements featuring Aboriginal and Torres Strait Islander characters facing different aged care issues (including service provision and financial issues) and encouraging them to “stop the worry – call advocacy”. The advertisement ran on Channel 9 and was shared via social media.
ARAS developed promotional materials that use culturally relevant terms to improve understanding of the issues that advocates can help with (e.g. “humbugging” rather than “financial abuse”).
DCLS will launch a “community champions” pilot in mid‑2024 (described below).
Promoting the NACAP with the help of community champions
In mid‑2024, DCLS will pilot a project to better understand the cultures and needs of the First Nations communities they work with in order to improve their approach to community outreach, information and advocacy. 
In preparation, they have partnered with local councils and other organisations to find community champions. These community champions will be instrumental in supporting advocates by:
promoting the NACAP in their communities
helping create and translate easy-to-read resources
assisting with delivery of education sessions
providing guidance to build advocates’ cultural competence.
[bookmark: _Ref169703045]By sharing learnings from this pilot across the consortium, DCLS hopes to support the continuous improvement in the way the NACAP is promoted and delivered to First Nations communities. 
[bookmark: _Toc167445468][bookmark: _Toc167458161][bookmark: _Toc167445469][bookmark: _Toc167458162][bookmark: _Ref167517994][bookmark: _Ref167955377]

[bookmark: _Ref168069010]Advocacy Community Network Development Officers are building awareness and trust 
The Advocacy Community Network Development (ACND) expansion project aims to increase awareness of and referrals to NACAP information and advocacy services. The project is currently delivered by 11.2 FTE ACND officers (ACNDOs), who delivered 1,840 awareness‑raising events across Australia in the 2022‑23 financial year (OPAN 2023b). The total funding amount for ACND events in 2022‑23 was $1714,759.
ACNDOs have succeeded in building strong connections with stakeholders that SDOs had previously struggled to reach, such as:
local government representatives and members of parliament
health professionals, including GPs and hospital staff
local branches of organisations such as the State Emergency Service, Lions Club, and Country Women’s Association
neighbourhood houses, men’s sheds, and CALD community groups.
We heard that advocates attend a range of community events to try to promote NACAP; they attend public spaces (like shopping centres or multicultural festivals); and develop relationships with community leaders and other representatives. ACNDOs worked with local community representatives, particularly in CALD communities (for example, community support officers), to create culturally appropriate resources to distribute at these events.
Whenever we create any resources, we do have consultations with them around whether it’ll be appropriate, culturally appropriate to deliver this sort of educational resource in their community, which they highly value. – SDO representative
The expansion funding has been key to this success by enabling ACNDOs to have a regular presence in the communities they serve, so that the NACAP has become associated with a familiar, trusted face. We heard that this trust has resulted in more referrals to NACAP information and advocacy services:
We’ve definitely seen a lot of growth … the ACNDO being able to go out into the community and build relationships, and be seen at shops and community events, and be able to have that reach to stakeholders, has definitely built our portfolio. – SDO representative


While SDO representatives were positive about the impact of the ACND, they told us that working in multiple communities across large geographic areas can create a substantial travel burden for ACNDOs. This can potentially lead to burnout, impacting staff retention. 
In addition, the travel and time invested in building networks across multiple diverse areas must be weighed against the opportunity costs of having a more regular presence in a small number of communities. Some SDO representatives highlighted that the time that ACNDOs require to develop trust and plan events in consultation with local communities is not well reflected in current reporting.
There should be a separate measurement. It might take 6 days and 16 meetings to organise that thing, and yet it’s not recorded in Salesforce. – SDO representative
Some representatives felt that there was some ambiguity with the ACNDO role, leading to potential duplication of effort with advocates and inconsistencies in how the project is implemented across jurisdictions. 
It is worth noting that some variation in how a new role is implemented is to be expected and appropriately allows SDOs the flexibility to trial different approaches in delivering this newly funded project. Some ongoing differences may also be appropriate as ACNDOs tailor their activities to best meet community needs. Nonetheless, as the ACND is a new initiative, there may be an opportunity to consider whether refinement is required as the project enters its second funding cycle.
[bookmark: _Ref168066983]

[bookmark: _Ref171600634]Referral pathways are based on a “no wrong door” approach
The NACAP is a long-term program with well-established referral pathways. However, SDO representatives told us that this means the NACAP is sometimes seen as a go-to service to support older people, regardless of whether they have issues related to aged care or not. As a result, SDOs sometimes receive referrals that are not appropriate (see section 3.2.2).[footnoteRef:9] [9:  The MDS does not currently capture the number of inappropriate referrals, although out-of-scope information provision may give some indication.] 

The NACAP intake assessment process plays an important role in identifying “inappropriate” referrals and, where possible, providing information or connecting the person to a more appropriate service. While this increases advocates’ workload, SDO representatives emphasised the importance of maintaining a “no wrong door” approach for older people seeking support.
However, advocates did express frustration about receiving referrals when they could not support the recipient, especially where they felt the referrer was “passing the buck” rather than genuinely engaging with the person.
We need to better understand what we mean by ‘no wrong door’ and consider what this means for scope … I think that, systemically, providers need to be really clear about who they’re referring a person on to, not just let’s get them off the phone. – SDO representative
While some SDO representatives suggested that improving referring organisations’ understanding of the NACAP – and other support services – might help to reduce out‑of‑scope referrals, others suggested that this may not have a significant impact, given the complexity of the system and the high staff turnover within the sector.
In addition, the increasing complexity of cases discussed in section 3.2 means that older people who are referred to the NACAP may need support for both in-scope and out‑of‑scope issues. Furthermore, it may be appropriate for some clients to receive support from multiple services – for example, care finders and advocates may both provide support, either as separate services or through a key worker model (see section 6.1 for further discussion).
[bookmark: _Ref168066844][bookmark: _Ref168067008]

[bookmark: _Ref171600700][bookmark: _Toc173401048][bookmark: _Ref166603174][bookmark: _Toc166740815][bookmark: _Ref166833294]Information and advocacy services are broadly achieving their intended outcomes
The intended outcomes of information and advocacy support include that recipients are: 
aware of and knowledgeable about available aged care services, the role of advocacy and their aged care rights
confident about self-advocating and exercising their aged care rights.
Overall, we found that the NACAP is achieving these outcomes in most cases and, importantly, providing recipients with a positive experience despite systemic issues that often limit the extent to which their issue can be resolved.
[bookmark: _Ref167195251]The NACAP is increasing older people’s knowledge of services, advocacy and aged care rights
As shown in Figure 3‑4, most respondents to our NACAP recipient survey reported that the NACAP improved their understanding of what aged care services are available and how to access them, what aged care advocacy is, and their aged care rights. Below the figure we explore some of the reasons why knowledge did – or did not – improve.
[bookmark: _Ref167373519][bookmark: _Ref166242470][bookmark: _Ref166682099][bookmark: _Toc166685366][bookmark: _Toc173400886][bookmark: _Hlk172901173]Figure 3‑4:	Proportion of respondents agreeing that the support they received improved their understanding of aged care services, advocacy and aged care rights
[image: Data table is provided in Appendix E (linked below).]
Data is provided in Appendix E, section E.2.
Services
Respondents told us that the information provided by advocates was “enlightening”, as they previously had very little knowledge of what services were available or how to access them. They expressed gratitude that advocates took the time to explain the available services and their appropriateness to their personal circumstances.
They helped us to work out what the providers were able to give us because the provider was not clear at all. Made all of us feel calmer, gave us direction … – NACAP recipient
Advocates and recipients reflected that the complexities of the aged care system and recipients’ needs and characteristics (e.g. lack of digital literacy) are key reasons why information and advocacy may not improve understanding of where and how to access aged care services. Recipients discussed that, at times, the information they received served to highlight the lack of available services (whether due to a shortage of services per se or a lack of services for which the client is eligible). 
I became more aware of the lack of services available to me, they didn’t help me to be aware of any more services. It made me feel more helpless. – NACAP recipient
Advocacy
Although most respondents indicated an improved understanding of the role of advocacy after their engagement with the NACAP, some misunderstandings were still evident and several respondents expressed confusion about why their issue could not be resolved. 
It is very confusing because it’s still not clear to me how much power [the advocate] has and what they can do on your behalf. – NACAP recipient
[bookmark: _Ref168066981]Some recipients appeared to misinterpret the advocate’s role as being equivalent to a lawyer or mediator. This was reiterated by advocates who felt that many older people initially see them in this light and noted that in many languages the word “advocate” is similar to – or interchangeable with – the term for lawyer. This confusion may be heightened for recipients serviced by SDOs that also offer legal services. 
I felt that they were like legal people who had a better understanding of what is available and what isn’t, on what’s right and what’s wrong. – NACAP recipient
Aged care rights
Advocates’ ability to provide concrete explanations of how aged care rights are relevant to an older person’s specific issue appeared to be a key driver of recipients’ improved understanding of their rights. Respondents found this knowledge to be eye-opening. 
I am more informed now … I have a better understanding 
of my aged care rights. – NACAP recipient
NACAP recipients appreciated when their advocate pointed them to the Charter of Aged Care Rights (the Charter) and felt that providers could do more to promote it. This suggestion is somewhat concerning given that aged care providers do have a responsibility to provide the Charter to people under their care and assist them to understand it. 
[bookmark: _Ref167975068]Respondents who indicated that the information or advocacy they received did not improve their understanding of their rights tended to suggest that this was because they understood them prior to engaging with the NACAP.
Ingrid’s story*
Ingrid, who was from a CALD background, needed advocacy help when her mother, Renate, had been asked by management to leave her RACH because of her behaviour. 
Renate had been a prisoner of war and had PTSD from witnessing men committing acts of torture and violence in war camps. There had been several incidents in the RACH where Renate was abusive towards male staff who reminded her of people she had witnessed committing atrocities. 
Ingrid approached her local SDO to better understand Renate’s situation and options. The advocate explained Renate’s rights and told Ingrid that there were steps that the RACH needed to take before evicting Renate. Ingrid appreciated that the advocate understood her concerns and explained that the RACH should be better equipped to provide quality care for clients with histories of complex trauma. 
With Renate’s consent, Ingrid and the advocate met with RACH management to explain Renate’s history of trauma. The advocate gave the RACH resources to help staff more appropriately provide care for residents with PTSD such as Renate. The advocate was able to help Ingrid and Renate achieve a positive outcome. Ingrid reported that the quality of Renate’s care improved, her distress lessened, and she did not need to move out of the RACH. Ingrid was grateful for the advocate’s empathy for her mother. She appreciated having someone in her corner while she worked through this issue.
[bookmark: _Ref166837314]*Names changed to protect anonymity
[bookmark: _Ref168066968]Most recipients feel more confident and empowered to self‑advocate
In addition to the gains in knowledge discussed above, around three‑quarters of survey respondents reported that the NACAP improved their confidence to discuss their aged care needs with providers and advocate for themselves (Figure 3‑5).
[bookmark: _Ref167373590][bookmark: _Ref166682074][bookmark: _Ref166682070][bookmark: _Toc166685367][bookmark: _Toc173400887][bookmark: _Ref173247069]Figure 3‑5:	Proportion of respondents agreeing that the support they received improved their confidence
[image: Data table is provided in Appendix E (linked below).]
Data is provided in Appendix E, section E.3.
Confidence to discuss needs
Survey respondents reflected that the sense of validation they received from advocates was crucial in building their confidence to talk to providers about their needs. They explained how advocates empathised with them, helped them workshop their issues and reinforced the idea that both they – and their concerns – matter.
She treated me like a real person, and not a silly old fool. Some people think us older people are senile, but she treated me with respect, she knew what I was saying and agreed with me. – NACAP recipient
However, some older people reported that their confidence to discuss their aged care needs had not improved. While there are a range of reasons for this, a frequent concern is that older people fear being seen as a ”troublemaker” and worry about how this may impact their future care. 
Empowered to self-advocate
Recipients valued the patience of advocates and the time they took to explain how their issues fit within the complexities of the aged care system. This knowledge improved their understanding and empowered older people to self-advocate.
I don’t believe we would be in the situation we are now without our advocate. The advocate made a process that was very complicated, very simplistic for us. She put it in layman’s terms and guided us through it so we could do it ourselves. I now feel more confident to do a lot more myself because the aged care system is very complicated with all the abbreviations, and I didn’t know what these abbreviations were without the [advocate]. – NACAP recipient
Advocates also derived a sense of satisfaction when recipients were able to self-advocate or advocate for their peers.
We can give them support so they can then become their own advocates, which is really important … once we’ve shown them a way of working through [an issue], they take it up and think, ‘I’m going to do it like that’. They’ve got the confidence. I helped one client and empowered her to do it – now she’s going around advocating for everyone. – SDO representative
However, not all recipients felt they could self-advocate. Some older people described their age, other special needs, and the perceived power differential between themselves and their aged care provider as barriers to resolving issues without support. 
[bookmark: _Ref166672157]

Advocates are making a meaningful difference in a challenging system
In line with the positive impact of information and advocacy support on their knowledge and confidence, most survey respondents were satisfied with the services they received (Figure 3‑6).
[bookmark: _Ref167373630][bookmark: _Ref166682403][bookmark: _Toc166685368][bookmark: _Toc173400888]Figure 3‑6:	Proportion of respondents agreeing that they were satisfied with the services they received
[image: 86% agree, 4% tend to agree, 7% neither agree nor disagree]
[bookmark: _Hlk168388456]Recipients’ satisfaction with information or advocacy provision was largely due to the attributes of the advocates themselves. Recipients valued advocates’ experience in and knowledge of the aged care industry and their professionalism, approachability, communication skills, compassion, respect, trustworthiness and determination to help them. Most recipients were glowing in their praise for advocates and expressed deep appreciation not only for the support they provided but also how they provided it. A large contributing factor to recipient satisfaction is that advocates actively listened to older people. 
I felt that was I represented fairly and professionally. She [the advocate] took all my issues into account. These days people don’t listen much, but I felt that I was listened to. She had to have listened or I wouldn’t have the outcome that I received. – NACAP recipient
Where dissatisfaction was reported, this generally related to the fact that the advocate was unable to resolve the recipient’s issue. Respondents indicated that, despite the advocate’s best efforts, they were still experiencing issues with their aged care provider and were left with no option but to wait for a response from the Aged Care Quality and Safety Commission. It is worth noting that unresolved issues are the minority, accounting for 9% of all defined presenting issues for advocacy cases within the MDS. This figure is likely to decrease as issues are resolved in future.[footnoteRef:10]  [10:  Delayed resolution may explain why unresolved issues were reported by 25% of survey respondents, who were invited to complete the survey immediately following their case being closed.] 

Importantly, advocates’ ability to provide a positive experience meant that recipients were generally satisfied with the service they received even when the advocate was unable to resolve their issue. 
I hope that they have more power, that they can have more clout in the future. They said all the right things, and they were well aware of their limitations. They were honest and supportive, but a toothless tiger. – NACAP recipient
Betty’s story*
Betty, a First Nations woman, lived in a RACH. She felt that she was not being treated with respect, and described her care as “cold, harsh and inhumane”. However, she was concerned she would face retribution from her service provider if she made a complaint. She felt helpless as she had very limited mobility and was fully reliant on care, and she feared even worse treatment if she spoke up. 
Betty’s daughter, Linda, encouraged her to get in touch with her local SDO. Over the phone, the advocate reassured Betty that how she was being treated was unacceptable and offered to support her. 
Betty and Linda planned to meet with the advocate at the RACH. However, when Betty arrived at the meeting, she became anxious and fearful and denied that there was a problem, due to intense fear of her situation worsening. With Linda’s help, Betty eventually managed to explain to the advocate the full extent of her mistreatment. 
The advocate spoke to Betty and Linda about Betty’s rights, and the quality of care she should expect. Both Betty and Linda felt the advocate tried their best to empower Betty, including offering to support her to raise her concerns. Despite these efforts, Betty did not feel confident to speak up. 
Linda was frustrated that more could not be done to improve Betty’s situation, and wished she could make a complaint about the RACH on Betty’s behalf, but she also knew it was important to respect Betty’s wish to not air her grievances. 
While Betty and Linda did not achieve the outcome they had hoped for through advocacy, they valued the information, care and support provided by the advocate. 
*Names changed to protect anonymity


[bookmark: _Toc173401049]Future opportunities for information and advocacy 
Consider defining a prioritisation framework to help advocates determine when it is appropriate to address issues currently defined as out of scope (e.g. legal, housing) where these are crucial to aged care rights being upheld. Criteria may include the individual’s level of risk, the availability of other supports, and the urgency of the issue(s).
Develop reporting mechanisms to capture the time that advocates spend addressing out-of-scope issues to inform future resourcing. Use this information to focus efforts when working with other organisations to clarify and strengthen arrangements for supporting older people with complex issues that span sectors and, where appropriate, undertake coordinated, cross-sectoral systemic advocacy.
Continue to increase the geographical reach of the NACAP, including through the ACND, while ensuring sufficient time is spent in communities for relationships to be established and embedded. 
[bookmark: _Ref169252777]Consider repeating the demand study using MDS data to enable a better understanding of the impact of the expansion activities on NACAP reach, priority areas for further expansion, and the key drivers of demand.
Leverage insights generated from the diversity education expansion activity regarding demographics and needs in different regions to target promotion of information and advocacy.


3. Information and advocacy

[bookmark: _Ref166835685][bookmark: _Ref167341893][bookmark: _Ref167958750][bookmark: _Ref169722982][bookmark: _Toc173401050]Home Care Check‑In Project

The Home Care Check‑In (HCCI) Project is currently being piloted in selected Aged Care Planning Regions (ACPRs) by 3 SDOs. Advocare (Western Australia) was the first to roll out the pilot in July 2022, followed by Aras (South Australia) in October 2022 and SRS (New South Wales) in January 2023. The pilot will run until 30 June 2025 in all 3 states.
The HCCI supports older people who live at home and receive (or are registered for) government-funded aged care services.[footnoteRef:11] It is targeted at people who live alone and are socially isolated, reliant on a single carer or service provider, or otherwise at risk of harm. The project aims to reduce risk and isolation by providing regular check-ins and monitoring; developing a trusting relationship over time; and building a scaffold of supports by helping the recipient to connect with other services in the community. [11:  This includes services through the CHSP, HCP and STRC. We note that these current programs will be replaced by the new Support at Home program (HCP and STRC in July 2025, and CHSP no earlier than July 2027). HCCI eligibility criteria will need to be updated accordingly.] 

Importantly, the HCCI also supports recipients to stay connected to the services they already receive by helping them to articulate their needs and wishes and providing information and advocacy if the need arises. The HCCI can also complement the service provider’s case coordination or case management role by offering ”an extra pair of eyes”.)
The HCCI also complements other national programs designed to support older people with additional vulnerabilities. For example, the care finder program provides intensive support to help people connect with the aged care system, while the HCCI supports people who are already connected with the system. The relationship between the NACAP, HCCI and the care finder program is discussed further in section 6.1.1. However, it is important to note that both programs provide vital support for vulnerable people who are otherwise likely to “fall through the cracks”.
In this section we discuss the implementation of the HCCI Project and the difference it is making to recipients’ lives.
HCCI data
As a pilot project, HCCI data is not currently part of the NACAP MDS. Figures in this section are based on summary data provided by OPAN.
[bookmark: _Ref170509108][bookmark: _Ref170509148]

[bookmark: _Toc173401051][bookmark: _Ref173401760][bookmark: _Ref173401837]HCCI service delivery is resource intensive
The HCCI Project is delivered by a newly established workforce of 5.6 FTE community support advocates. Between July and December 2023, a total of 66 new recipients entered the program, and 1,028 check‑ins were completed. HCCI funding for this period was $535,900. We heard that the HCCI is being implemented in line with the service delivery guidance, making it relatively consistent across each of the pilot sites. Community of practice meetings also support consistency by providing advocates with a forum to discuss ideas and troubleshoot challenges based on a shared understanding of the program.
SDO representatives told us that both the recipient-facing and non-recipient-facing aspects of the pilot are resource intensive. For instance, they discussed the time required to build referral pathways (section 4.1.1), address recipients’ complex needs (section 4.1.2) and train and support advocates delivering HCCI services (section 4.1.3).
[bookmark: _Ref167628617][bookmark: _Ref167342350][bookmark: _Ref167928436]Time invested in building referral pathways is paying off
Initial scoping of the project assumed that the primary referral pathway would be Aged Care Assessment Team (ACAT) assessments identifying clients with complex vulnerability, with a defined or automatic pathway through My Aged Care. OPAN has worked closely with the department to develop this pathway, including establishing a priority phone line and referral process.
To increase referrals while these pathways develop, SDO representatives reported that they have undertaken significant work to promote the HCCI and establish relationships with external referrers. The referral process is flexible and informal: referrals are accepted via email or phone, and anyone can make a referral, as long as the older person has consented. SDO representatives indicated that referrers valued this simplicity and compared it favourably to the more complex referral processes for many services. 
Referral patterns for the HCCI are noticeably different to information and advocacy (see section 3.2). The top sources of HCCI referrals were internal referrals of advocacy and information clients (24%), aged care providers (22%) and healthcare providers (12%). See Appendix D for more detail on referral sources and recipient characteristics.
[bookmark: _Ref168066573][bookmark: _Ref168067441]

[bookmark: _Ref173346796]The complexity of the cohort was initially underestimated
While the HCCI service is designed specifically for vulnerable people, SDO and OPAN representatives told us they did not fully anticipate the breadth and depth of recipients’ support needs before service delivery commenced.
To be eligible for HCCI services, older people must be identified by an ACAT, Case Coordination Team (CCT) or Regional Assessment Service (RAS) or have one or more of the following risk flags: 
be living alone
be experiencing grief or loss
be socially isolated or lacking close relationships
have few friends or family that regularly check in
have a cognitive impairment and are unable to problem-solve or speak up
have difficulty communicating or being understood
have issues with mobility
be unable to drive.
It is therefore unsurprising that more than three‑quarters of HCCI recipients are socially isolated, almost two‑thirds have limited mobility, are unable to drive or are reliant on one carer, one‑third have difficulty communicating and one‑quarter live with a cognitive impairment. Significantly, however, half of all HCCI recipients enter the program with 5 or more identified risk flags (Figure 4‑1). 
[bookmark: _Ref168005192][bookmark: _Toc173400889][bookmark: _Hlk173158970]Figure 4‑1:	Number of risk flags per HCCI recipient, July 2023 to March 2024
[image: Data table is provided in Appendix E (linked below).]
Source: HCCI dataset
Data is provided in Appendix E, section E.4.
In addition, 79% of HCCI recipients belong to at least one NACAP target group, compared to 28% for information and advocacy services overall. 
We also heard that HCCI recipients commonly experience a range of other complex issues not captured in the data, including trauma, abuse, hoarding and squalor, and technological barriers that contribute to isolation. 
One of the most unexpected things was the volume of clients that had experienced trauma. – OPAN representative
Each of these factors not only add to but compound the vulnerability of HCCI recipients and the complexity of their support needs. Advocates highlighted that this complexity means they need more time to build trust and rapport with clients as well as to find and engage them with appropriate supports. Documentation provided by OPAN indicates that each check‑in can take anywhere from 20 minutes to 2 hours (OPAN 2023c).
[bookmark: _Ref167341976]Providing HCCI services requires specialised training and ongoing support
The current workforce of community support advocates is composed of health professionals (predominantly nurses and social workers) with experience in the aged care sector. Community support advocates felt that this professional background and experience was essential in providing them with an understanding of trauma-informed care and enabling them to meet their clients’ complex health, aged care and social needs. Their experience also helped them to “read” situations and understand risk. We heard that some clients’ living environments were unsafe (e.g. due to hoarding and squalor or risks posed by other members of the household), and the community support advocates had strategies in place, including carrying duress alarms and working in pairs where necessary, to ensure their safety.
At the same time, the community support advocates reflected on the importance of ongoing training and support to fulfil what can be an extremely challenging role. In addition to the support available to all NACAP advocates (see section 6.3), we heard that SDOs and OPAN have been responsive to emerging training needs as the pilot has rolled out and community support advocates have developed an understanding of what the role requires. 
If something came up that we felt like we needed training in, say for example hoarding and squalor, we could do some specific training on that. 
So it was very much just identifying a need and we would access the training. – SDO representative
[bookmark: _Ref168061211]In addition to ongoing training, we heard that access to professional and peer support is critical for community support advocates. Both regular professional supervision and the HCCI Community of Practice (CoP) were highly regarded by advocates, providing them with an opportunity to problem-solve complex issues, discuss professional boundaries and build their own resilience. Alongside the CoP, a shared Teams channel was seen to be enhancing consistency across pilot sites through easy access to shared resources and ad hoc peer-to-peer discussions.
[bookmark: _Ref167775607][bookmark: _Ref168061214][bookmark: _Toc173401052]HCCI services are making a difference to the lives of vulnerable people
The service makes me feel human again, like someone actually cares about what happens to me. I just want to get back to ‘being me’ and this is helping. – HCCI recipient
Over the course of the pilot, community support advocates appear to have provided support as diverse as the clients they work with. Sometimes, this entailed directly addressing clients’ need for aged care, health or social services by:
assisting clients to voice their needs and wishes with aged care providers
liaising with housing departments and Services Australia
organising home medicine reviews
arranging access to assistive technology
filling out paperwork.
We also heard numerous examples of community support advocates “thinking outside the box” to meet clients’ needs – for example:
researching community groups that provide computer classes, to help a client meet people with similar interests
making a hairdressing appointment for a client who lacked confidence in their appearance
sourcing a second-hand typewriter to help a client write stories – an activity they enjoyed.
SDO and OPAN representatives told us that the HCCI target population requires intensive, holistic support that is not possible in core advocacy services. They, and recipients themselves, reflected on the difference that this support is making for vulnerable older people who would otherwise “fall through the cracks” in a fragmented system.
She helped me get information. She organised the pharmacy to sort out my tablets, she helped me to get my disability parking, she helped me to get a chair to sleep in, an electric chair that folds out and stands up, and she’s helping me get a mobility scooter. The system confuses me, I don’t know what I can do, she’s just given me so much education. – HCCI recipient
OPAN and SDO representatives also reported that satisfaction among service providers, ACATs, RAS, community health services, care finder organisations, and social workers who refer into the program is high and that they see huge value in the broad support offered by the program. 
Receipt of HCCI services is associated with reduced risk scores in most cases
Stakeholders told us that most HCCI recipients saw improvements in a range of domains, including increased confidence and self‑determination, enhanced independence and self‑advocacy skills, increased social connection, and increased linkages with essential health and support services. 
SDO representatives also highlighted the impact of the HCCI on recipients’ quantitative outcome measures such as the Personal Wellbeing Index (Capic et al. 2024) and a bespoke HCCI risk assessment tool. 
Risk assessments are conducted as part of the HCCI intake process and repeated at the advocate’s discretion. We were able to assess change in risk for 24 recipients, who represented all 3 pilot sites. Figure 4‑2 shows that 18 of these recipients had lower risk scores on repeat assessment, while 6 were identified as being at higher risk. On average, risk scores reduced by 2.8 points (from 14.5 to 11.6) from first to last assessment.
[bookmark: _Ref167379902][bookmark: _Toc173400890]Figure 4‑2:	Change in risk score from first to last assessment for 24 HCCI clients
[image: Data table is provided in Appendix E (linked below).]
Note: Risk scores ranged from 0 to 27. The time between first and last assessment ranged from 0 to 376 days, with an average of 135 days. 
Data is provided in Appendix E, section E.5.
Most stakeholders considered a reduction in risk to be an appropriate way of measuring the HCCI’s success, although some noted that it may not always be a realistic goal given the multiple, complex, and longstanding difficulties that HCCI recipients often live with.
Bill’s story*
Initial risk assessment score: 22/27 | Subsequent risk assessment score: 6/27
Bill is a veteran with PTSD and a history of substance use problems. He lives with cognitive impairment and has difficulty communicating. Bill is unable to drive, lives alone and has no social or family connections. He is at risk of homelessness as the manager of his retirement village is asking him to move out.
Bill was referred to the community support advocate by a care finder after he was refused service by several aged care providers due to his behaviour towards care staff. An ACAT assessment had been arranged but was cancelled when Bill’s My Aged Care representative – his retirement village manager – did not answer or return calls. 
The community support advocate conducted a total of 14 home care check-ins with Bill, 13 of which were in person. Through these visits the advocate saw that Bill was malnourished and was having increasing difficulty with his mobility and vision. The advocate also noticed that Bill’s cognition was deteriorating from one visit to the next. Bill reported that he had not seen his GP or any other health professional for almost 10 years. 
With Bill’s consent, the advocate:
made an appointment for Bill to see his GP, accompanied him to the appointment, and subsequently followed up on the GP’s referrals to a geriatrician, social worker, and podiatrist. 
contacted the Department of Veterans’ Affairs community nursing and transport programs, requesting a review of Bill’s eligibility for assistance and providing supporting evidence from the GP regarding Bill’s deteriorating condition.
explained the Charter of Aged Care Rights and conflict of interest in relation to his current My Aged Care representative.
arranged an ACAT assessment and supported Bill during the assessment and continued to advocate when Bill’s representative did not appropriately assist him to take up his approved package.
[bookmark: _Ref167958766]Bill ultimately received a formal diagnosis of dementia. He was later admitted to hospital, where the social worker lodged a guardianship application and listed the community support advocate as a person of importance. The community support advocate continues to visit Bill in hospital while he waits for a place in a residential aged care home. Bill is now well-fed, clothed, and supported.
[bookmark: _Ref166758532][bookmark: _Ref166768012]*Name changed to protect anonymity
[bookmark: _Toc173401053]Future opportunities for the HCCI Project
Fund all SDOs to establish or expand HCCI services in high-need areas, including funding to recruit, train and support appropriately qualified community support advocates. 

4. Home care check-in pilot

[bookmark: _Ref167515927][bookmark: _Ref167515931][bookmark: _Toc173401054]Education

NACAP education activities are designed to provide information on a range of topics related to aged care advocacy, aged care rights, and elder abuse prevention (OPAN 2024c). SDOs and OPAN both have a role in delivering education activities. 
SDOs are responsible for delivering education sessions to aged care clients and staff in residential and community care settings. The key impetus for all education activities, including education for aged care staff, is to increase awareness of and referrals to NACAP services for older people. 
OPAN leads a new diversity education program for aged care staff (as part of the NACAP expansion), hosts regular webinars and roundtables, and offers online training modules for a range of audiences. 
This section begins by quantifying the number and type of education sessions delivered by SDOs. We then explore the challenges they encounter in delivering education to aged care clients, before considering the experiences and outcomes of aged care staff who complete education activities. Finally, we briefly discuss the rollout of the new diversity education program.
[bookmark: _Ref169271351][bookmark: _Toc173401055]SDOs are delivering more education sessions to aged care staff and clients
The number of education sessions delivered by SDOs has increased substantially since the NACAP expansion funding was introduced in Q2 2022. Figure 5‑1 shows the number of residential and home care education sessions delivered each quarter.
[bookmark: _Ref167964908][bookmark: _Toc166685370][bookmark: _Ref167212522][bookmark: _Toc173400891]Figure 5‑1:	Number of residential and home care education sessions delivered by SDOs to aged care staff and clients, 2020‑21 to 2022‑23
[image: Data table is provided in Appendix E (linked below).]
Source: OPAN data summary 1 (2024a)
Note: Jul 2023 to Dec 2023 data is still preliminary as minor adjustments can occur during the data quality checking process. Data includes residential aged care and home care education sessions but not abuse prevention, meaning the figure under-represents the total number of education sessions delivered by SDOs. 
Data is provided in Appendix E, section E.6.


While we do not have an equivalent breakdown of the number of abuse prevention education sessions by quarter, the number of sessions almost doubled after expansion funding, from 515 sessions in 2021-22 (Table 5‑1) to 1,077 sessions in 2022-23 (Table 5‑2).
[bookmark: _Ref171590596][bookmark: _Toc173400853]Table 5‑1:	Education sessions, 2021-22
	[bookmark: Title_7]KPI
	Session type
	Target
	Actual
	% of target

	5
	Advocacy (residential)
	3,044
	1,268
	42%

	6
	Advocacy (community)
	686
	574
	84%

	7
	Elder abuse (all settings)
	540
	515
	95%


Source: OPAN data summary 6 (OPAN 2024c)
[bookmark: _Ref171591537][bookmark: _Toc173400854]Table 5‑2:	Education sessions, 2022-23
	[bookmark: Title_8]KPI
	Session type
	Target
	Actual
	% of target

	5
	Advocacy (residential)
	3,044
	2,147
	71%

	6
	Advocacy (community)
	910
	1,137
	125%

	7
	Elder abuse (all settings)
	714
	1,077
	151%


Source: OPAN data summary 6 (OPAN 2024c)
Education data
Below, we use MDS data to look more closely at the volume and nature of education sessions delivered between October 2023 and March 2024. As discussed in section 3, there may be some slight differences between the figures presented in this report and future reporting from this dataset (e.g. due to minor adjustments or rounding differences). This does not affect the findings of this evaluation. 


Education is predominantly delivered in residential settings, as intended
Between October 2023 and March 2024, SDOs delivered a total of 2,533 education sessions to 41,025 attendees (Table 5‑3). Education sessions in residential aged care accounted for three‑quarters of sessions delivered (which aligns with KPI targets). 
[bookmark: _Ref167969814][bookmark: _Toc173400855]Table 5‑3:	Number of education sessions and attendees by education type, October 2023 to March 2024
	[bookmark: Title_9]Education session type
	Sessions: number
	Sessions: proportion
	Attendees: number
	Attendees: proportion

	Advocacy (residential)
	1,217
	48%
	19,492
	48%

	Advocacy (community)
	416
	16%
	7,033
	17%

	Abuse of Older People (residential)
	613
	24%
	9,651
	24%

	Abuse of Older People (community)
	287
	11%
	4,849
	12%

	Total
	2,533
	100%
	41,025
	100%


As noted in section 3.2, the “special needs reach KPI” specifies that at least 20% of education sessions be delivered to 7 special needs groups. Table 5‑4 shows that, between October 2023 and March 2024, 18% of education sessions were targeted to at least one of these groups, just falling short of the KPI. However, 43% of sessions targeted at least one of the NACAP’s complete list of target groups.
[bookmark: _Ref169855212][bookmark: _Toc173400856]Table 5‑4:	Proportion of education sessions aimed at NACAP target groups, October 2023 to March 2024
	[bookmark: Title_10]Education session target
	[bookmark: _Hlk173146617]Advocacy (residential)
	Advocacy (community)
	Abuse of Older People (residential)
	Abuse of Older People (community)
	Overall

	Total number of education sessions
	1,217
	416
	613
	287
	2,533

	Targeted towards at least one target group
	41%
	50%
	39%
	51%
	43%

	KPI 2: Special needs reach
	14%
	28%
	14%
	28%
	18%

	Not specifically targeted
	59%
	50%
	61%
	49%
	57%

	Total sessions
	100%
	100%
	100%
	100%
	100%


Source: NACAP MDS.
Note: NACAP target groups marked with an asterisk (*) in Table 5‑5.
As shown in Table 5‑5, the most common target group was people living in rural and remote areas (66%), followed by people from CALD backgrounds (32%).
[bookmark: _Ref171435633][bookmark: _Toc173400857]Table 5‑5:	Targeted education sessions by target group, October 2023 to March 2024
	[bookmark: Title_11]NACAP target group
	Advocacy (residential)
	Advocacy (community)
	Abuse of Older People (residential)
	Abuse of Older People (community)
	Overall

	Total number of targeted sessions
	503
	210
	237
	147
	1,097

	People who live in rural or remote areas
	67%
	61%
	63%
	73%
	66%

	People from CALD backgrounds*
	27%
	40%
	30%
	41%
	32%

	People from Aboriginal and Torres Strait Islander communities*
	12%
	24%
	11%
	41%
	18%

	People who are financially or socially disadvantaged
	11%
	17%
	8%
	33%
	15%

	People living with cognitive decline
	11%
	2%
	6%
	<1%
	7%

	People living with dementia
	8%
	1%
	6%
	5%
	6%

	Veterans*
	4%
	4%
	3%
	9%
	5%

	People who are homeless or at risk of being homeless*
	2%
	7%
	1%
	12%
	4%

	LGBTI people*
	2%
	3%
	2%
	14%
	4%

	Parents separated from their children by forced adoption or removal*
	1%
	4%
	2%
	11%
	3%

	Care leavers*
	<1%
	5%
	1%
	10%
	3%

	People living with a disability
	4%
	2%
	<1%
	2%
	3%

	People living with a mental health condition
	1%
	<1%
	<1%
	0%
	<1%


Source: NACAP MDS.
Note: Proportions sum to more than 100% as SDOs could record more than one target group for each education session. Target groups marked with an asterisk (*) count toward the special needs reach KPI.
Education is predominantly delivered to aged care clients, as intended
Aged care clients account for the largest proportion of attendees across all education types (Figure 5‑2). While they are slightly less well represented at Abuse of Older People sessions in the community, this is consistent with the fact that a lower proportion of these sessions are specifically targeted towards aged care clients (e.g. 24% compared to 40% of advocacy sessions in residential care). 
[bookmark: _Ref167972696][bookmark: _Toc173400892]Figure 5‑2:	Education session attendees, by education type, October 2023 to March 2024
[image: Data table is provided in Appendix E (linked below).]
Source: NACAP MDS.
Note: Proportions are calculated based on total attendees as follows: Advocacy (residential) = 19,492; advocacy (community) = 7,033; Abuse of Older People (residential) = 9,651; Abuse of Older People (community) = 4,849.
Data is provided in Appendix E, section E.7.
As shown in Table 5‑6, sessions targeting residential care staff had the lowest average attendance, perhaps highlighting the time pressure that is frequently cited as a barrier to education in this population (see section 5.4.1). As such, online education for aged care staff allows greater flexibility given these time pressures and, accordingly, we can observe attendance at online education sessions (KPI 11) more than doubled the attendance target in both 2021-22 and 2022-23 (see Figure 5‑3).
[bookmark: _Ref171603571][bookmark: _Toc173400893]Figure 5‑3:	Target and actual aged care staff registrations for online education sessions, 2021‑22 and 2022-23
[image: 2021-22: target 1500, actual 3768. 2022-23: target 1500, actual 3602.]
Source: OPAN data summary 6 (OPAN 2024c)

5. Education

[bookmark: _Ref170482576][bookmark: _Ref169190732][bookmark: _Toc173400858]Table 5‑6:	Education sessions and attendees, by type and target audience, January 2024 to March 2024
	[bookmark: Title_12]Education type
	Target audience
	Number of education sessions
	Attendees: clients
	Attendees: staff and other stakeholders
	Attendees: other
	Attendee total
	Average attendees per session

	Advocacy (residential)
	Total
	562
	7,204
	1,407
	210
	8,821
	15.7

	Advocacy (residential)
	Clients
	494
	7,199
	717
	188
	8,104
	16.4

	Advocacy (residential)
	Staff and stakeholders
	68
	5
	690
	22
	717
	10.5

	Advocacy (community)
	Total
	174
	2,101
	611
	393
	3,105
	17.8

	Advocacy (community)
	Clients
	128
	2,094
	219
	51
	2,364
	18.5

	Advocacy (community)
	Staff and stakeholders
	46
	7
	392
	342
	741
	16.1

	Abuse of Older People (residential)
	Total
	244
	2,648
	1,003
	72
	3,723
	15.3

	Abuse of Older People (residential)
	Clients
	176
	2,648
	306
	51
	3,005
	17.1

	Abuse of Older People (residential)
	Staff and stakeholders
	68
	0
	697
	21
	718
	10.6

	Abuse of Older People (community)
	Total
	131
	928
	854
	273
	2,055
	15.7

	Abuse of Older People (community)
	Clients
	68
	928
	89
	58
	1,075
	15.8

	Abuse of Older People (community)
	Staff and stakeholders
	63
	0
	765
	215
	980
	15.6

	Total
	All
	1,111
	12,881
	3,875
	948
	17,704
	15.9


Source: NACAP MDS.
Note: This table includes education sessions from 1 January to 31 March 2024 only as the target audience data item is a recent introduction to the MDS.
[bookmark: _Ref168066726]
[bookmark: _Ref170509179][bookmark: _Toc173401056]Delivering education in residential aged care remains challenging
While the number of education sessions is increasing, and sessions appear to be reaching their intended audience, SDO representatives highlighted the challenges they encounter in achieving these outputs, particularly in residential care settings. This is reflected in performance against KPIs, as shown in Table 5‑1 and Table 5‑2.
Advocates expressed frustration that, while they are required to deliver education sessions in residential care facilities, aged care providers currently have no reciprocal obligation to allow them to do so. As a result, the time that SDOs invest in trying to set up education sessions does not always translate into achievements against KPI 5 (and additional efforts to achieve the KPI target may divert advocates’ time and attention away from other activities).
That is one of the longstanding barriers to the program, that it’s not mandated [for aged care providers] to have education sessions. And so what that actually means is that there’s a lot of time invested in advocates actually trying to engage with providers and set those education [sessions] up, which they can accept or refuse. – OPAN representative
Advocates told us that their requests to deliver education sessions were sometimes ignored and that scheduled sessions were sometimes cancelled at short notice. OPAN reporting shows that, between January and June 2023, 219 providers did not respond to SDO requests to schedule advocacy education sessions and 22 refused, while 194 sessions were cancelled prior to the scheduled time (OPAN 2024c). In addition, MDS data shows that, between October 2023 and March 2024, around 5% (84 of 1,830) of scheduled RACH education sessions were cancelled or refused with no notice (i.e. when the advocate arrived at the facility to deliver the session).[footnoteRef:12] [12:  Cancellations with no notice are recorded in the MDS with zero attendees but count toward KPIs. 
Cancellations with notice are not recorded in the MDS and do not count toward KPIs. 
MDS figures include both advocacy and elder abuse education, while summary figures include only advocacy education.] 

Advocates also told us that, in some cases, education sessions are not promoted or the target audience is not properly supported to attend or improve their understanding of advocacy and aged care rights. 
One of the other challenges that we often face is that we’re getting into residential facilities to do the education sessions, but they’re giving us an audience that’s got dementia and they really have no idea what’s going on. Last week I went to do a session in a 120‑bed residential home. I go in through the locked doors, to a room where they said, yep, we’ve got all these people here for you. There were 12 residents sitting there, who had no idea who we were, what we were doing. They were a really, really inappropriate audience. – SDO representative
It is important to note that these challenges should not be taken to mean that aged care providers are hostile towards the NACAP or suspicious of advocates. Rather, such challenges may partially reflect the many challenges within the aged care sector, including the competing priorities that aged care staff must manage; helping clients to attend a NACAP education session – or attending a session themselves – may be one in a long list of tasks for a busy shift. This is supported by the success highlighted in the next section.
[bookmark: _Ref168067201]Relationship building is key to securing aged care staff support for education
SDO representatives highlighted their ongoing efforts to build relationships with residential aged care services in their area. Some SDOs have introduced roles that focus solely on arranging and delivering education, while other advocates provide education alongside their information and advocacy case load. Regardless of the model, we heard that having a single point of contact for all aged care services in a given geographic region helped to build relationships and ensure consistent messaging about the purpose of the education sessions. Some place-based advocates in regional areas reported more success than their metropolitan counterparts because providers saw them as a familiar face and a member of the community. 
So, part of my job is engaging with providers to book education sessions. There’s a lot of that [relationship building], as well as actually going to the sessions. There is a lot of benefit in forming relationships with the providers. I think it’s fantastic going out and seeing staff who we’ve seen before, like coordinators, managers, and forming those relationships, those ongoing ones. – SDO representative
We also heard that the high rates of staff turnover within the aged care sector means that relationship building is a never-ending task. However, formalising relationships with aged care providers can reduce the impact of personnel changes; SDO representatives reported that memoranda of understanding (MOUs) were helpful to document agreements such as the frequency of education sessions, the space and logistical support to be provided, and how the education sessions will be promoted (e.g. a poster with their photo and the dates and times of their upcoming visits to a RACH). 
[bookmark: _Ref167976926]SDO representatives were cautiously optimistic that the new Aged Care Act, with its explicit object to “provide and support education and advocacy”, may, over time, improve buy-in to the idea of NACAP education among aged care staff. However, they also noted that this cultural change will take time and, indeed, additional work to build providers’ understanding of their responsibility to support their clients to access education.
[bookmark: _Ref168066850][bookmark: _Ref171600689][bookmark: _Toc173401057][bookmark: _Ref167775667][bookmark: _Ref167775671]Aged care staff who receive NACAP education report positive outcomes 
This section relates specifically to the outcomes of NACAP education for aged care staff. Outcomes for older people and their representatives who participate in education sessions are not routinely collected, and education session attendees were not eligible for our NACAP recipient survey following advice from OPAN.
Of the 204 aged care staff we surveyed, 156 (76%) reported having completed at least one NACAP education activity, most commonly an OPAN webinar or roundtable (Table 5‑7).[footnoteRef:13] They were generally positive about the education they received and were able to put learnings into practice, as discussed below. [13:  Of those who had not completed any NACAP education, 23 (48%) indicated that this was because they were unaware of its availability and that they would consider participating in future.] 

[bookmark: _Ref167890739][bookmark: _Toc173400859]Table 5‑7:	NACAP education activities completed by aged care staff survey respondents
	[bookmark: Title_13]Activity
	Number
	Proportion

	Webinars or roundtables
	115
	49%

	Talk To Us First e‑learning
	72
	31%

	Abuse of the Older Person e‑learning
	26
	11%

	Other
	21
	9%

	Total activities
	234
	100%


Note: Respondents’ description of “other” activities most commonly referred to in‑person presentations. Two people referenced the diversity education program (section 5.4).
Satisfaction with NACAP education was high among aged care staff who completed it (Figure 5‑4) and several survey respondents reported that they had recommended the education to colleagues.
[bookmark: _Ref169270890][bookmark: _Toc173400894]Figure 5‑4:	Aged care staff satisfaction with NACAP education
[image: 47% very satisfied, 44% satisfied, 9% neutral]
Respondents commented that the education was well structured and provided clear and concise information and practical advice. Many appreciated having an opportunity to ask questions and reflected that presenters were knowledgeable but also followed up in a timely fashion when they were unsure of the answer to a question. Webinar participants also highlighted the value of hearing from older people themselves.
[bookmark: _Ref168066914]Education improves knowledge and results in practice change
[bookmark: _Ref168066913]The majority of survey respondents indicated that the education they received improved their knowledge of aged care rights, the meaning of advocacy, their responsibilities in supporting older people to raise concerns, and how to identify, prevent, and respond to elder abuse (Figure 5‑5).
[bookmark: _Ref167373934][bookmark: _Ref166845618][bookmark: _Toc166685371][bookmark: _Toc173400895][bookmark: _Hlk173239972]Figure 5‑5:	Proportion of aged care staff agreeing that they feel better informed about
[image: Data table is provided in Appendix E (linked below).]
Data is provided in Appendix E, section E.8.
Staff who disagreed that the education improved their knowledge reflected that this was because they already had a good understanding of the issues covered. Others noted that while they did have a good understanding of these issues previously, the education was a good refresher.
While some staff indicated that they had not yet put their learnings into practice or had been unable to do so because “our facility dictates how they want things done”, feedback from others highlighted the ways that NACAP education has enabled them to better support older people. For example, one respondent reported that their RACH has introduced regular resident group meetings to discuss the Charter of Aged Care Rights, so that this is not something that is introduced on admission and forgotten. Another shared how NACAP education had helped them respond to elder abuse:
I have recently been advised by a family member that she believes her mother is the victim of elder abuse. I have been able to have this sensitive conversation with my client and was able to encourage her to reach out to OPAN. The client has not yet done so, so this is something I will continue to monitor and report in my documentation. – Aged care staff member
[bookmark: _Toc166740818][bookmark: _Ref166836127][bookmark: _Ref167342111][bookmark: _Ref167653265][bookmark: _Ref167976178][bookmark: _Ref168059490][bookmark: _Ref168066777][bookmark: _Ref168069846][bookmark: _Toc173401058][bookmark: _Ref167891005]Early learnings have helped refine the design and implementation of diversity education 
The diversity education program aims to educate aged care providers on the delivery of culturally safe and inclusive services to people from diverse and marginalised groups. This includes assisting aged care providers to understand:
the demographics of their ACPR
the service delivery barriers that prevent members of diverse groups from accessing their services
how to meet their obligations to deliver inclusive services, as set out in the Aged Care Quality Standards
how to integrate inclusive service delivery into their quality improvement processes and organisational plans.
[bookmark: _Ref167342144]Below we briefly explore the program’s design and early implementation. Note that assessing the outcomes of diversity education is out of scope for this evaluation. 
[bookmark: _Ref169271046]Aged care staff want more options for education that are tailored to their needs
When asked how NACAP education could be improved, many aged care staff responded that the activities “are excellent as they are” or suggested only that they be more widely promoted and more frequently available. However, there was a desire from others for greater tailoring of education to the needs of different audiences (e.g. themed sessions, different formats including face-to-face education and podcasts, information relevant to specific populations). One respondent suggested an annual call-out for topic suggestions. 
I'm Aboriginal, so to be more engaging to my mob, [a suggestion] would be to engage within the community. Put stories in, as they can draw the attention and link it back to something we can relate to. – Aged care staff member
Time constraints were also a key issue for aged care staff. Several survey respondents who had completed NACAP education suggested a need for briefer activities that can fit into their schedules, and one‑third of those who had not completed any education indicated that this was because they had not had time. It is worth noting that some advocates reported that engagement in their face-to-face education sessions improved after they offered shorter sessions and tailored the content to the needs of individual aged care providers.
Content is tailored to ensure local relevance
OPAN has led the diversity education program’s design and implementation, with input from ADA Australia, SRS, and an external expert training consultant. A reference group of the diversity peak bodies also contributed, ensuring the education content is accurate and contemporary.
We heard that the program is intentionally flexible and data-driven; it begins with OPAN using available demographic data to gain insights into the population characteristics of different geographic regions. This enables education in a given region to be tailored to local needs, and this flexibility was seen as one of the program’s key strengths.
[OPAN] really focused on what the participants needed within [different] areas. And it cut across resi-care and the community space. So it was looking at what people need to do in terms of developing a plan to support their potential or current clients from diverse backgrounds. – SDO representative
As noted in section 3.3.1, there may be efficiencies to be gained by using the regional insights developed through this work to inform future promotional activities. Identifying areas with high concentrations of NACAP target groups may not only inform the education delivered to aged care providers but also suggest areas that may benefit from tailored promotional strategies or ACND activities.
[bookmark: _Ref167342132]The format has been adjusted to meet participants’ needs
The education itself is delivered over 2 full‑day face-to-face workshops, in capital cities and regional locations. It comprises 4 modules:
1. Understanding your community: Using stakeholders/​data to understand your community, collecting information from older people about their identity.
Promoting service accessibility: Individual, organisational and cultural/​social influences, barriers to service access and their impact on older people.
Opportunities to act: Eight areas to target in relation to Aged Care Quality Standards.
The diversity planning process: Setting goals, monitoring progress, example templates for policy and procedures.
The diversity education program was initially rolled out in Queensland and Tasmania, with the 2 workshops delivered 2 weeks apart. Feedback indicated that this model was challenging for both aged care providers and workshop facilitators. For aged care providers, particularly those that were smaller and more remote, the cost of 2 separate instances of travel and releasing staff from regular duties was prohibitive. For facilitators, it meant a punishing schedule and raised concerns about the risk of burnout and turnover.
There’s a lot of travel required to deliver those face-to-face workshops. Take the example of a trainer who is flying from Sydney to Queensland on Monday, delivering training on the Tuesday, flying to a separate location in Queensland to deliver another workshop series on Wednesday, doing the training on the Thursday, and then trying to come back to Sydney on the Friday. Because of the large number of workshops that we are delivering, it was extremely difficult to be able to justify having that 2 week break in between. – OPAN representative
Given this feedback, the model was revised and workshops were delivered over 2 consecutive days as the education was rolled out in other states and territories. SDO representatives felt that this has helped to alleviate the issues above.
[bookmark: _Ref168066735]Perceived overlap with other education may hinder uptake
While SDO representatives felt that the diversity program is unique, we heard that aged care providers are not always clear on how it differs to education offered by other providers. Stakeholders in one jurisdiction suggested that this confusion hindered the program’s uptake, as aged care providers believed they had already completed the education and so declined the offer to participate.
They suggested opportunities to improve implementation by liaising with other education providers to identify underserviced regions and refine promotional materials and approaches to clearly delineate NACAP diversity education from similar programs in the market.
[bookmark: _Toc173401059]Future opportunities for education
Consider revising the KPI related to education sessions in residential care settings to capture work to arrange sessions rather than the number of sessions delivered, as the latter is not always within SDOs’ control.
Work with aged care staff to develop flexible options for NACAP education that meet their needs (content, format, duration).


[bookmark: _Ref166752063][bookmark: _Toc173401060]Service delivery in context

In preceding sections of this report we explored specific issues in relation to NACAP information, advocacy, and education activities. Below we discuss 3 factors that influence the implementation and outcomes of the program in general, namely its intersection with other aged care supports, the OPAN consortium, and the workforce that delivers NACAP services.
[bookmark: _Toc166740821][bookmark: _Ref166834276][bookmark: _Ref167468280][bookmark: _Ref167988837][bookmark: _Ref170501892][bookmark: _Toc173401061]The NACAP is an important part of a suite of programs supporting older people
The NACAP is a well-established program that plays an essential and clearly defined role within the service system. The new expansion activities complement the longstanding core services of education, information, and advocacy.
While the NACAP is unique, it does share some similarities with other programs and services. Below, we discuss its intersection with 2 of these: the care finder program and the Aged Care Specialist Officers (ACSOs). 
[bookmark: _Ref169681568]The distinction between the care finder program and the NACAP is unclear to some stakeholders
The care finder program provides intensive support to help vulnerable older people understand and access the aged care system and/or other relevant supports in the community (e.g. housing or mental health services). Care finder services are commissioned by Primary Health Networks (PHNs) and delivered by 172 organisations across Australia (Australian Healthcare Associates 2024). Four of these (ADA Australia, ADACAS, Advocare and ARAS) are NACAP SDOs. 
In SDOs that provide both advocacy and care finder services, a central intake function is useful in efficiently directing clients to the most appropriate service. However, while advocates were consistently clear on the boundaries of their role, and the distinction between the NACAP and the care finder program, we heard that for some referrers and older people, the distinction is less clear.
This is perhaps not surprising given similarities in the target cohorts, the issues that can be addressed, and the intensity of support provided across the 2 programs. For example, while the care finder program targets people who are vulnerable and unable to access services without intensive support, the NACAP is also available to such individuals. Further, both programs support clients with aged care concerns (noting that care finders do not provide advocacy except in limited instances[footnoteRef:14]). The care finder program has a broader remit than the NACAP advocacy offering and can address other issues such as housing or concerns about health services. It also generally offers a higher intensity of support than the NACAP provides. In that way, the care finder program is similar to the HCCI – although HCCI is reserved for people already approved for or receiving home care services rather than those seeking to access them and at this stage is only available in a limited number of ACPRs (see section 4). [14:  Care finder policy guidance outlines circumstances where care finders may provide discrete elements of individual advocacy but recommends that if advanced advocacy skills or intensive advocacy support is required, the client should be referred to OPAN (Department of Health n.d.) ] 

SDO representatives told us that the overlap between the care finder program and the NACAP can mean that very vulnerable people with complex needs, who would be more appropriate for the care finder program, are often referred to the NACAP. This may be partially explained by the fact that the care finder program is relatively new and may not be fully understood by referrers, while the NACAP has a long-established reputation for supporting older people to get the help they need through its “no wrong door” policy. It may be further exacerbated by a lack of available care finder services in some regions, as well as a broader lack of aged care services which makes it difficult for care finders to close cases and take on new clients (Australian Healthcare Associates 2024). As discussed in section 3.2.2, we heard that advocates sometimes work outside the scope of the NACAP to support older people when the service they require is unavailable. 
Advocates are receiving a higher number of calls coming through for potential people that should be with care finders and needing that sort of assistance there. But care finders in some areas are saying that they’re all at capacity. – SDO representative
We note the collaborative work undertaken by the department and OPAN to define how the NACAP (including HCCI) and the care finder program can best work together. This includes outlining which program is most suitable for which circumstances, how care finders can engage NACAP support if they have clients whose issues include concerns related to aged care rights (e.g. through consultation liaison or joint management arrangements), and when referral from one program to the other may be justified. Further efforts to communicate the delineation between the programs to potential referrers would be beneficial. 
Financial advocates value the role of ACSOs and saw opportunities to strengthen connections 
SDO representatives also discussed the intersection between the FAOs and ACSOs. Introduced in 2021, ACSOs are part of My Aged Care face-to-face services. They are based in Services Australia centres[footnoteRef:15] and give older people information on the different types of aged care services, check if they are eligible, provide financial information about aged care services and make referrals for assessment. FAOs told us that a key difference between ACSOs and FAOs is that while ACSOs can look at an older person’s fees or charges, they are not able to contact providers and have no ongoing contact with the clients. In contrast, FAOs provide ongoing support to clients until their issue is resolved, and in some instances have repeat contact with providers and Services Australia to address concerns about fees and charges.  [15:  ACSOs also offer video consultations.] 

ACSOs have been a really great help for us in the sense that they will sit down and do some calculations for clients but the tricky thing with them is they’re based in one spot. They don’t go see people at their home, they expect the client to come with the information. Clients don’t know what they don’t know, so they don’t know what to bring. Whereas we would visit the client and say ‘okay, we need this, we need that’. – SDO representative
We heard mixed feedback about the relationship between FAOs and ACSOs. Some SDO representatives felt that FAOs are now working well with ACSOs and referring to them where appropriate. However, others reported that the relationship is a work in progress. They indicated that they initially knew little about the ACSO role and that ACSOs know little about what FAOs do. This is somewhat surprising given that the department communicated with OPAN about the ACSO rollout, and with Services Australia about NACAP, and may suggest room to improve communications within SDOs to ensure that information is disseminated effectively to advocates on the ground.
In the context of these discussions, one FAO highlighted that understanding of their role is variable within Services Australia more broadly and suggested that a dedicated point of contact would be helpful. They noted that financial advocacy cases are “always urgent” and that streamlined communication is critical to ensuring timely and effective resolution for older people and their representatives.
The NACAP complements other aged care programs
Overall, most stakeholders believed that the NACAP works well with the care finder program, ACSOs and other services to support older people when interacting with the aged care system. While some areas of overlap between the programs were identified, stakeholders believed that this was not a problem, provided there is a strong commitment to a “no wrong door” approach to help older people reach the service best suited to their needs. That said, some felt that developing a shared understanding of referral protocols across programs would be useful to ensure each program is working to its strengths and minimise out-of-scope work.
[bookmark: _Ref167976694]There’s definitely overlap in the roles. Is that a problem? Possibly not. There are many older people that need support and probably not enough support for them. So I suspect people are going to agencies that they’re familiar with. All of those roles provide a level of education about the aged care system. – Government representative
[bookmark: _Toc166740822][bookmark: _Ref167194479][bookmark: _Ref167279638][bookmark: _Ref167811024][bookmark: _Ref167976698][bookmark: _Ref168069863][bookmark: _Toc173401062]The consortium model is key to effective and efficient program delivery
The OPAN consortium was established in March 2017, following a 2015 review of Australian Government‑funded aged care advocacy services (Australian Healthcare Associates 2015). The formation of the consortium was seen as an opportunity to increase consistency in the way advocacy was delivered, while retaining and building on each SDO’s existing expertise and networks. 
[bookmark: _Ref168067213]The consortium model offers a range of benefits, and few drawbacks
Stakeholders noted that the consortium has matured considerably over the past 7 years and identified a range of benefits arising from the consortium approach:
OPAN has helped formalise and standardise a range of processes including data governance, a revised service delivery framework and practice and education guidelines. In addition, they have established an MOU with the Aged Care Quality and Safety Commission to escalate complaints and share information on emerging aged care issues (see box below). These processes, along with information and resource sharing across the SDO network, have reduced duplication and promoted efficiency and consistency.
A robust governance structure promotes a democratic and collegiate approach to decision-making. The representation of SDOs on the OPAN board, and the introduction of an independent chairperson, were seen as positive developments.
OPAN has supported the professionalisation of the advocacy workforce by developing a national advocate professional development strategy, a suite of training opportunities (see section 6.3.3) and a code of conduct for advocates. This has reduced (but does not eliminate) the need for SDOs to develop or source their own professional development and training. 
Collaboration between SDOs has improved through structured processes (e.g. regular meetings for staff at all levels, from CEOs to business managers to advocates) as well as more informal collaboration between SDOs, which occurs independently of OPAN. This collaboration was exemplified by the support provided to ERA in Victoria by other SDOs during the height of the COVID-19 lockdowns when demand for advocacy skyrocketed. 
Bulk purchasing discounts enabled SDOs to save on the transition to the Salesforce CRM platform. This platform was seen to enhance professionalism and efficiency of both data management and service delivery (e.g. shared case notes within an SDO mean that recipients do not need to retell their story). 
OPAN has developed an effective mechanism, informed by robust data, for raising the voices of older people, and the issues identified through individual advocacy, to the national policy level (see section 6.2.2).
NACAP and the ACQSC
The Aged Care Quality and Safety Commission (ACQSC) is the national regulator of Australian Government‑funded aged care services. NACAP advocates can assist clients to raise complaints about aged care providers with the ACQSC and support the client’s voice to be heard throughout the complaints resolution process. The ACQSC has several channels for people wishing to make complaints, including a national phone number, online form, and email. In addition, OPAN and ACQSC have an agreed pathway for SDOs to escalate aged care issues with their local ACQSC representative. Situations that might trigger escalation include where the SDO:
has concerns about an immediate risk to the safety of a consumer
has identified a pattern of concerns relating to a particular service or provider that warrant consideration by the regulator
has been denied access to a consumer seeking advocacy support.
At the national level an MOU between OPAN (including SDOs) and the ACQSC has been established to share information about quality-of-care concerns and discuss solutions, informing the broader quality and compliance work of the ACQSC. For example, information about systemic issues may be used to prioritise or plan a site audit. Likewise, this relationship informs NACAP strategies such as approaches to accessing residential aged care.
We heard from advocates that they value the relationship OPAN has established with the ACQSC and the development of a clear and consistent approach to addressing quality-of-care issues that arise in advocacy cases. Although advocates have experienced delays when contacting the ACQSC national phone line on behalf of clients, a new priority phone line and email contact for advocates is expected to improve this process. 
Stakeholders generally felt that while national consistency has improved, this has been achieved without compromising each SDO’s individual presence, identity and autonomy within their jurisdiction. 
Alongside these benefits, some SDO staff did raise concerns about the consortium model. These included challenges keeping up with OPAN’s requirements, such as frequent meetings, extensive reporting and short timeframes for providing additional information or data or implementing process changes, including for data collection. This appears to have been more challenging for smaller SDOs with less administrative capacity. Some SDO representatives suggested that OPAN should spend more time discussing their decision‑making process with them and asking for feedback. SDO staff (including managers as well as advocates) reported they sometimes feel under pressure to shift priorities quickly, with little context or warning. 
There might be an off-the-cuff question from somebody in government. Then [OPAN] will go, ‘Well, how do we know that? Is there data on that?’ And then the next thing you know, [OPAN says], ‘In this quarter, we want you to tell us all the people who have refused education’. But we’re 2 months into the quarter, and so you’re sending out emails saying, ‘Can you remember?’ instead of going, ‘For the next quarter, we will record this and we’ll put it in your system for next quarter’. – SDO representative
SDO representatives did, however, acknowledge that much of this additional work was due to the pace of the expansion, the extent of change in the aged care system, and the need for OPAN to respond quickly to emerging issues and requests from the department, rather than limitations of the consortium model per se. The vast majority perceive the short-and-longer term benefits of the consortium model as outweighing any concerns. 
[bookmark: _Ref167826014]

[bookmark: _Ref168069169]OPAN provides clear pathways for systemic advocacy
A major benefit of the consortium model is OPAN’s ability to drive improvements in legislation, policy and practice through systemic advocacy. While SDOs have long been working to achieve systemic change at a state/territory and national level (and indeed, continue to do so), the introduction of OPAN has provided a mechanism for amplifying the voices of older people and the issues identified through individual advocacy at the national level. OPAN uses data on common issues identified through advocacy case work, along with more detailed case studies, to develop presenting issues reports which include recommendations for policy change that OPAN actively pursues through a range of systemic advocacy activities. These include direct reporting of issues and provision of advice to the department, participation in a range of external aged care advisory processes, and development of position statements and submissions – often in collaboration with other organisations.
Advocates reported that the processes to achieve systemic change are more efficient and effective because of the consortium approach. The opportunity to feed their experiences into systemic advocacy endeavours (through quarterly reports) helps them feel supported and heard. Advocates told us that having opportunities to influence improvements to the way aged care is delivered can alleviate the burnout that can result from repeatedly supporting clients through similar issues.
The potential of systemic advocacy to drive down demand for individual advocacy by improving the system (by, for example, pushing for greater transparency of aged care costs and fees) was recognised. 
We have greater reach because of OPAN … and we know that our concerns and systemic issues are being taken up to the top. So that’s really good to know. – SDO representative
While strongly supportive of OPAN’s national systemic advocacy efforts, some SDO representatives requested that OPAN provide more financial support for, and recognition of, the systemic advocacy they undertake at a state/territory level. For example, staff in one jurisdiction reported spending considerable time on systemic advocacy to address widespread issues with a large aged care provider. They were ultimately successful, with their efforts resulting in an overhaul of provider management; however, they noted that they do not have dedicated funding for such work, nor is it recognised through KPIs. 
[bookmark: _Ref167447544][bookmark: _Ref166768988][bookmark: _Ref166604077][bookmark: _Ref167995454]

[bookmark: _Ref168069107][bookmark: _Toc173401063]Advocate workforce needs support to carry out a rewarding yet challenging role 
[bookmark: _Ref168067156]Advocates are the foundation of the NACAP and are passionate about empowering older people to understand and exercise their rights. This section assesses the growth in the advocate workforce since the expansion funding was introduced and the training and supports that enable the delivery of consistently high-quality services across Australia. 
[bookmark: _Ref167342572]Expansion funding has been directed primarily to growing the advocate workforce
Prior to the introduction of expansion funding, NACAP services were delivered by a FTE workforce of 105.9 general advocates. By 2023-24, the total workforce had more than doubled to 220.3 FTE (Figure 6‑1). This increase is primarily due to an increase in advocates but also reflects the introduction of the new ACNDOs and FAOs and, to a lesser extent, community support advocates.
[bookmark: _Ref166603684][bookmark: _Toc173400896]Figure 6‑1:	Advocate workforce FTE, 2020-21 to 2023-24 
[image: Data table is provided in Appendix E (linked below).]
Source: OPAN data summary 1 (2024a)
Note: FTE is from one point in time (quarter 2) each financial year, except in 2023-24 when it is calculated on the average of quarter 1 and quarter 2.
Data is provided in Appendix E, section E.9.
Program reporting shows that the growth in the advocate workforce is in line with the increase in funding, and salaries account for approximately 80% of NACAP expenditure in both 2021-22 and 2022-23. Some SDO representatives, however, suggested that the remaining funds were insufficient to provide the additional administrative support and infrastructure (e.g. additional office space, fleet cars and parking space) required to support the expanded advocate workforce. 
[bookmark: _Ref166598040]SDOs work hard to recruit the right people
SDO managers discussed the importance of recruiting the right people for the advocate role. They worked hard to ensure they selected individuals who are resilient, resourceful and whose values align with the role (in particular, working alongside rather than “for” the older person). They also look to recruit advocates from diverse backgrounds. 
SDOs did not generally have a shortage of applicants, although a smaller pool of candidates did make recruitment more difficult in regional locations. 
SDO managers also reported that once advocates had settled into the role, turnover was generally relatively low. They recognised that the role was both challenging and rewarding and provided a range of support to advocates (see section 6.3.3). We heard that having a larger advocate workforce aided retention because advocates had more opportunities for formal and informal peer support, both in person and online. In smaller SDOs, such as in the Northern Territory, advocates were more likely to feel isolated, and this, coupled with high levels of community need and a lack of aged care or other support services, created additional pressure.
[bookmark: _Ref167188585]Advocates benefit from ready access to training and support
In November 2021, OPAN established the Advocacy Academy, which provides a range of online learning opportunities. It aims to create nationally consistent practices and build (and maintain) a professional and skilled workforce. A core set of orientation modules is mandatory for all new advocates as part of this onboarding process. These modules were seen as particularly beneficial for advocates who do not have a background in aged care, although advocates pointed out that are they no replacement for on-the-job practical training such as “shadowing” or mentoring with other advocates. 
While some advocates commented that the volume of training offered through the Advocacy Academy could be time-consuming to complete, they consistently reported that the training was high quality and comprehensive and set them up well to perform their roles.
I cannot praise it enough. It’s just absolutely excellent. Standardising the training across all the SDOs is fabulous. – SDO representative
The Advocate Knowledge Hub is an online library of resources, hosted on the Advocacy Academy, that provides advocates with accessible information to help their casework. Advocates appreciated this resource – particularly because it was reviewed regularly to provide up-to-date information in a constantly changing landscape.
Before, I’d have a folder for residential aged care, I’d have folder for this, and I’d try and keep all the relevant information, it became a real mess. But with the Academy, I can just click on it, and all of the information’s there. I don’t need to worry about downloading. It’s all updated, it’s all fresh, it’s all new. So yeah, from my perspective, it saved me a lot of time. – SDO representative.
In addition to the training offered through the Advocacy Academy and the resources on the Advocate Knowledge Hub, some SDOs have arrangements in place where advocates keep up to date with emerging issues or policy changes across different “portfolios” (e.g. guardianship, home care packages) and share this information with their team. In particular, we heard that a key benefit of the FAO role is the expertise they can share with general advocates regarding financial issues. This helps the general advocates provide a quality service to older people with more straightforward financial issues, without the need to refer the case to a FAO. 
SDOs also offered their advocates additional, more formal professional development opportunities based on identified needs. These included:
mental health first aid
strategies for responding to people with suicidal ideation or at risk of self-harm
self-care strategies, to reduce stress and avoid burnout 
managing vicarious trauma arising from their roles.
Advocates suggested that OPAN could, where possible, offer this training to all advocates nationally, noting that some may be best delivered in a face-to-face format (e.g. managing vicarious trauma). They also suggested other topics for consideration, including:
building skills in conflict resolution and de-escalating tense situations
public speaking to help less experienced advocates become more confident to deliver education sessions
understanding the changes likely to arise from the new Aged Care Act.
In addition to the importance of training for advocates, we also heard about the need for timely and appropriate support – both to manage complex cases and to maintain their own wellbeing when dealing with complex cases. Advocates valued the opportunity for formal and informal briefing with managers and peers, and some felt that it would be helpful to have greater access to external professional supervision and support when needed.
Overall, the combination of OPAN’s Advocacy Academy, the Advocate Knowledge Hub and additional training and support offered by SDOs appears to be effective in preparing and supporting advocates to carry out their role. 
CoPs foster a network of engaged advocates
OPAN has established communities of practice (CoPs) for community support advocates, FAOs and Aboriginal and Torres Strait Islander advocates. We heard consistently positive feedback about them. The CoP for community support advocates was particularly helpful in clarifying interpretations of the guidelines and definitions in the early days of the HCCI Project. Similarly, FAOs found their CoP useful for workshopping difficult cases and working through the implications of changes to aged care fees and charges. 
The Aboriginal and Torres Strait Islander CoP was seen to be particularly effective. Participants suggested that it ensures that Aboriginal and Torres Strait Islander recipients are provided with culturally safe and appropriate supports across Australia and enables its members to:
Share cultural experience, discuss cases and opportunities for professional development, and really just support each other as a network. – SDO representative
It is clear that the 3 existing CoPs create meaningful program benefits such as improved knowledge sharing, collaborative troubleshooting and service consistency across regions. In addition, they were seen to be helpful in identifying whether common presenting issues were specific to a particular jurisdiction or were occurring more broadly and warranted escalation to OPAN for a systemic response.
To be able to connect into other organisations across Australia and hear about the challenges they’re facing; seeing trends within the different states; being able to come together as a group and identify challenges and the barriers; put forward some solutions; share resources across our organisations … I think is a great resource to have. – SDO representative
Currently, there are no formal CoPs for general advocates, who expressed a desire for more opportunities to connect with peers in other SDOs.[footnoteRef:16] Several interview participants highlighted the value of CoPs in supporting and reducing isolation for advocates working in niche areas, suggesting that future CoPs could be structured around NACAP target groups (e.g. CALD, LGBTI or rural populations). [16:  While all advocates across the nation meet periodically, the large number of attendees can make it difficult to achieve the level of collaborative engagement possible with a smaller CoP.] 

[bookmark: _Toc173401064]Future opportunities to support effective service delivery
Ensure SDOs are adequately resourced to meet the administrative and service delivery requirements of the program. This includes being able to respond to OPAN’s requests for information and data in a timely manner.
	Consider ways to make training delivered by individual SDOs available across the consortium where relevant.
	Consider opportunities to ensure that all advocates have access to timely and appropriate peer, manager, and external support. 
	Consider creating additional CoPs to provide general advocates across the consortium with meaningful opportunities to connect with each other.


6. Service delivery in context

[bookmark: _Toc173401065]Conclusion

This evaluation assessed the appropriateness, effectiveness and efficiency of the NACAP since its expansion in 2021. Below we outline some of the limitations of the evaluation and reflect on its findings and the future direction of the NACAP.
[bookmark: _Toc173401066]Limitations
A key strength of this evaluation is the high levels of stakeholder engagement we achieved, including representation of NACAP recipients from every state and territory and all NACAP target groups. The rich feedback we received from stakeholders was augmented by a high volume of quantitative data. Nonetheless, readers should keep several limitations in mind when considering our findings and recommendations. 
Data, reporting and documentation
To the extent possible, we drew on existing data and documentation so as not to burden stakeholders with additional, evaluation-specific reporting requirements. This data comes with the gaps and inconsistencies that are inherent in real-world, ever-evolving program reporting.
For example, the MDS does not collect data on waiting times for information and advocacy services, mode of delivery (e.g. in person or over the phone), recipient gender, or standalone out-of-scope advocacy work. As such we were unable to consider these factors in our analysis of how well the NACAP is being delivered and to whom (and who may be missing out). 
In addition:
Data on target and actual education session participants was only reliably collected from 1 January 2024, meaning findings in section 5.1 may not accurately represent alignment between planned and actual delivery. 
Delays in the introduction of outcome measures to the MDS meant that we were not able to explore whether outcomes are associated with different recipient and service characteristics.
[bookmark: _Ref167981522]

[bookmark: _Ref173346342]Stakeholder consultations
In relation to the NACAP recipient survey:
We relied on SDOs to invite NACAP recipients to participate in the evaluation, as their existing rapport and understanding of recipients’ needs enabled them to do so in a way that was appropriate to each individual. While SDOs were encouraged to invite all recipients to participate, advocates could decline if they determined that the client was unsuitable (e.g. due to imminent end of life, cognitive impairment or mental health issues). Overall, 696 recipients were deemed unsuitable, and we cannot validate the appropriateness of these exclusions. 
The survey was not distributed to education session attendees, following advice from OPAN that doing so would not be feasible for SDO staff. 
We received only 3 responses from HCCI recipients, preventing us from drawing any conclusions about their experiences or outcomes specifically from the responses received.
Survey data was self-reported and may be subject to recall bias; we were not able to validate responses (including the type of NACAP support that respondents received).
Satisfaction ratings may reflect respondents’ satisfaction with the outcome of the information or advocacy received (i.e. whether or not the issue was resolved) rather than the experience of the NACAP itself. 
A little over half of our aged care staff survey respondents were in a management role, meaning that the perspectives of those providing day-to-day care for older people may be under‑represented. Further, 83% of survey respondents most recently completed a NACAP education activity more than 6 months ago. Consequently, their recall of the education itself and its impact on their practice may be limited. 
A lower-than-expected number of government representatives participated in consultations. This limited our ability to gather rich insights regarding the broader policy context and the intersection between the NACAP and other Australian Government‑funded programs. 
Finally, our interviews with advocates were coordinated by SDO managers, which may have impacted who attended. In addition, management staff were present at 5 out of 9 advocate interviews, which may have curtailed advocates’ willingness to discuss issues or provide feedback that could be seen as critical or negative. 


[bookmark: _Toc173401067]Final reflections
The NACAP expansion was introduced in response to the royal commission’s recognition of the vital role advocacy services play in ensuring that the aged care rights of older people are upheld.
The findings of this evaluation highlight the achievements of the OPAN consortium since the expansion funding was introduced. The expansion has facilitated rapid growth of, and increased professionalisation of, the advocate workforce, including the introduction of specialised roles to deliver new awareness-raising and needs-focused initiatives. As a result, the program’s reach is growing.
However, the complexity of advocacy work means that the potential for further growth is limited within current funding. 
In addition, effective advocacy requires an aged care system with sufficient capacity to provide high-quality services to older Australians. Without an appropriate supply of aged care services and supports, it is hard to envision how the NACAP will be able to support older people to truly exercise their aged care rights.
Despite these limitations, NACAP services are making a meaningful difference to the lives of those who receive them – many of whom experience multiple and intersecting forms of vulnerability. In addition, the consortium model means advocates are better placed than ever to share their first-hand knowledge of the issues and challenges their clients face and contribute to improving the aged care system. It will therefore be important to maintain the NACAP’s momentum as the aged care sector transitions to the new rights-based Aged Care Act, to ensure older people’s rights are upheld and their wishes are met, whether they are living independently at home or in residential care. 

[bookmark: _Ref167372503]Evaluation questions mapped to report sections
[bookmark: _Toc173400860]Table A‑1:	Appropriateness evaluation questions and their location in this report
	[bookmark: ColumnTitle_14]Question
	Report section

	How well is the NACAP being delivered?
	3, 4, 5 and 6

	What are the demographic characteristics of people who use NACAP services? 
	3.2, 4.1.2

	Are there any barriers to delivering NACAP core and expansion activities?
	3.2, 4.1, 5.2, 5.4.4

	Are HCCI recipients satisfied with this service (including differences in satisfaction according to recipient characteristics)?
	4.2

	Do advocates have the capacity, skills and knowledge required to deliver the NACAP?
	6.3

	How is HCCI implementation progressing across states and territories?
	4

	How is the design and planning of the diversity education rollout progressing?
	5.4

	Are there appropriate referral pathways for older people?
	3.3.3 and 4.1.1

	Is the NACAP consortium model effective?
	6.2

	To what extent is NACAP information, advocacy, and education achieving the intended objectives?
	3.4 and 5.3

	Are older people and staff aware of NACAP services? 
	3.3.1

	Are aged care staff who participate in education sessions knowledgeable about the role of advocacy, aged care rights and empowering older people to address aged care issues?
	5.3.1

	Are NACAP recipients more knowledgeable about the role of advocacy and their aged care rights, following their engagement with the NACAP?
	3.4.1

	Are NACAP recipients confident about exercising their aged care rights?
	3.4.2

	Are there any barriers to achieving the expected outcomes (knowledge of advocacy, aged care rights and confidence exercising rights), including barriers for specific population groups?
	3

	Has the NACAP resulted in any unintended consequences?
	6.1

	To what extent is the HCCI Project achieving its intended objectives? 
	4.2

	Have the NACAP resources been used efficiently to achieve the planned outputs?
	6.3.1

	What key factors have impacted the efficiency of the NACAP?
	3.2, 4.1, 5.2.1 and 6.2.1

	Is any aspect of the program duplicative of other aged care programs/​services?
	6.1

	[bookmark: _Ref167276255]Based on the key findings from the evaluation, what recommendations can be made to improve the implementation, effectiveness, and efficiency of the NACAP?
	3, 4, 5 and 6




Appendix A. Evaluation questions mapped to report sections

[bookmark: _Ref167372524]Evaluation data sources
This evaluation drew on 3 categories of data, namely program reporting and background documentation, MDS data, and stakeholder consultations. Each of these is described in turn below. 
Program reporting and documentation
The department provided initial program documentation including:
NACAP Monitoring and Evaluation Framework
program logics for information and advocacy, education and other projects.
OPAN also provided a wealth of reports and documentation, including:
activity work plans, which detail the activities required to meet program objectives and outcomes
NACAP performance reports, which provide 6-monthly updates on activities undertaken (and progress against agreed milestones), performance against agreed targets, collaborations, and risks and mitigation strategies
OPAN and SDO annual and financial reports, which highlight key achievements, provide case studies, and outline income and expenditure for each financial year
responses to AHA requests for data (e.g. service delivery data dating back to 2020‑21, performance targets, HCCI and financial data)
other documentation (including governance information and OPAN’s presenting issues reports).
MDS data
The MDS collects the number of information and advocacy cases and education and event sessions provided by SDOs. Self-reported outcome measures are not yet collected by the MDS, meaning that this data was not available for our evaluation.
On 30 April 2024, OPAN provided us with MDS data on information, advocacy, education, and ACND events. This data related to the period from 1 October 2023 to 31 March 2024. 
We received data from the HCCI dataset on 20 May 2024, relating to HCCI services delivered between 1 July 2023 and 31 March 2024. Note that while this dataset is currently separate to the MDS, it will be integrated if the pilot is rolled out nationally.
We note that OPAN regards all MDS data as preliminary until a reconciliation process is completed at the end of each financial year and thus the findings presented in this report may differ from future reporting from this dataset.
[bookmark: _Hlk167974682]We used the MDS data dictionary version 1.4.2 and HCCI data dictionary version 1.4 to interpret the data items. 
Stakeholder consultations
Between October 2023 and April 2024 we consulted with a total of 743 individuals representing 5 stakeholder groups (Table B‑1). 
[bookmark: _Ref167357663][bookmark: _Toc173400861]Table B‑1:	Overview of stakeholder consultations
	[bookmark: Title_15]Stakeholder group
	Method
	Consultation period
	Participants

	Government 
	Interview
	Jan – Feb 2024
	8

	OPAN representatives 
	Interview
	Nov 2023 – Jan 2024
	15

	SDO representatives
	Interview
	Jan – Mar 2024
	98

	NACAP recipients
	Survey
	Jan – Apr 2024
	418

	Aged care staff 
	Survey
	Nov – Dec 2023
	204

	All stakeholders
	All
	Oct 2023 – Apr 2024
	743


Government representatives
We conducted 2 online interviews with representatives of:
the department’s Navigation and Access Branch, Aged Care Communication and Change Branch Aged Care Volunteer Visitors Scheme, and Consumer Support Section
the department’s state and territory branches and the Aged Care Quality Safety Commission.
Consultations explored the NACAP’s benefits, challenges, and degree of alignment or duplication with other government-funded programs and services.
OPAN representatives
We held 3 separate meetings with different groups of OPAN representatives. 
Operations leads included senior leaders and expansion project managers (excluding HCCI). We met with this group in person and explored how the consortium works together and collaborates with external stakeholders, the progress and outcomes of the NACAP’s implementation overall and of the expansion activities specifically, and gaps, alignment, or duplication between the NACAP and related services.
HCCI leads attended an online interview and shared their perspectives on the project’s implementation, outcomes, and future directions.
Governance leads were members of the OPAN Board of Directors. We met with them online and asked about the consortium’s governance structure and decision-making process, relationships with other stakeholders, the successes and challenges of the NACAP.
SDO representatives
Our total sample of 98 SDO representatives comprised:
49 advocates: 32 general, 8 FAOs, 3 ACDNOs, 6 community support advocates
6 team leaders
43 managers.
We conducted up to 3 meetings at each SDO, one each for managers, advocates and, if relevant, community support advocates. However, as noted in section 7.1.2, managers and team leaders were often present during advocate interviews.
We asked managers about program implementation and demand, the consortium model and other strategic partnerships that relate to the NACAP, and program gaps and duplication.
In interviews with advocates, we explored the highlights and challenges of the role, views on the training and support provided by SDOs and OPAN, and outcomes of advocacy among recipients. 
Community support advocates and HCCI managers were asked about the pilot’s implementation, success and challenges, staff training and support, recipient characteristics, and suggestions for the future direction of the service.
Aged care staff
Residential aged care and home care provider staff were invited to take part in an anonymous online survey. The survey was promoted by:
OPAN, through its e-learning system, webinar mailing list, and website
SDOs, through their routine channels of communication with aged care providers in their region
the department, through its Bulk Information Distribution System (BIDS) notices.
In total, we received 204 completed surveys. Just over half of survey respondents were in management or coordination roles, with no responses received from medical staff (Figure B‑1).
[bookmark: _Ref167356974][bookmark: _Toc173400897]Figure B‑1:	Proportion of respondents to aged care staff survey by role
[image: 53% manager or coordinator, 21% other, 10% personal care staff, support staff or nursing assistant, 10% nurse, 6% allied health professional.]
[bookmark: _Ref167357046]Respondents most commonly indicated that they work in Australian Government‑funded home care services (Figure B‑2). Common “other” settings described by respondents included hospital, community and not‑for‑profit organisations.
[bookmark: _Ref170508902][bookmark: _Toc173400898]Figure B‑2:	Proportion of respondents to aged care staff survey by work setting
[image: 45% Australian Government-funded home care, 29% Australian Government-funded residential aged care, 26% other]
[bookmark: _Ref167357282]One hundred and fifteen respondents had attended an OPAN webinar or roundtable, 20% of whom had done so in the last 6 weeks (Table B‑2). Respondents who had completed the Talk To Us First e-learning tended to have done so more than 6 months ago.
[bookmark: _Ref170508948][bookmark: _Toc173400862]Table B‑2:	Participation in, and recency of, NACAP education among aged care staff survey respondents
	[bookmark: Title_16]Education type
	Less than 6 weeks
	Between 7 weeks and 6 months
	More than 6 months 
	Participants

	OPAN webinars or roundtables
	20%
	57%
	23%
	115

	Talk To Us First e-learning
	4%
	38%
	58%
	72

	Abuse of the Older Person e-learning
	17%
	47%
	36%
	26

	Other education
	19%
	24%
	57%
	21


[bookmark: _Ref167357279]Most respondents were aware of different types of NACAP services available prior to completing the survey (Table B‑3). 
[bookmark: _Ref170508956][bookmark: _Toc173400863]Table B‑3:	Number and proportion of aged care staff aware of NACAP information, advocacy and education services 
	[bookmark: Title_17]Education type
	Number
	Proportion

	Information and advocacy for older people or their representatives
	176
	86%

	OPAN webinars or roundtables
	162
	79%

	OPAN e-learning modules
	139
	68%

	Group education sessions for older people or their representatives, delivered by SDO
	134
	66%


NACAP recipients
Bellberry Human Research Ethics Committee (HREC) approved our survey of NACAP recipients.
The survey was open to NACAP recipients who had their information or advocacy case closed between 2 January and 31 March 2024. They were invited by their advocate to learn more about the evaluation and complete a short survey online, in hard copy, or over the telephone. SDOs collated contact details for eligible and consenting recipients and shared these securely with us on a weekly basis. We then followed up with these recipients by phone and/or email.[footnoteRef:17] [17:  OPAN and SDOs had the option to supplement this primary recruitment strategy by publishing information about the survey in newsletters, on their website, or in other relevant communication channels.] 

In total, 418 recipients completed the survey, most of whom had sought NACAP support for themselves (Table B‑4).
[bookmark: _Ref167374253][bookmark: _Toc173400864]Table B‑4:	Survey respondents by who they sought NACAP support for
	[bookmark: Title_18]Sought support for
	Number
	Proportion 

	Self 
	315
	63%

	A friend or family member 
	118
	24%

	A person I legally represent 
	66
	13%

	Other
	3
	<1%

	Total
	502
	100%


Note: The total number (502) is greater than the total number of respondents (418) because respondents could select more than one option
We received survey responses from all jurisdictions and SDOs (Figure B‑3). 
[bookmark: _Ref167926152][bookmark: _Ref167926149][bookmark: _Toc173400899]Figure B‑3:	Proportion of surveys completed, by jurisdiction
[image: QLD 30%, NSW 27%, Vic 21%, SA 8%, WA 6%, ACT 4%, Tas 3%, NT 2%, unsure 1%]
N = 418.
The majority of respondents identified with at least one diverse group, as shown in Table B‑5. This is substantially higher than representation of these groups among the broader population of information and advocacy recipients (see section 3.2). It may be that members of these groups were more likely to take up the invitation to contribute to the evaluation or that recipient characteristics can be validated by advocates before entry into the MDS, whereas survey data is based purely on self-reporting.
[bookmark: _Ref167974451][bookmark: _Ref166798115][bookmark: _Ref167974435][bookmark: _Toc173400865][bookmark: _Ref166798111]Table B‑5:	Respondents’ self-reported membership of diverse groups[footnoteRef:18]  [18:  This list of groups does not align directly with the current MDS data extract (version 1.4.2). The survey was developed when MDS version 1.3 was available. As version 1.3 of the MDS does not include some diverse groups, such as cognitive impairment, additional categories were added to the survey. ] 

	[bookmark: Title_19]Group
	Number
	Proportion

	People living with a disability
	215
	64%

	People who are socially isolated
	152
	46%

	People who are financially or socially disadvantaged
	125
	37%

	Has a mental health condition 
	117
	35%

	People who live in a rural or remote area
	91
	27%

	People from CALD backgrounds
	72
	22%

	Has cognitive impairment (including dementia) 
	60
	18%

	People from Aboriginal and Torres Strait Islander communities
	26
	8%

	Parents separated from their children by forced adoption or removal
	16
	5%

	Veterans
	15
	4%

	People who are homeless or at risk of being homeless
	9
	3%

	Is a care leaver
	7
	2%

	LGBTI people
	6
	2%

	At least one diverse group
	334
	82%


[bookmark: _Ref166510148][bookmark: _Ref166510116][bookmark: _Toc166685372]Note: N = 418. Proportions sum to more than 100% as survey respondents could select more than option.
Respondents were most commonly receiving aged care services in a community setting (Figure B‑4). One in 10 indicated that they were not currently receiving any aged care services, which, when combined with the data in Table B‑4, suggests that many of the people who seek support for a friend or family member are also aged care clients themselves. The information and support they receive may have flow on benefits for their interactions with their own aged care providers in future.
[bookmark: _Ref168055188][bookmark: _Ref167116661][bookmark: _Toc173400900]Figure B‑4:	Proportion of survey respondents currently receiving aged care services
[image: 64% CHSP or HCP, 19% residential aged care, 4% other, 11% not receiving any aged care services, 2% unsure]
Note: Other includes respite and transitional care.

Appendix B. Evaluation data sources

[bookmark: _Ref167951268]Referrals and promotion
Table C‑1 shows the full list of referral sources for information and advocacy cases.
[bookmark: _Ref167969839][bookmark: _Ref167952368][bookmark: _Toc173400866]Table C‑1:	Proportion of cases by referral source (full list), October 2023 to March 2024
	[bookmark: Title_20]Referral source
	Information 
	Advocacy 
	Financial advocacy
	Overall

	Total number of cases
	14,664
	6,592
	458
	21,714

	Self
	18%
	23%
	32%
	20%

	Previous client
	14%
	16%
	9%
	15%

	Family member or carer
	10%
	10%
	18%
	10%

	Other
	8%
	7%
	8%
	8%

	My Aged Care
	6%
	8%
	5%
	7%

	Unknown
	8%
	4%
	5%
	7%

	Aged care provider
	6%
	4%
	5%
	5%

	Event (ACND)
	6%
	1%
	<1%
	4%

	OPAN referral
	4%
	3%
	5%
	4%

	Education session
	4%
	5%
	2%
	4%

	Friend or other supporter
	4%
	3%
	3%
	4%

	Other service provider
	3%
	3%
	1%
	3%

	Healthcare provider
	3%
	4%
	<1%
	3%

	Website
	2%
	1%
	<1%
	1%

	OPAN advertising
	<1%
	1%
	<1%
	<1%

	SDO advertising
	<1%
	<1%
	<1%
	<1%

	Local Government Authority
	<1%
	<1%
	<1%
	<1%

	Police
	<1%
	<1%
	0%
	<1%

	Aged Care Quality and Safety Commission
	<1%
	<1%
	0%
	<1%

	Aged Care System Navigator
	<1%
	<1%
	<1%
	<1%

	Community Legal Service
	<1%
	<1%
	<1%
	<1%

	Peak body
	<1%
	<1%
	<1%
	<1%

	Other OPAN organisation
	<1%
	<1%
	<1%
	<1%

	Office of the Public Advocate (or equivalent)
	<1%
	<1%
	0%
	<1%

	Health services
	<1%
	<1%
	<1%
	<1%

	Emergency referral
	<1%
	<1%
	0%
	<1%

	Family/self
	<1%
	<1%
	0%
	<1%

	Post case follow-up survey
	<1%
	<1%
	0%
	<1%

	Aged care services
	<1%
	<1%
	0%
	<1%

	Community organisation
	<1%
	0%
	0%
	<1%

	Non-QDAP provider
	0%
	<1%
	0%
	<1%

	Previous contact
	0%
	<1%
	0%
	<1%

	Justice/legal
	<1%
	0%
	0%
	<1%

	Queensland Health
	<1%
	0%
	0%
	<1%

	Total
	100%
	100%
	100%
	100%


[bookmark: _Ref167969431][bookmark: _Ref167635595]Source: NACAP MDS.
Note: OPAN and SDO advertising include brochures, newsletters, and radio. 
An indication of OPAN’s awareness‑raising activities, and their reach, is provided in Figure C‑1.
[bookmark: _Ref170484121][bookmark: _Ref168058680][bookmark: _Ref167428913][bookmark: _Ref173143993][bookmark: _Toc173400901][bookmark: _Ref173144002]Figure C‑1:	OPAN awareness-raising activities, January to June 2023
[image: Long text description provided in Appendix E (linked below)]
Source: (OPAN 2023b)
Long text description provided in Appendix E, section E.10.
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[bookmark: _Toc166750313][bookmark: _Toc166750314][bookmark: _Ref168004919][bookmark: _Ref168007865]HCCI referrals and recipient characteristics
[bookmark: _Toc173400867][bookmark: _Ref167911188][bookmark: _Ref167974415]Table D‑1:	HCCI recipient referral source
	[bookmark: Title_21]Referral source
	Number
	Proportion

	SDO internal referral
	22
	24%

	Aged care provider
	20
	22%

	Healthcare provider
	11
	12%

	ACAT
	8
	9%

	Social worker
	5
	5%

	Other
	5
	5%

	Care finder or Trusted Indigenous Facilitator
	4
	4%

	Other service provider
	4
	4%

	Local Government Authority
	3
	3%

	Aged Care System Navigator
	2
	2%

	RAS
	2
	2%

	My Aged Care
	2
	2%

	Aged Care Specialist Officer
	1
	1%

	Friend or other supporter
	1
	1%

	Mental health support service 
	1
	1%

	Other OPAN organisation
	1
	1%

	Total
	92
	100%


[bookmark: _Toc173400868]Table D‑2:	Proportion of HCCI clients by identified risk flags, July 2023 to March 2024
	[bookmark: Title_22]HCCI risk flags
	Total clients
	Advocare
	ARAS
	SRS
	Overall

	Socially isolated
	71
	88%
	84%
	63%
	77%

	Living alone
	67
	73%
	77%
	69%
	73%

	Limited mobility
	60
	54%
	68%
	71%
	65%

	Unable to drive independently
	59
	58%
	61%
	71%
	64%

	Heavily reliant on one carer
	55
	77%
	45%
	60%
	60%

	Experiencing grief or loss
	34
	65%
	26%
	26%
	37%

	Difficulty communicating or being understood
	29
	42%
	16%
	37%
	32%

	Living with a cognitive impairment
	22
	27%
	13%
	31%
	24%

	None
	4
	0%
	6%
	6%
	4%


Note: n = 92. Flags are not mutually exclusive and proportions therefore do not sum to 100%.
[bookmark: _Toc173400869]Table D‑3:	Proportion of HCCI clients by NACAP target group, July 2023 to March 2024
	[bookmark: Title_23]NACAP target group
	Advocare
	ARAS
	SRS
	Overall

	People who are financially or socially disadvantaged
	83%
	52%
	76%
	71%

	People living with a disability
	39%
	24%
	59%
	42%

	People living with a mental health condition
	48%
	24%
	45%
	40%

	People living with cognitive decline
	35%
	14%
	34%
	29%

	People who live in rural or remote areas
	9%
	0%
	48%
	22%

	People from CALD backgrounds
	13%
	29%
	3%
	14%

	People from Aboriginal and Torres Strait Islander communities
	9%
	5%
	17%
	11%

	People living with dementia
	4%
	10%
	14%
	10%

	People who are homeless or at risk of being homeless
	9%
	0%
	7%
	5%

	Veterans
	4%
	0%
	3%
	3%

	Care leavers
	4%
	0%
	0%
	1%

	Parents separated from their children by forced adoption or removal
	4%
	0%
	0%
	1%

	At least one NACAP target group
	88%
	68%
	83%
	79%


Note: n = 92. Groups are not mutually exclusive and proportions therefore do not sum to 100%.
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[bookmark: _Ref173343370]Alt text and data tables
This appendix contains text alternatives (including data tables) to the figures in this report, with the aim of increasing document accessibility.
0. [bookmark: _Data_table_for][bookmark: _Ref173343577]Data table for Figure 3‑1
[bookmark: _Ref173343340][bookmark: _Toc173400870]Table E‑1:	Information and advocacy cases, July 2020 to December 2023
	[bookmark: Title_24]Financial year
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4
	Total

	2020-21
	5,757
	5,596
	5,780
	5,937
	23,070

	2021-22
	6,185
	6,990
	6,760
	7,169
	27,104

	2022-23
	7,645
	8,306
	10,515
	10,438
	36,904

	2023-24
	11,156
	10,316
	No data
	No data
	21,472


Return to Figure 3‑1


[bookmark: _Ref173343519]Data tables for Figure 3‑4
[bookmark: _Toc173400871]Table E‑2:	Responses to “the support I received improved my understanding of aged care services”
	[bookmark: Title_25]Response
	Number
	Proportion

	Disagree
	21
	6%

	Tend to disagree
	16
	4%

	Neither
	38
	10%

	Tend to agree
	67
	18%

	Agree
	238
	63%

	Total
	380
	100%


[bookmark: _Toc173400872]Table E‑3:	Responses to “the support I received improved my understanding of accessing services”
	[bookmark: Title_26]Response
	Number
	Proportion

	Disagree
	31
	8%

	Tend to disagree
	10
	3%

	Neither
	35
	9%

	Tend to agree
	55
	15%

	Agree
	240
	65%

	Total
	371
	100%


[bookmark: _Toc173400873]Table E‑4:	Responses to “the support I received improved my understanding of advocacy”
	[bookmark: Title_27]Response
	Number
	Proportion

	Disagree
	8
	2%

	Tend to disagree
	5
	1%

	Neither
	25
	6%

	Tend to agree
	50
	12%

	Agree
	316
	78%

	Total
	404
	100%


[bookmark: _Toc173400874]Table E‑5:	Responses to “the support I received improved my understanding of aged care rights”
	[bookmark: Title_28]Response
	Number
	Proportion

	Disagree
	17
	4%

	Tend to disagree
	12
	3%

	Neither
	39
	10%

	Tend to agree
	52
	13%

	Agree
	267
	69%

	Total
	387
	100%


Return to Figure 3‑4


[bookmark: _Ref173343630][bookmark: _Hlk173158178]Data tables for Figure 3‑5
[bookmark: _Toc173400875]Table E‑6:	Responses to “the support I received improved my confidence”
	[bookmark: Title_29]Response
	Number
	Proportion

	Disagree
	43
	11%

	Tend to disagree
	17
	4%

	Neither
	40
	10%

	Tend to agree
	50
	13%

	Agree
	231
	61%

	Total
	381
	100%


[bookmark: _Toc173400876]Table E‑7:	Responses to “I felt empowered to self-advocate”
	[bookmark: Title_30]Response
	Number
	Proportion

	Disagree
	31
	8%

	Tend to disagree
	16
	4%

	Neither
	54
	14%

	Tend to agree
	69
	18%

	Agree
	218
	56%

	Total
	388
	100%


Return to Figure 3‑5
[bookmark: _Ref173343665]Data table for Figure 4‑1
[bookmark: _Toc173400877]Table E‑8:	Risk flags per HCCI recipient, July 2023 to March 2024
	[bookmark: ColumnTitle_31]Number of flags
	Number of recipients

	0
	4

	1
	2

	2
	12

	3
	11

	4
	18

	5
	21

	6
	11

	7
	9

	8
	4

	Total
	92


Return to Figure 4‑1
[bookmark: _Ref173343683]Data table for Figure 4‑2
[bookmark: _Toc173400878]Table E‑9:	Change in risk score from first to last assessment for 24 HCCI recipients
	[bookmark: ColumnTitle_32]First
	Last
	Difference

	23
	9
	-14

	22
	12
	-10

	14
	6
	-8

	20
	12
	-8

	20
	13
	-7

	14
	8
	-6

	16
	10
	-6

	19
	13
	-6

	15
	11
	-4

	17
	13
	-4

	13
	10
	-3

	16
	13
	-3

	20
	17
	-3

	14
	12
	-2

	16
	14
	-2

	9
	8
	-1

	7
	7
	0

	11
	11
	0

	9
	10
	1

	7
	9
	2

	9
	12
	3

	10
	13
	3

	11
	14
	3

	15
	22
	7


Return to Figure 4‑2


[bookmark: _Ref173343701]Data table for Figure 5‑1
[bookmark: _Toc173400879]Table E‑10:	Number of residential and home care education sessions delivered by SDOs to aged care staff and clients, 2020‑21 to 2022‑23
	[bookmark: Title_33]Financial year
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4
	Total

	2020-21
	217
	236
	355
	502
	1,310

	2021-22
	361
	490
	461
	530
	1,842

	2022-23
	798
	718
	752
	1016
	3,284

	2023-24
	953
	885
	No data
	No data
	1,838


Return to Figure 5‑1
[bookmark: _Ref173343731] Data table for Figure 5‑2
[bookmark: _Toc173400880]Table E‑11:	Education session attendees, by education type, October 2023 to March 2024
	[bookmark: Title_34]Education type
	Aged care clients
	Aged care staff
	Other

	Advocacy (residential)
	81%
	16%
	3%

	Advocacy (community)
	67%
	18%
	15%

	Abuse of Older People (residential)
	70%
	27%
	3%

	Abuse of Older People (community)
	49%
	36%
	15%


Return to Figure 5‑2


[bookmark: _Ref173343756]Data table for Figure 5‑5
[bookmark: _Toc173400881]Table E‑12:	Aged care staff responses to “I feel better informed about …”
	[bookmark: Title_35]Topic
	Disagree
	Tend to disagree
	Neither
	Tend to agree
	Agree

	Aged care rights
	2%
	3%
	10%
	10%
	75%

	Advocacy
	3%
	2%
	13%
	11%
	72%

	Responsibilities
	2%
	0%
	14%
	11%
	73%

	Identifying abuse of older people
	3%
	1%
	14%
	14%
	68%

	Preventing abuse of older people
	3%
	3%
	16%
	24%
	55%

	Responding to abuse of older people
	2%
	2%
	14%
	17%
	65%


Return to Figure 5‑5
[bookmark: _Ref173343782]Data table for Figure 6‑1
[bookmark: _Toc173400882]Table E‑13:	Advocate workforce FTE, 2020-21 to 2023-24
	[bookmark: Title_36]Financial year
	Advocates
	ACNDOs
	FAOs
	Community support advocates
	Total

	2020-21
	105.9
	No data
	No data
	No data
	105.9

	2021-22
	137.0
	8.5
	4.0
	2.0
	151.5

	2022-23
	190.1
	14.0
	12.0
	5.8
	221.9

	2023-24
	189.3
	11.2
	14.2
	5.6
	220.3


Return to Figure 6‑1


[bookmark: _Ref173346921]Long description for Figure C‑1: OPAN awareness-raising activities, January to June 2023
OPAN has developed and implemented an engagement plan with the following aims: 
deliver 12 webinars and reach 24,000 viewers per annum
increase digital reach by 10% per annum
increase call volumes by 15% per annum.
Webinars
Between 1 January 2023 and 30 June 2023, OPAN delivered 5 webinars, which received a total of 21,056 views. This is 87% of the annual target for views in this 6‑month reporting period, indicating a likeliness to exceed the annual target. The conversion rate was 69%, including both live and replay views.
The main focus of the webinars was current aged care reforms. Topics included:
Home Care Packages: what’s changed? 
Hear our voices: Participating in aged care reform 
Food, glorious food: what to do when it’s not 
Star Ratings, 24/7 Nursing and wage increase 
World Elder Abuse Awareness Day Roundtable
The home care updates webinar garnered the highest views.
Webinars continue to serve as a popular awareness-raising tool for key aged care topics and provide a forum for consumers and others to ask questions of experts.
Digital reach and growth
Digital reach across all platforms (website, social media and eDMS) increased by 44% in this reporting period.
Website
Website reach grew by 9% to 110,638 visitors. Organic search was the highest source of visitor acquisition at 27%. The most viewed webpages were:
How to vote in elections as an older person
Information on e-Learning programs
The Self-Advocacy toolkit
Home care package updates.
Social media
Across Facebook and LinkedIn, OPAN achieved a substantial reach of 1,424,164 impressions (114% growth) due to integrated campaigns and advertising efforts.
Facebook followers increased by 6%, to 6,634.
LinkedIn followers increased by 20%, to 7,037.
Newsletter
OPAN distributed 26 electronic newsletters to 37,800 thousand subscribers, an 8% growth since the previous reporting period. The newsletters sustained a 37.8% open rate. 
Call volumes
For the 2022‑23 financial year, there were 39,424 calls to the national advocacy phone line (1800 700 600) – a 21% increase from the previous financial year.
Media
OPAN also maintained a strong media profile, with:
21 appearances and mentions on TV radio and in print (4 times more than the last reporting period).
Publication of 9 media releases.
Media appearances spanning sector and mainstream media, with a combined potential reach of 14.5 million.
Publication of “The National Advocate” monthly newsletter which has a strong focus on current aged care and advocacy issues, with direction for further support.
Return to Figure C‑1
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[bookmark: _Toc173401068]Abbreviations	[bookmark: ColumnTitle_37]Term
	Definition

	ACAT
	Aged Care Assessment Team

	ACND
	Advocacy Community Network Development

	ACNDO
	Advocacy Community Network Development Officer

	ACPR
	Aged Care Planning Region

	ACSO
	Aged Care Specialist Officer

	ADA Australia
	Aged and Disability Advocacy Australia

	ADACAS
	ACT Disability, Aged and Carer Advocacy Service

	AdvoTas
	Advocacy Tasmania

	AHA
	Australian Healthcare Associates

	AIHW
	Australian Institute of Health and Welfare

	ARAS
	Aged Rights Advocacy Service

	BIDS
	Bulk Information Distribution System

	CALD
	culturally and linguistically diverse

	CCNT
	Catholic Care Northern Territory

	CCT
	Case Coordination Team

	CHSP
	Commonwealth Home Support Programme

	CoP
	Community of Practice

	DCLS
	Darwin Community Legal Service

	ERA
	Elder Rights Advocacy

	FAO
	financial advocacy officer

	FTE
	full-time equivalent

	HCCI
	Home Care Check-In

	HCP
	Home Care Package

	KEQs
	key evaluation questions

	KPI
	key performance indicator

	LGBTI
	lesbian, gay, bisexual, transgender, intersex

	MDS
	minimum data set

	NACAP
	National Aged Care Advocacy Program

	OPAN
	Older Persons Advocacy Network

	PHN
	Primary Health Network

	RACH
	residential aged care home

	RAS
	Regional Assessment Service

	SDO
	service delivery organisation

	SRS
	Seniors Rights Service






Abbreviations
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During the reporting period from 1 January 2023 to 30 June 2023, OPAN delivered 5 webinars with 21,056
views. 87% of the annual target for views has been in this reporting period, indicating a likeliness to exceed the
annual target. The conversion rate sits at 69% for this period, including both live and replay views.

‘Webil deli d (12 .
mer anmum, 24,000 TOPICS FOR WEBINARS INCLUDED:

viewers per annum)

Home Care Packages: what’s changed?

Engagement plan

d_eveloped and Hear our voices: Participating in aged care reform
implemented

Food, glorious food: what to do when it’s not

Star Ratings, 24/7 Nursing and wage increase

World Elder Abuse Awareness Day Roundtable

Webinars continue to serve as a popular awareness raising tool among OPAN’s
audience on key aged care topics and provide a forum for consumers and others to ask
questions from experts. The main focus of the webinars were on current aged care
reforms. The home care updates webinar garnered the highest views.

DIGITAL REACH AND GROWTH During this period, the most viewed
e G ¢l G, S0 webpages of the OPAN website included:
has been a 44% increase in digital R R
reach, comprising the website, social * How to vote in elections as an older person
peciajendieRS « Information on e-Learning programs
The OPAN website experienced a 9% « The Self-Advocacy toolkit
growth in reach, with 110,638 visitors. o
« Home care package updates

Organic search was the higher
source of visitor acquisition at 27%.

CALLS TO THE NATIONAL ACROSS FACEBOOK AND LINKEDIN, OPAN ACHIEVED A
ADVOCACY PHONE LINE SUBSTANTIAL REACH OF 1,424,164 (114% GROWTH) DUE
(1800 700 600)  TO INTEGRATED CAMPAIGNS AND ADVERTISING EFFORTS.

EXPERIENCED A 21%
PREVIOUS FINANCIAL
OF 39,424 CALLS IN FY23.
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26 electronic newsletters OPAN MAINTAINED A STRONG MEDIA PROFILE, WITH:
were distributed to 37,800

thousand subscribers, an * 21 appearances and mentions on TV radio and in print, four
8% growth since the times more than the last reporting period

previous reporting period, « 9 media releases were published

sustaining a « media appearances spanning sector and mainstream media
37.8% open rate.@ with a combined potential reach of 14.5 million.

O O * ‘The National Advocate’, their monthly newsletter having a

strong focus on current aged care and advocacy issues, with
direction for further support.
-





