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Executive summary

Main findings

Lack of information
There was not a clear understanding among both Elders and Aboriginal people working with the Elders about the way the mainstream aged care system works, and indeed little awareness among Elders of how the Aboriginal aged care system works. 

Mainstream services are not ‘Nunga-friendly’

Aboriginal people are reluctant to deal with the mainstream system, which is viewed as ‘not Nunga-friendly’, cold and impersonal, so they prefer to deal with Aboriginal services. 

Lack of specific services for Elders
Aboriginal health and community services are struggling to make ends meet and to fulfil their obligations, and there are virtually no services specifically for Elders. There is a severe shortage of Aboriginal workers of all kinds, and especially of trained and paid workers. All the services rely heavily on volunteers, who often work long hours without pay. The Aboriginal workers are doing an excellent job under their severe constraints, but they are all overwhelmed by the work they have to do and are without exception overstressed and under-resourced.

Elders are doubly disadvantaged by exclusion and marginalisation
Aboriginal people suffer through life-long discrimination and racism and being treated as third-class citizens at best, and the resources provided often reflect this. 

Most Aboriginal Elders have no savings, investments, or superannuation and they have no assets, and in some instances suffer exploitation, abuse and neglect. 
The need for residential facilities

All of the Adelaide focus groups expressed the need for a residential aged care facility. Present facilities are inadequate. 

The wish to have Aboriginal rather than non-Aboriginal aged care workers
The majority preference seemed to be for Aboriginal aged care workers. However, this issue is not clear-cut, since some Elders do not want other Aboriginal people to know their business, and there could also be kinship-related problems which prevent some workers from helping some Elders. 

Recommendations 

ACH Group is seen as a large and well-resourced organisation that can have an important facilitating role in developing a range of programs to benefit Aboriginal Elders. Specifically, the areas in which ACH Group could help are:

Delivery of information.

In consultation with Elders and Aboriginal Health organisations, visually appealing posters, booklets, videos, and other forms of information could be produced. The mode of delivery can be in the context of informal gatherings over lunch. ACH Group could be an auspicing body that organises these social events. ACH Group could appoint a Project Officer to work closely with the Council of Aboriginal Elders of South Australia to organise social events for Elders on a regular basis.

Cultural awareness training.

All non-Aboriginal workers having any contact with Aboriginal people would need to undergo a process of cultural awareness training. Much thought and consultation need to go into developing such a program, in order to ensure that what is ultimately presented as ‘culturally appropriate’ is indeed acceptable to Aboriginal Elders. 

Aged care training.

 ACH Group could sponsor the development of a comprehensive accredited training program in Aboriginal Aged Care, to be delivered by a tertiary institution. 

Collaborative partnership.

 ACH Group could liaise with Aboriginal health care organisations to develop links with Aboriginal workers responsible for the care of specific Elders. It is recommended that ACH Group recruit an Aboriginal aged care worker to supervise the delivery of care to Indigenous Elders.

One to one service delivery.

An aged care worker from ACH could work side by side with Aboriginal aged care workers to care for particular Elders.  

Bricks and mortar.

There is a need to build or modifying residential facilities with a range of levels of care.

 Outline of the study and research team

Project Aim: 

The aim of the project, commissioned in April 2000, was to investigate whether, and in what ways, the Aged Care and Housing Group could contribute to the provision of culturally-appropriate aged care for Aboriginal Elders in South Australia.

Scope and limitations: 

This was an exploratory study, to explore models of best practice in Indigenous Aged Care. It was not designed to be a comprehensive needs survey of all Aboriginal communities in South Australia, but representatives from regional as well as Adelaide communities were consulted.

Research team:

The research team consisted of Associate Professor Mary Ann Bin-Sallik, Dean of the College of Indigenous Education, and Dr Rob Ranzijn, SA/NT Division President of the Australian Association of Gerontology and research gerontologist, both of the University of South Australia. They were assisted in the early stages by Lindy Sutton, and in the later stages, which involved discussions with Elders, by Delly Hackel, both research assistants at the University of South Australia.

Contact details:

Dr Bin-Sallik: 
Phone 8302 0915 email maryann.bin-sallik@unisa.edu.au
Dr Ranzijn: 
Phone 8302 4468 email rob.ranzijn@unisa.edu.au
Reference Group: 

The reference group met a total of five times throughout the project and was kept informed of progress at other times. The reference group reviewed and, at its final meeting in June 2000, approved the production of this final report. Because of the extensive commitments of all members, not everyone was present at each meeting. However, the proceedings of each meeting and the draft reports  were circulated to all of the members, for comment before any reports were submitted to ACH. The group included, at various times, the following people:

· Fiona Buzzacott, Senior Project Officer, Aboriginal Housing Authority

· Zel Dodd, Executive Officer, Council of Aboriginal Elders of South Australia in the initial stages of the project, and later Project Officer, Office for the Ageing (SA) (Indigenous division)

· Di Gursansky, School of Social Work and Social Policy, University of South Australia

· Denise Troon initially and Alwin Chong in the later stages, Aboriginal Health Council of South Australia

· Lewis O’Brien, Chair, Council of Aboriginal Elders of South Australia

· Gerda Roder-Allen, Senior Manager Research and Development, Aged Care and Housing Group 

· Marjorie Tripp, Senior Project Officer, Office of Aboriginal and Torres Strait Islander Health, Commonwealth Department of Health and Aged Care (SA Division) and later Senior Project Officer, Office for the Ageing (SA) (Indigenous division)

Apart from Ms Roder-Allen and Ms Gursansky, all the members of the reference group were Indigenous.

Background:

Although the proportion of older people in Aboriginal communities is still very small (only 1-2% are over 65 compared to 14% for the South Australian population as a whole), it has been gradually increasing in recent years. Indigenous aged care is very new on the policy agenda, and much groundwork needs to be done to determine what are appropriate culturally-sensitive ways to provide aged care. An essential part of this process is to gain a thorough understanding of the cultural experiences and needs of Aboriginal Elders. 

The research project arose out of the realisation that the experiences and needs of Indigenous Elders are in many cases different from those of non-Indigenous Elders and therefore to deliver high quality Indigenous aged care may necessitate modifications to what can be called ‘mainstream’ services (those not specifically designed for Indigenous Elders). Some general points are:

Aboriginal culture is unique. The life experiences of Aboriginal Elders are vastly different from those of non-Aboriginals. Aboriginal society differs from non-Aboriginal society in many ways, including social, psychological, environmental, and spiritual factors.

Whereas non-Aboriginal older people in Australia are on the whole relatively affluent and healthy, Aboriginal Elders belong to the most disadvantaged group of people in the country. Many of them have experienced traumatic events such as governmental removal of children, oppressive policies, prejudice and discrimination, inadequate diet, poor medical care, cultural dispossession, and displacement from their homelands

However, much of policy and provision of services for Aboriginal Elders is based on funding formulae developed for non-Aboriginal people, which is turn in based on research with largely Western, white middle class people.

The health and social conditions of Aboriginal people have not improved significantly over the last twenty years, in spite of the best efforts of dedicated people, whereas the quality of life of Indigenous people in other parts of the world has improved markedly. 

Issues that were investigated

The following questions were addressed in order to fulfil the project brief:

· What services are presently being provided for Aboriginal Elders?

· Are these adequate and appropriate? What are the skills and training needed for working with indigenous Elders?

· In what ways is Indigenous aged care different from, and similar to, non-Indigenous aged care?

· What are the most appropriate ways for Aged Care and Housing to fill any gaps in the provision of Indigenous aged care? Would this require any modifications to existing policies and practices?

The research was conducted within accepted benchmarking criteria for assessing best practice in housing and service provision in general and culturally-sensitive provision in particular.

Procedure

In early April 2000 the first meeting of the reference group with research team took place. From April to June a review of the literature on Indigenous aged care was conducted, as well as interviews with key organisations and personnel either providing Indigenous aged care or professionally concerned with Indigenous aged care. Ethic applications were submitted to the Aboriginal Health Research Ethics Committee of South Australia (AHREC) and to the Human Research Ethics Committee (HREC) of the University of South Australia in late July. Unfortunately, due to changes in personnel of AHREC, the approval process was delayed through communication problems, and final approval was not granted until December 4th. Approval from the University HREC was contingent upon approval from AHREC and was granted on December 12th. By this time it was too close to Christmas to organise the focus groups which were crucial to obtaining relevant information about the needs of the Elders. The groups were held in late January/early February 2001, in the middle of a record heat wave which may have reduced the number of participants. The report on the proceedings of the focus groups was prepared in late February and circulated to some of the members of the reference group for comments. The research team then prepared the first draft of the final report and recommendations.  The document was distributed to the full reference group for comments in mid-April 2001, after a field trip to Ceduna to obtain more information about issues facing Aboriginal Elders in rural locations. The final meeting of the reference group was held in June. The research team regrets that the project had to be extended beyond the originally agreed deadline of December 2000, but the four-month administrative delay in obtaining ethics approval was beyond its control. 

Summary of the literature.

It was not the purpose of this project to undertake a comprehensive review of all the literature on Aboriginal Elders’ health and well-being. Such reviews have been performed by others (eg, Barnes, Ballantyne, & Burden, 1998) and the conclusions are well-known and paint a consistently depressing picture. The present project aims to go beyond present knowledge and suggest new ways forward. The following outlines a brief summary of the literature to establish the starting points for the research.

There has been very little research on ageing in Aboriginal populations apart from studies of health-related issues. Virtually no research has been performed into the psychosocial aspects of Aboriginal ageing whereas there is a vast national and international literature on all aspects of ageing in non-Aboriginal populations, including the medical, biological, sociological and psychological domains. 

Aboriginal older Australians have a much lower life expectancy and poorer physical health than non-Aboriginal Elders, life expectancy being up to 21 years shorter than non-Aboriginal Australians (Australian Bureau of Statistics, 1997). Published research paints a depressing picture of Aboriginal ageing, focusing on poor life expectancy and high morbidity (eg, Bruce, Baird, Saddler, & Goldswain, 1998). One of the conclusions from a report on Aboriginal longevity prepared for the South Australian Office for the Ageing is that “there is a widespread recognition of the need for further research into Aboriginal ageing, disability and handicap” (Barnes, Ballantyne, & Burden, 1998, p. i). Although the proportion of older people in Indigenous communities is still very small (only 1-2% are over 65 compared to 12-14% for the Australian population as a whole), it has been gradually increasing in recent years. It is estimated that there are about 2,250 men and 7270 women over the age of 60 (Australian Bureau of Statistics, 1997 – 1996 estimates), including 1030 men and 1510 women aged 75 years or more. In South Australia there are an estimated 380 men and 512 women aged 60 or more, including 84 men and 129 women aged 75 years or more (Australian Bureau of Statistics, 1998 – 1996 estimates). It is only recently that enough Indigenous people have survived into older age to be identified as a distinct group with needs different from those of the Indigenous population as a whole. This development is illustrated by the formation of the Indigenous Elders Council of South Australia in 1999. 

Aboriginal Elders differ from non-Aboriginal older people in a number of important ways, and aged care policies developed for non-Aboriginal people may not be appropriate when working with Aboriginal Elders. Non-Aboriginal aged care policy emphasises autonomy and independence, the focus being on the need for individuals to feel in control of their own lives (Family and Community Development Committee, Parliament of Victoria, 1997). However, Aboriginal culture is collectivist and communal rather than individualistic (Bourke, Bourke, & Edwards, 1994). In Aboriginal society, identity and self-esteem depend on one’s place in the extended family rather than one’s characteristics and achievements as an individual or a member of a small nuclear family. The Aboriginal extended family network is based on the very complex Aboriginal kinship system which is central to Aboriginal social and economic organisation. Because of this intimate involvement with the whole community, a complete understanding of the experiences and needs of Aboriginal Elders is not possible without an understanding of the subtleties and intricacies of the whole social fabric. 

For instance, Aboriginal Elders, especially women, are likely to share their households with more people, often of two or more younger generations (Bourke & Edwards, 1994). This entails extra obligations and responsibilities but also provides extra familial support. Aboriginal Elders have a greater and more intimate involvement than non-Aboriginal older people with younger generations (Bourke & Edwards, 1994). For instance, grandparents commonly undertake a major share of the raising of their grandchildren. This contrasts with the age-based barriers between generations which are often found in non-Aboriginal society (Ozanne, 1997). Traditionally, Aboriginal Elders have had a pivotal role in passing on wisdom, expertise and cultural history and in holding society together and preserving families and communities (Crowe, 1998; Edgar, 1992), although there are reports that respect for the Elders has declined in recent years (Butler, 1999). Therefore, maintaining the well-being of Aboriginal Elders is vital to the maintenance of the well-being of the whole Aboriginal community.

Non-Aboriginal concepts of health and well-being focus on the individual, whereas for Aboriginal people health is a very broad concept which encompasses social and spiritual well-being and a perception of the morale and well-being of the whole community (Burden, 1994). Programs which aim to improve the health of older Aboriginal people may be ineffective if they do not also address these wider issues. The apparent lack of overall improvement in indigenous health in Australia whereas that of indigenous people overseas has improved markedly over the past 20 years (Woollard, 1998) may be due to a relative lack of attention to this wider more holistic perspective on health. 

Findings from interviews with Indigenous and non-Indigenous aged care workers.

What services are presently being provided for Aboriginal Elders?

Services are available for Aboriginal Elders within two main categories: services for older adults in general (‘mainstream services’), and services for Indigenous Elders. In the context of this report, ‘mainstream’ refers to services not specifically targeted at Aboriginal people. Mainstream services include Community Care Packages, services provided through the Carers’ Association, and various services brokered by Home and Community Care (HACC) to enable Elders to remain at home. In addition there is a range of services within residential centres which provide a continuum of care from independent living, through hostel accommodation to nursing home care. In principle all these services are able to be accessed by Indigenous Elders. There are a number of services for Aboriginal people, some of them targeted at Indigenous Elders, including: 

· the Aboriginal Home Care Program funded by HACC, 

· the Aboriginal Dementia Care Program, 

· the Seniors Card and other services administered by the Aboriginal division of the Office for the Ageing,

· the Narungga Aboriginal Transport Program on Yorke Peninsula,

· the Umoona Aged Care Services in Coober Pedy,

· regional Indigenous health services such as the Pika Wiya Health Service in Port Augusta, 

· a range of services for Elders provided by the NPY Women’s Council and Nganampa Health Council on the NPY Lands

· Aboriginal Health Care at Mile End,

· the Elizabeth Vale Aboriginal Community Health Care Team,

· Kura Yerlo Aboriginal Community Health Care Team in the north-western suburbs, 

· services for Aboriginal people provided through Southern Women’s Health Services at Noarlunga

· support, information and other services provided by the Aboriginal Elders Council of South Australia. 

There is wide variation in the structure and processes of Aboriginal health services, which has resulted from the natural evolution of services designed to address specific needs in different areas. Diversity is important, but it has also resulted in fragmentation, lack of integration, and poor communication between services. From talking to personnel in the different organisations the researchers formed the impression that the different groups were not fully aware of what each other was doing, and very few Aboriginal workers had a good understanding of the services and support available from the government. There is obviously a need for a concerted education campaign targeted at Aboriginal workers and the community in general to inform people about the services that are available.

It was also clear that, with some exceptions such as the Port Adelaide Central Mission, specialised aged care for Aboriginal Elders is virtually non-existent. Aboriginal people are marginalised to begin with, and the Elders are further marginalised by virtue of their very small numbers, which themselves are dispersed. For instance, the Noarlunga workers could only think of about six individuals who were in their late 50s or older in the whole Southern area. Consequently, the responsibility for looking after the Elders tended to be shared among all the workers in an ad hoc fashion, with very few workers being, or feeling, qualified to carry out this work.

Are these services adequate and appropriate?

The range and kind of services may be adequate, but they are not being adequately accessed by Indigenous Elders. The question of getting the information to the people who need it is a crucial one, and will be addressed later in this report. Many Indigenous people have problems relating to the mainstream aged care system and mainstream processes. Furthermore, because of geographical dispersion and lack of mobility, there are large gaps in service delivery, with large areas of the metropolitan area and the state as a whole not being serviced. Finally, even where culturally appropriate services are available, many positions are vacant because of the lack of personnel suitably trained or willing to fill them.  

What are the skills and training needed for working with Indigenous Elders?

The skills and training needed for working with Indigenous Elders are the same as those needed to deliver high-quality aged care in mainstream services, plus an ability to relate to Indigenous people in general and to each specific Elder in particular. This requires a high degree of cultural awareness and a willingness to take the time to get to know each client, or, rather, for the client to get to know the worker, since without the development of a relationship of trust service delivery will not be effective. It is acknowledged that aged care organisations such as ACH Group place high importance on understanding individual needs. Nevertheless, the process of establishing trust with an Aboriginal Elder may be different from that involving non-Indigenous older people. First impressions are particularly important. Furthermore, there may be a problem with the language itself: ‘service delivery’ implies a standardised packaged ‘solution’ to an identified ‘problem’, whereas Indigenous people focus more on their personal relationship to the service provider than on the ‘product’ on offer. 

In what ways is Indigenous aged care different from, and similar to, non-Indigenous aged care?

They are similar in that a high standard of care, taking into account all of the circumstances of the individual (social, environmental, socio-economic, etc) is required. Choice, individualistic service delivery and flexibility are common drivers. Quality of service is an essential component of best practice as quality of care equates to quality of life which is a key imperative. Inappropriately trained service providers may be seen as intrusive and thereby also reduce quality of life. Indeed, there is a danger that inappropriate intervention may be destructive to health and quality of life. While there are similarities, there are differences in world views, needs, and the dynamics of the relationships between generations and between individuals and the aged care system. For instance, most Aboriginal people find out about services via the Aboriginal grapevine rather than the mass media or deliberate promotions. The challenge is then to find ways to better take advantage of the existing grapevine. Further examples and issues are mentioned later.

Summary of issues emerging from discussions with Aboriginal and non-Aboriginal aged care providers

There are enough uniquely Indigenous experiences of ageing to require culturally specific provisions for aged care. Some of the specifically Indigenous aspects of ageing include:

· Life expectancy from birth is 15-20 years lower than that of other Australians, and healthy life expectancy (years lived before the onset of degenerative conditions) is 30 years lower (45 years compared to 75 for non-Indigenous). Because of this, there is an urgent need to focus on prevention and health promotion. 

· Because of low numbers and geographic dispersion there is less access to basic health services.

· Indigenous people experience disproportionately high rates of hospitalisation and suffer from a range of diseases, such as diabetes, cardiovascular disease and respiratory diseases, at an earlier age. There is also a high incidence of substance misuse.

· There are large gaps in discharge planning after a hospital stay, with deficiencies in follow-up care.

· There is markedly high mortality among young to middle aged Indigenous people. Because of this, some Indigenous Elders will have no families to look after them within a generation. In ten to fifteen years there may be a possible crisis situation.

· In facilities where all age groups are housed together, the young ones stand over Elderly people. There is substance misuse and little respect is shown to the Elderly.

· There are large gaps in the knowledge possessed by Aboriginal workers about the range of services available for older people. There are further problems in getting this information to the people who need it, and then further problems again in enabling the Elders to access these services.

The discussions with aged care workers demonstrated to the researchers that the problems were complex and difficult. In order to verify that the perceptions of the issues were shared by the Elders themselves, four focus groups were organised in the Adelaide metropolitan area and one in Ceduna to obtain insights from a remote location.

Proceedings of focus groups

Preamble:

Five focus groups were organised with Aboriginal Elders and aged care workers at the following locations: 

· Aboriginal Health Care, Mile End (14 participants);

· Elizabeth Aboriginal Community Health, Elizabeth Vale (10 participants);

· Tira Appendi (meeting place), Port Adelaide (12 participants);

· Southern Women’s Health Service, Noarlunga (12 participants)

· Ceduna/Koonibba Aboriginal Health Service (8 participants)

The Adelaide groups took place on extremely hot days, which, according to the Aboriginal workers, may have prevented some Elders from coming out to participate. These organisations were selected in order to gain as wide a representation of views as possible throughout the Adelaide metropolitan area. There were no groups conducted in the Eastern region since there are too few Indigenous Elders living there (indeed few Indigenous people of any age) and consequently no formal services. Other reasons why more Elders did not attend were: the need to attend funerals, which are all too frequent; and political problems among people within the communities.

Each group met over a lunch provided by the Aboriginal health and community workers, and therefore comments were also made by the workers who were present. We feel that the presence of the workers made it easier for the Elders to talk to us than if we had tried to speak to the Elders on their own, since the Elders already felt comfortable with the workers and this provided a situation of trust in which to volunteer information. 

The input of the health and community workers was invaluable, since they were able to provide the hands-on perspective to elaborate on the issues raised by earlier discussions with Aboriginal workers from government organisations. Their presence was also fortuitous, since we had intended to consult with them anyway. Apart from the first group, the team spent about two hours with each group, enabling individual conversations over lunch and coffee as well as more formal group conversations.

The discussions were led by Dr Mary Ann Bin-Sallik, who introduced the project and the other team members Delly Hackel and Dr Rob Ranzijn. Each team member introduced themselves by stating their relationships and their country of origin: Mary Ann comes from Kimberley region of Western Australia, Delly is an Aboriginal woman from north-eastern Tasmania, and Rob is a whitefella whose country is in the Netherlands. In every group some time was taken up with establishing who was related to whom and who knew whom, which was essential for developing trust. On this point, it was stressed that any information offered would be strictly confidential. A major worry for Aboriginal people is who will get to know their business. Therefore, no names or other means of individually identifying specific people will be provided in this report.

The Research team brought to the discussions questions addressing the following themes:

· What services do you need?

· What services are available?

· How do you find out where to go when you need help?

· How do you get along with non-Aboriginal aged care workers and organisations?

· Do you prefer to be looked after by Aboriginal or non-Aboriginal workers?

· What would you like to see happen in the area of aged care for Aboriginal Elders?

These questions were asked in different ways depending on the dynamics of each group. The questions were starting points for discussion but a non-directive approach was used, allowing the conversations to develop along lines interesting to the participants. In this way information came out that would be unlikely to have been volunteered if too directive an approach had been used. This approach to conducting focus groups is consistent with current research techniques in general, not just for research with Aboriginal participants (Grbich, 1999), but is especially applicable, some would say essential, for research on Aboriginal issues (Colin & Garrow, 1996).

Please note: apart from the first section, of the Mile End meeting which was not as productive as it could have been, the following account of the proceedings of the focus groups is a summary of what was reported to the researchers by the participants. Passages in italics and included between open and closed quotes are verbatim quotations. Some editorial comments by the researchers are inserted in various places and can be identified by the title Note: , with the comments included within square brackets. The researchers’ reflections on the proceedings follow from the account of the participants’ comments.

Summary of proceedings of each group

1. Aboriginal Health Care, Mile End (23/01/01)

The discussion did not get far into the questions about aged care since some of the Elders were very reluctant to talk. The view was expressed very vocally by two or three of the Elders that research has not advanced the situation of Aboriginal people over the years but has only advanced the careers of the researchers. The Elders sought reassurance that if they took the time to tell us what they needed then they would get it. We could only state that the research was being undertaken in good faith on behalf of an organisation that was committed to helping Aboriginal people, and that we would do our best to ensure that the information necessary to advance the welfare of the Elders would get to decision-makers in the government and private sectors. Unfortunately, the discussion was hijacked by one individual, who was not from the Adelaide area, who kept reiterating his political views. It was clear that his was not the majority view, since we could hear other people quietly interjecting comments like ‘Let’s hear what they’ve got to say’, but these people did not speak up since Aboriginal people are reluctant to interrupt an Elder who is speaking, especially a male. The upshot was that our list of questions was left with the aged care worker to distribute to the Elders and discuss with them among themselves at a later meeting within the next few weeks, and they would let us know what the Elders felt. 

We contacted this group a number of times over the next two months, but no further report was forthcoming. We concluded that this group of Elders did not wish to discuss the issues any further. It was unfortunate, although understandable, that previous experience with academics had spoilt the possibility to obtain information which ultimately would have benefited the community. It was also unfortunate that intergroup politics led to a situation where the Elders who did wish to contribute to the discussion felt intimidated and kept silent.

The next three metropolitan groups were more successful and produced a wealth of insights, which have been grouped into the following categories since they emerged as the major issues:

· Problems with service delivery

· Gaps in services

· Delivery of information

· Indigenous or non-Indigenous workers?

· Training and qualifications

· Quality of life

· Bricks and mortar

· Cultural issues

· Other issues

The next sections summarise the discussions and observations of the participants in the focus groups.

2. Elizabeth Aboriginal Community Health, Elizabeth Vale – 24/01/01

Service delivery

The participants reported that the health needs of Aboriginal people are different from those of the mainstream. Many years of inequality have left Aboriginal Elders in a situation where their health and well-being are far below those of other Australians. Life expectancy is still 15-20 years below that of the mainstream, and many Aboriginal people are ‘old’ before non-Aboriginals. From the point of view of health, Aboriginal people are old in their forties, with many of the diseases and conditions that non-Aboriginals do not get until their 60s or 70s, especially diabetes, heart and kidney disease, and arthritis. In spite of this, they are not considered old enough to qualify for mainstream age benefits such as the Seniors Card, for which the minimum age is 60. Specifically Aboriginal services recognise 44 years for men and 46 years for women as the qualifying age for whatever aged care services are available, but not all mainstream organisations.

[Note: on further investigation it was discovered that some mainstream organisations, including Aged Care and Housing Group, accept the Aboriginal age criteria for Elders for the purposes of receiving services.  Furthermore, in line with Government policy, mainstream organisations allocate Community Care Packages on the basis of disability rather than age, and hence needy Indigenous Elders are eligible for such services.]

The high incidence of diabetes has led to a disproportionately high proportion of amputees. For these people, as well as for people with arthritis, there is a high need for services and specialised aids and equipment. However, the recent decision by the government to charge for Domiciliary Care aids has hit Aboriginal people hard, and many have been forced to give them back because they cannot afford the fee. The consequences of this simple decision are far-reaching. For instance, some Elders are now immobilised and housebound, unable to do anything but sit in their homes. 

Most Aboriginal people cannot afford health aids and services like walking frames, wheel chairs, toilet frames, podiatry, occupational therapy, and incontinence pads. Without aids they are isolated and at risk of falls which are damaging and costly. Aids are regarded as luxury items, not essential.

However, aids are essential since many Elders are overweight and family members have difficulty in assisting them to get around.

[Note: on further investigation it was discovered that some organisations use their discretion in waiving the fee for aids for Aboriginal Elders. This seems to be an ad hoc situation which has not been sufficiently publicised. Both this and the previous point illustrate that the relevant information is not getting through to the people who need it.]

It was reported that there is a double standard in the distribution of incontinence pads, which are free for people under 40 but there is a charge for those over 40, which seems illogical.

Indigenous or Non Indigenous workers?

Aboriginal Elders prefer to be looked after by Aboriginal health and aged care workers. Language difficulties and lack of rapport with the wider community are barriers to participation in the community and access to mainstream services. In this context, language includes the use of jargon and terms which are not understood by Aboriginal people, and maybe not by non-Aboriginal people either! 

Aboriginal people have other problems with mainstream services. They are frightened to complain in case they lose the services they are getting, and in case their information is passed on to other service organisations. They also have difficulties even getting to the service, since most are reliant on other people for transport. Lack of transport is a huge issue for Aboriginal Elders in the northern region [Note: and indeed in all areas visited by the researchers], and it’s a bureaucratic hassle for Aboriginal workers to try to book a bus through another agency, as is often needed.

When Aboriginal Elders do pluck up the courage to go to a mainstream organisation they often are put off because these organisations are not “Nunga-friendly”. They have to deal with non-Aboriginal people who have little or no understanding of Aboriginal society and indeed are racist in many subtle ways. There is a prevailing stereotype that “Every Aboriginal person is a welfare case.”  One of the workers reported that if he rings an agency and says that he is from the Lyell McEwin hospital he gets a much more polite and respectful reception than if he says he is from Aboriginal Community Health Care. The marvellous facilities for non-Aboriginal older people, like the Seniors Centres and Bowling Clubs, are not used by Aboriginal Elders because they do not feel welcome there. They prefer to be with people who understand their experience and with whom they feel comfortable and respected.

The need for intimate personal care, especially with washing, dressing and toileting, can be a big issue. Mainstream services are often insensitive about things of great importance to Aboriginal culture. For instance, it is highly inappropriate for a young male to perform these services for older women. The Elders would rather go without than subject themselves to this embarrassment.

The Aboriginal way is to establish trust and a relationship before assistance of any kind can be accepted. Having an Aboriginal worker is an advantage because at least the first hurdle is overcome, although there may be problems for some people in using an Aboriginal worker, such as not wanting everyone to know your business, which is more likely if the worker is part of the community. If a white aged care worker wants to work with Aboriginal people it may be necessary to go with an Aboriginal go-between at least the first few times. After a few visits the Elder may accept the white worker on their own. 

Aboriginal Elders are loath to open the door to a stranger because they are scared they may be exploited or taken advantage of. They often “have had only negative associations with non-Aboriginal people. Some of our Elders come from areas where when they were growing up non-Aboriginal people were taking the children away and they had to stay out of town between 6pm and 6am.”  It takes a lot of tact and patience to get inside the door, and a lot of time, to get to know each other, before you can get to the business of ‘delivering a service’. 

Participants reported that the Western way is to be very business-like and task-oriented, with 15 minutes allocated to doing a home visit, the goal being to be in and out as soon as possible and get on to the next client. [Note: the researchers acknowledge that this is not the case for all mainstream organisations, but this is a perception held by the participants in the focus group.] This is unlikely to work with Aboriginal Elders until trust has been established. And trust is with a specific worker, not the organisation. You can’t expect to fill in for a colleague just like that. The story was told of one Elder who moved to another district and therefore came under a different Domiciliary Care service, but she refused the service. She had built up a relationship with the Aboriginal worker from Northern Dom Care and wanted to keep getting her services through her. The worker from Northern had to go to Eastern a number of times in order to organise the transition. This illustrates a central difference between Aboriginal and non-Aboriginal aged care: for an Aboriginal Elder the relationship is with the person, not the organisation.

Aboriginal aged care workers are different from non-Aboriginal because they are part of the community and therefore they’re looking after their aunties and uncles, not just ‘clients’ that they can forget about when they knock off at the end of the day. Aboriginal workers are always ‘on duty’ because they worry about their Elders all the time and can’t stand the thought of their Elders not being able to get out of bed, just lying in their own body wastes because they can’t afford the railings and frames. 

Training and qualifications

The Aboriginal workers reported that there are too few trained workers to service the needs of all their clients. For instance, there is only one Aboriginal hospital worker for the whole 6000 Aboriginal people in the Northern metropolitan region. Many Aboriginal workers have been working without formal qualifications, or in a piecemeal manner, because there has been no-one else, and their expertise and qualifications are not recognised by mainstream organisations. On the other hand, Primary Health Care certificates and other paramedical training are not culturally-specific. Because there are so few Elders and so few workers, there are no specific aged care workers but all the workers deal with Elders as well. For instance the Women’s and Men’s groups include Elders too, and all the workers, no matter what their ‘area’, help to identify the gaps. It is very difficult to provide specific services, such as for Elders with dementia or other mental disorders. 

Quality of life
Other quality of life issues were also raised. Trips and club outings with packages of cheap meals, transport and accommodation are rarely provided since Aboriginal Elders do not feel welcomed in non-Aboriginal clubs. Since they have not had the opportunity to save money they cannot afford most recreational entertainment. 

Bricks and mortar

There is a great need for culturally appropriate aged care facilities. These do not necessarily have to be purpose-built, perhaps some parts of mainstream facilities can be adapted to become ‘Nunga-friendly’. Ideally, a residential facility for Aboriginal Elders would include a mixture of cluster homes, hostels, shared accommodation, and high-level care with 24-hour medical service.

Other issues

An emerging problem is that the ‘traditional mob’, people from the traditional lands up north, are moving into the region, and for many of them English is their second, third or fourth language so they are even more isolated from services than the rest of the community.

3. Tira Appendi, Port Adelaide – 25/01/01

Cultural issues

“Not everyone gets looked after. We hear on the grapevine that there are Aboriginal people still in need of care but they don’t get it”. Aboriginal people do not visit the doctor as often as necessary and sometimes not at all because “non-Aboriginal people are intimidating at first point of contact.”

Elders are an essential part of the community structure but this is being stretched. Aboriginal women are becoming grandmothers at younger ages now, and the mothers are still ‘running around’ so they’re not looking after the kids and the Elders have to do that. “If you’re caring for your own grannie [Note: grandchild] you can’t get help, but if they are living with a stranger [Note: referred through welfare agencies] they get lots of help, so we lose our grannies because they can get more money if they’re living with strangers. There are too many anomalies in the system for Aboriginal extended families.” The mainstream system is set up for non-Aboriginal people.

Elders often can’t get to meetings such as this because they have to look after their grandchildren. These Elders need ‘respite care’ of a different kind: respite from having to care for their grandchildren. 

To be an Elder with wisdom and knowledge an Aboriginal person must be 60 years of age. However, because Aboriginal people age earlier than the wider community they get sick earlier and need aged care earlier. This creates a problem for aged care, since many Aboriginal people aged below 60 are prematurely aged and need aged care like their non-Aboriginal counterparts aged 60 or more, yet they are not regarded as old enough by mainstream services. 

Gaps in services

The Elders need a Healing Centre, not just a medical centre – many Western doctors are “arrogant’. The Healing Centre can be a place for respite and retreat, a place where they can meet for other occasions than funerals - “We only see them at funerals” - a grieving place for many hurts including having no voice in the loss of grannies to foster care or adoption. The Centre could have natural therapists, indigenous counsellors, drug and alcohol abuse counsellors, traditional healers and medicines

Some of the Elders are starting to move away from Western-style doctors and back to the traditional healing methods and medicines and relying more on their own body wisdom to heal them.

The needs of Elders are different from those of the rest of the Aboriginal community. There is a need for separate Aboriginal aged care programs and aged care workers.

Service delivery

“Everything costs money, that we can’t afford. We have to pay for essential aids, five dollars a month. You rent for ever and it’s never really yours, it’s like Radio Rentals [laughter]. I had to have the railing taken out and I needed a bath rack that I ordered but had to cancel. They sent it anyway and the bill. I ended up having to take it back. What happens to those who have no car? This sort of thing draws on our resources all the time. It’s all on you all the time.” [Note: This comment was from an Elder who had a high level command of the English language. Those who have less a command of the English language and western social experiences may be even worse off.]

Aboriginal Elders often do not get the medicine they need because they cannot afford it, “They need it to buy bread.” There is a chemist in this area who provides free medicine to Aboriginal people on the presentation of a scrip if they are in need. The participants said that it is good that she is doing this out of the goodness of her heart, but she should be compensated by the government. It has been reported that the government is trialling a scheme north of Adelaide to provide free medicine for the Aboriginal Elders. The question arose, why do they need to do these trials, which often come to nothing afterwards? It’s not like there are too many Elders, they should do it for all the Elders [Note: It is estimated that there are about 400 Aboriginal people aged 60 or more in South Australia, about half of them in Adelaide]

The medical centre is doing a good thing by having a family day. A nutritious lunch is provided and then the clinic is available for people who are sick. This is because many Aboriginal people will not go to mainstream doctors who they feel are not Nunga-friendly.

Sometimes white organisations organise house cleaners, but sometimes the cleaners don’t come on time and the Elders have to wait around all day. Sometimes they don’t come at all but they still put down that they have been.

Gaps in services

The following needs were identified:

· More hospital care for the seriously ill

· More nursing home beds

· Aboriginal areas in hospitals where relatives can visit properly with the patients, in the Aboriginal way 

· More Aboriginal people employed to help the Elders in hospital

· Better housing arrangements: cluster homes, sharing or living next door, Aboriginal nursing homes

Bricks and mortar

The housing needs to be integrated so there’s not a big jump from living independently to being in a high level facility. There needs to be a ‘trail’ from own home to ‘doubles’ (two houses together), to clusters, to hostel, to nursing home, with bureaucratic support so people can move smoothly along the trail.

4. Southern Women’s Health Service, Noarlunga – 07/02/01

Delivery of information and services
There’s a real shortage of both services for Aboriginal Elders and information in the south: 

“We have no services available to our Elders down here. Very little information filters down. We need information. No, we have no idea what the Office for the Ageing or Council on the Ageing offers. We had a visit from Aboriginal Health Care at Mile End. We asked for services but nothing has been done, although we have spoken with them again. If there’s a program for the Elderly the Elderly down here should be able to tap into it. There are a lot in their 50’s who need that help, not just people 60 or more.”

There seem to be serious problems with coordinating service delivery:

“Some time back when Aunty ……… had a stroke she needed lots of help. Some one said they were coming but they never turned up. She had Dom care for two or three weeks for physio but that was all. She really needed home care. "Yes, we’ll be there on such and such a day", and no one came.”

The city of Onkaparinga provides a bus service but Aboriginal people don’t use it:

Aboriginal people are supposed to have priority with the Onkaparinga bus service. But no one knows about it. It is not advertised. So Aboriginal people do not make use of it. There’s no communication in letting Elders know what services are available 

There is a need to let the people know that programs are available, and to provide more programs. The Southern Women’s Health Service can be used for programs, although the ‘women’ in the title may put some of the men off. 

Training and qualifications
Aged care certificates should be available for Aboriginal people wanting training. There are too many untrained indigenous people, but who will be able to do the work if no one is getting trained to do it? Elderly frail people need experienced people to care for them. Their skin is so fragile it can tear in the hands of an untrained person:

“I am an epileptic. What happens if I have a fit and they don’t know what to do? They would freak.”

Inadequately trained workers can cause other problems: 

“We all need specialised training. If anything goes wrong while they are in your care you’re in trouble with the family so a lot of responsibility is involved. You don’t want anything to happen but it can. And it needs training to know what you are doing. A lot of people have Diabetes and heart problems, dementia…. It doesn’t matter if they are non Aboriginal so long as they are trained but we have to have training too.”
Indigenous or Non Indigenous workers?
Different points of view were put forward:

“Non Aboriginal people can be condescending. They are bossy and make Aboriginal people shame.”

“I’d rather have a cultural mid wife than a non indigenous. They are more appropriate in our beliefs.”

“Everyone is different it is a personal thing. I’d prefer to have some one trained and qualified. So I personally would not mind a non indigenous person so long as they know what they are doing.”

Gaps in services
“A One Stop shop, a place of belonging-- An Aboriginal Community Meeting place…That will promote better links between the generations and is inclusive of our men.”

“We want recognition and to be serviced in such a way they we are not isolated and fragmented.”

“We need workers.”

“Transport. We have to have volunteers picking up Elders for doctor and shopping and we don’t have too many volunteers.”

“Equipment like ramps and bars and walking aids for the Elders in their homes.”

“We don’t want the Elders down here missing out because we are uninformed. We want information.”

“Outings.”

“Nutrition awareness, promote healthy eating in the Elders.”

“Protective measures…. security for the Elders. Some of the Elders are bullied by their families.”

Other issues.

Isolation is often experienced by Aboriginal people in hospital. Interpreters may be needed, especially for traditional people coming to Adelaide for treatment. Liaison staff no longer do this work. Social workers are needed, and each hospital should have a worker assigned to the Elders:

“We need some one to take care of our people in hospital, speak their language, give them information and let them know what’s going on now and when they get out or go home.”

Post-discharge care is another area where there are huge gaps in service delivery. Another issue concerns cultural rules about gender relations:

“Initiated men should not be seen by women. Its a shame job when they come down to Adelaide to hospital.”

Men seem to miss out on a lot of services. In part this is because there are fewer of them, and it may also reflect a perception that looking after health and older people is women’s business:
“Our men miss out. This is a Women’s Centre and they can’t see a doctor here if they are sick.”

“We want a community centre. Have an Aboriginal health day when we need the men to come and complain about it. They complain at home but that doesn’t change things. We put this lunch on now for Aboriginal families so our men can come here.”

5. Ceduna 02/04/01

The Ceduna group was held mainly at the Seaview Village, a hostel purpose-built for Aboriginal Elders and other Aboriginal people with an incapacity, and also at the Ceduna/Koonibba Aboriginal Health Services. The participants were staff at both of these places and five Elders resident in the Village. There are also about 10 Elders in Ceduna and six in Thevenard who are living independently.

Bricks and mortar
Ceduna is fortunate to have a new, purpose-built hostel that was opened only six months ago. Funds became available after sixteen years of negotiation with the Commonwealth government, and it took a further three years to get it built. However, the extra delay meant extra time for consultation. The Director of the Health Services set up a reference group consisting of one Elder from each of the family groups in the area. The Elders insisted on “sitting fees” for their advice, since they felt they had been consulted about so many things in the past with no tangible benefit to themselves. Lunch was also provided for each meeting. This added to the cost, but being paid for their advice was very empowering for the Elders, who “really worked hard” and assumed ownership of the project and made the decisions about every aspect of the construction, including the choice of architect, design (every Elder wanted a room with a sea view, and this was done), tiles, colour scheme, make of fans and washing machines etc etc. This process has done a lot to restore their self-respect. Because of this ownership, “not a single pebble was thrown through the window and not a single brick was stolen” during the construction process.

Out the front of the Village is ‘The Slab’ which is the large concrete foundation slab for the final stage of the project. Not enough money was left to finish it. The final stage would include a large activities room, public toilets, manager’s office, and kitchen, the last two of these being temporarily in other parts of the Village. This extra bit would open the Village out to the community, since it would provide a meeting place for non-resident Elders as well as other relatives. [Note: While it was a stunningly beautiful facility, and very peaceful, the researchers felt it was not complete since, although relatives could come and visit, it did not really feel like it belonged to the whole community.]

The residents are happy in the Village and free to come and go as they please. They are getting great service but they miss their homelands.

Political issues.

The Elders range in age from 53 to 80 years. The youngest residents are not ‘Elders’ in the traditional sense but are living there by virtue of their disabilities. 85% of their pensions are paid to the hostel, for which they get full board, laundry, even beds made, and a beautiful two-room suite with private bathroom. Although this proportion is less than is usually paid for such a facility, it has created some problems since some Elders do not like giving over any of their money, with the result that a few of the original residents have moved out, even though they need the care. However, given that the hostel is still relatively new it is envisioned that it will take a little time for the concept of the payment of 85% of the pension to be accepted. [Note: The research team felt that this was quite reasonable given that it is only in recent years that Aboriginal people have been allowed to handle their own monies.]

Reflections on the proceedings of the focus groups.

The participants in the focus groups reflected and affirmed the themes and issues that Aboriginal aged care workers had identified as important, and fresh insights were also obtained. The main themes to emerge from the groups were:

· Lack of information

· Lack of specific services for Elders

· Elders are doubly disadvantaged by exclusion and marginalisation

· Lack of adequate training in Aboriginal Aged Care

· The need for residential facilities

· The wish to have Aboriginal rather than non-Aboriginal aged care workers

These themes will now be expanded upon. 

Lack of information
There was not a clear understanding among both Elders and Aboriginal people working with the Elders about the way the mainstream aged care system works, and indeed little awareness of how the Aboriginal aged care system works. There appeared to be only a vague understanding that the Government was trying to do things to help the Elders, and no awareness at all that there were not-for-profit private organisations that could provide useful services. For instance, no-one in any of the groups we conducted had heard of ACH Group or had any knowledge of the services it provides. It is obvious that information has not filtered through from the head offices of aged care organisations to the grassroots of the Aboriginal communities.

The need for accurate and accessible information was consistently expressed. Often, where information is provided, it is expressed in language that is unintelligible to the people it is designed to help.

One of the main factors that prevent Aboriginal people from accessing information is their reluctance to deal with the mainstream system, which is viewed as ‘not Nunga-friendly’, cold and impersonal, so they prefer to deal with Aboriginal services. However, these services are very poorly resourced and the staff are not adequately informed about what is available. 

Mainstream services may take objection to these comments, since they sincerely believe that they are doing their best to let Aboriginal people know what they have to offer. However, it just does not work to send a pile of brochures or posters and expect that it will be understood and distributed, nor is it enough to send a representative to speak to a group of workers for twenty minutes and leave the written information behind. For instance, we observed, before one of our groups, a representative from an Aboriginal service trying to explain what they had to offer. It was quite clear that by the end of the talk only a small part of the message had got through. One contact is obviously not enough, it needs follow-up visits and the development of an ongoing relationship.

Getting information to where it is needed is a major challenge. There is a hierarchy of barriers between head office and the Aboriginal client, each of which needs to be overcome before the next can be approached. At the bottom of the hierarchy is the Aboriginal Elder, who may be isolated from involvement even within their own Aboriginal community, for a whole host of reasons (transport, ill-health, family responsibilities, etc). At every group we asked how many Elders there were in the area. There was no list written down anywhere, but after a bit of brainstorming the groups were usually able to name half a dozen or so Elders, some of which were able to attend functions and others who were not. It is fortunate that the strong kinship ties that characterise Aboriginal people still exist, for without them some of the Elders would be lost indeed. However, it is tempting for aged care providers to exploit this system, and the sense of family duty that Aboriginal workers possess, in order to avoid having to provide an adequately resourced system that non-Aboriginal older people expect. 

Lack of specific services for Elders
All the Aboriginal services that we visited were struggling to make ends meet and to fulfil their obligations. There is a severe shortage of Aboriginal workers of all kinds, and especially of trained and paid workers. All the services rely heavily on volunteers, who often work long hours without pay. The Noarlunga area seems to be particularly deficient in both services and information. 

Aboriginal workers enjoy their work, because they enjoy their communities, but they are under severe stress. Because of this, the work tends to be shared by everyone, with everyone helping out everyone else when needed. Hence, combined with the very low number of Elders in any particular area, there is no-one working specifically with Aboriginal Elders apart from in Government departments. Rather, looking after the Elders is a part of everyone’s portfolio, regardless of whether their main duties are with youth, children, or health education.

The Aboriginal workers are doing an excellent job under their severe constraints, but they are all overwhelmed by the work they have to do and are without exception overstressed and under-resourced.

Elders are doubly disadvantaged by exclusion and marginalisation
Aboriginal people suffer through life-long discrimination and racism and being treated as third-class citizens at best, and the resources provided often reflect this. For instance, we couldn’t help noticing that one of the meeting places was an old church hall, no longer needed by the church, furnished with second-hand furniture and decorated with Aboriginal health posters. We got the impression that Aboriginal people were like Lazarus in the biblical story, existing from the crumbs that Dives chose to throw his way. This is in stark contrast to the often beautiful facilities available to non-Aboriginal people, like the Seniors Centres and bowling clubs (which are not just for older people of course but the members are mostly in their 60s and 70s). In theory, of course, Aboriginal Elders can go to these places too, but, as they said, they would not feel comfortable there because they would not fit in. The Seaview Village at Thevenard is an exception to this, but its lack of completion means that it is not being used to its optimum extent.

Most Aboriginal Elders, unlike most non-Aboriginal older people, have no savings, investments, or superannuation and they have no assets. This is not because they have been lazy but rather they have been exploited and marginalised during the years when non-Aboriginal people were building up their nest eggs. Any spare money that Aboriginal Elders may have is in many cases spent on looking after their grandchildren and even great-grandchildren, since many Elders are the primary caregivers of their grandchildren.

You can have the situation, as one Elder reported it, of an Elder who has suffered a stroke and hardly able to stand upright trying to pick up and tend to a tiny infant. 

It is hard to imagine two situations more different than those of the Aboriginal and non-Aboriginal Elder. Therefore, if it comes to a choice between feeding the baby and paying for a walking frame, there is no choice, food comes first. And this is to say nothing about the barriers that Aboriginal Elders face in getting and keeping mainstream services in the first place. Aboriginal Elders have been excluded, socially and financially, from full participation in the affluent society for all their lives, so it is no wonder that they would feel embarrassed in a mainstream Senior Citizens Centre. What would they have in common to talk about?

Aboriginal Elders suffer from a double disadvantage since they are also becoming marginalised within their own Aboriginal communities. Respect for the Elders in some instances is diminishing and indeed has in some cases gone to the other extreme, with Elder abuse, exploitation, and neglect becoming increasingly common. It is a huge challenge to empower a group of people who are marginalised within an already marginalised community. The involvement of the Elders of Ceduna/Koonibba in the construction of Seaview Village is a good example of an effective way to empower the Elders so they can regain their respect. This requires a lot of patient, careful, and persistent work, which takes time, effort and money. It is essential that these initiatives be supported over a long time frame so that they do not wither and cause the Elders to think that they have been exploited yet again.

Racism, the root cause of the initiation and persistence of marginalisation, is an even more difficult problem to eradicate.

Lack of adequate training in Aboriginal Aged Care

The Aboriginal workers we met were doing a remarkable job with very little if any training, rather working it out on the job. The workers themselves were unhappy about this, since they felt unqualified to deal with possible emergencies and were not trained in how to provide personal care.

The need for residential facilities

Every Adelaide group expressed the need for a residential aged care facility. Present facilities are inadequate. Aboriginal people do not feel comfortable in mainstream residential facilities, and the Aboriginal Elders Village is unsuitable because it also contains younger disabled Aboriginal people who bully the Elders. Apart from providing high-level care, a specifically Aboriginal aged care facility could also provide respite care of a different kind, namely, respite and retreat from the demands of looking after grandchildren and other younger family members who tend to impose on the Elders.

The wish to have Aboriginal rather than non-Aboriginal aged care workers
The majority preference seemed to be for Aboriginal aged care workers. However, this issue is not clear-cut, since some Elders do not want other Aboriginal people to know their business, and there could also be kinship-related problems which prevent some workers from helping some Elders. For serious situations it is more important to have the best possible care, regardless of whether it is an Aboriginal or non-Aboriginal person providing it, but for most situations an Aboriginal worker, who understands the culture, would be preferable.

Addressing the issues – some possible solutions

Lack of information
There is a need to collate and disseminate information on services and assistance available to Indigenous Elders, and creative solutions need to be found to inform Elders about what is available to them. There are two issues in getting information where it is needed: 1) ensuring the information is delivered in ways that the audience can understand and relate to and; 2) creating and utilising effective pathways to get the information to its intended audience.

Information needs to be put in simple language so anyone, including people who have been marginalised and may have less education than others, can understand it. Information for Aboriginal people needs to be delivered in ways Aboriginal people can understand. Aboriginal people are very visual and respond well to bright posters and cartoons, with few words but strong images. For instance, cartoons are used to excellent effect in the Incontinence Kit developed by Esther Quintal for the Commonwealth Department of Health and Aged Care. The Incontinence Kit is a good model since it includes humour, use of Aboriginal words for private parts and body functions (rather than ‘stool’, for instance), putting the message across as a story with realistic characters like Auntie May and members of her family, and because it deals with intimate and embarrassing matters in an acceptable way.

Social functions, including lunch and refreshments, provide a useful forum for discussing health and care issues and services. Much if not most information is transmitted in a social environment, talking about issues over a sandwich and a cup of tea. These gatherings can be very informal but also include a time for an aged care worker to talk about their work. This requires setting aside a good deal of time, to take part in the social side and to stay on and talk with the people after the ‘formal’ presentation is over.

Lack of specific services for Elders
Create part-time Eldercare workers

Elders are doubly disadvantaged
Community-building needs to be actively pursued, by providing better transport and facilities for social activities to bring people together. Ideally the Elders should have facilities of their own, where they can meet and interact without having to deal with younger people, as well as having opportunities for intergenerational activities.

The issue of deciding when someone is an ‘Elder’ is a tricky one. The Council of Aboriginal Elders of South Australia has an age requirement of 60 to be called an Elder with full voting rights, but younger people aged 45 or more can become ‘associates’ who can attend meetings but cannot vote. This is to prevent the Elders being bullied by younger people with their own agendas. The Council has stringent procedures to guard against abuses of this system, eg, needing to be vouched for by existing Aboriginal members. This is a similar procedure for accepting someone into the community as an Aboriginal person. 

Therefore, perhaps it is useful to think of two groups of Aboriginal Elders: one classified as ‘Elders’ because of their health, and therefore need health care; and the other as people who are Elders because of their chronological age and wisdom, whose needs are for respect, comfort and quality of life as well as health care and who assume pastoral care responsibilities for the community.

Mainstream services may wish to accept that people classed as Associates by the Council of Aboriginal Elders be regarded as seniors for the provision of aged care. It may be wise to keep the label ‘associate Elder’ on any documentation, such as the Seniors Card, so it is clear that this does give the associate the same status as a true Elder.

Lack of adequate training in Aboriginal Aged Care
Again, there are two issues here. Firstly, there is an urgent need for more Aboriginal workers trained in aged care. Secondly, there is a need to train non-Aboriginal aged care workers in relevant aspects of Aboriginal culture. The second issue is being addressed already to some extent, although it is not clear at present how effective existing training programs are. 

A clear definition of “culturally appropriate service” is needed to guide service delivery. It is essential to learn the best way to speak to Indigenous people and listen to and interpret Indigenous voices. However, having cultural awareness does not mean knowing all the Dreamtime stories or being able to speak the local Indigenous language. Rather, it means understanding the way Aboriginal people live and organise their lives and their methods of relating, communicating and doing things, and what is culturally important to them. 

There is a need to develop a training program, designed with reference to best practice in mainstream aged care as well as specific cultural considerations, for both Indigenous and non-Indigenous aged care workers. The input of the Elders will be essential in this process. Organisations such as ACH Group could take the lead in developing such a program, which could be the model for other organisations and states. One tangible outcome could be a Certificate/Diploma in Indigenous Aged Care, perhaps through TAFE and schools of nursing. Non-Aboriginal workers who already possess aged care qualifications could perhaps expand their qualifications by taking modules in Aboriginal cultural awareness and the specifically Aboriginal aspects of aged care. 

Training manuals on service provision for Indigenous Elders should be produced to assist health workers, as there is a general lack of understanding among health professions of the issues of Indigenous ageing. It is necessary to promote a critical and informed understanding of both personal and professional responsibilities in relation to Indigenous care. Some understanding of the historical, social and political factors which influence Indigenous health and illness, and relationships with health services, should be seen as an essential minimum in training programs for all aged care workers, not just those working specifically with Indigenous Elders. 

Finally, there is a need to train Aboriginal health workers in basic research skills to evaluate the effectiveness of Indigenous aged care.

The need for residential facilities
There is a clear need for a nursing home/aged care facility in the Adelaide area modified or purpose-built for Indigenous Elders.

The functions of an aged care facility for Aboriginal Elders may include providing a place where Elders can go to for a break now and then, where they’ll be looked after for a change. 

The wish to have Aboriginal rather than non-Aboriginal aged care workers
This issue has largely been addressed in the section on training above. Establishing a diploma in Aboriginal aged care would produce trained Aboriginal aged care workers and also non-Aboriginal workers with a good understanding of how to relate to and best service Aboriginal Elders. 

There is also a need to create better relationships with mainstream services, for many reasons including the need to fill the gaps in service delivery until there are more trained Aboriginal workers. In the short term at least, and possibly for longer, it may be necessary to develop small ‘task forces’ containing both ‘mainstream’ and Aboriginal aged care workers. For a new Aboriginal client, the initial contact with an Aboriginal worker may be followed up by a joint visit with a non-Aboriginal worker, and over a few visits the Elder may develop enough trust to accept the non-Aboriginal worker on their own. This will be time-consuming, but the investment of time is likely to pay off in the long term in improved quality and effectiveness of care.

Recommendations: the role of ACH Group in Aboriginal aged care

The research team sees great opportunities for mainstream organisations such as ACH Group to make a significant contribution to improving the quality of care for Aboriginal Elders:

1. Delivery of information: in consultation with Elders and Aboriginal Health organisations, visually appealing posters, booklets, videos, and other forms of information could be produced. The mode of delivery can be in the context of informal gatherings over lunch. ACH Group could be an auspicing body that organises these social events. ACH Group could appoint a Project Officer to work closely with the Council of Aboriginal Elders of South Australia to organise social events for Elders on a regular basis.

2. Cultural awareness training: All non-Aboriginal workers having any contact with Aboriginal people would need to undergo a process of cultural awareness training. The Council of Aboriginal Elders of South Australia, the Indigenous division of the Office for the Ageing (SA), the Aboriginal Health Council, and the College of Indigenous Education and Research would be the ideal organisations to approach in order to develop such a program, in order to ensure that what is ultimately presented as ‘culturally appropriate’ is indeed acceptable to Aboriginal Elders. 

3. Aged care training: ACH Group could sponsor the development of a comprehensive accredited training program in Aboriginal Aged Care, to be delivered by a tertiary institution. Since this would be a new program, not currently available anywhere in Australia, this would require much careful planning, including further research into the specific needs of Aboriginal Elders, in consultation with the Council of Aboriginal Elders, the College of Indigenous Education and Research, Schools of Nursing, and other stakeholders with an interest in Aboriginal Elders.

4. Collaborative partnership: ACH Group could liaise with Aboriginal health care organisations to develop links with Aboriginal workers responsible for the care of specific Elders. We recommend that ACH recruit an Aboriginal aged care worker to supervise the delivery of care to Indigenous Elders.

5. One to one service delivery: an aged care worker from ACH could work side by side with an Aboriginal aged care workers to care for particular Elders.  If the Aboriginal worker thought that ACH Group could provide useful assistance for the Elder, approaches could be made, leading to the possible introduction of the Elder to the services of ACH Group. The approach would need to be from the organisation to the Elder in the first instance, rather than waiting for the Elder to approach ACH, and possibly throughout. As mentioned above, the gradual development of trust would be crucial to successful service delivery. After some time the Elder may feel comfortable enough with the ACH worker to see them without the Aboriginal aged care worker.

6. Bricks and mortar: ACH Group may wish to become involved in building or modifying residential facilities with a range of levels of care, in order to provide the Elders with a restful place of their own in their later years.

In general, the research team sees the ACH Group as a large and well-resourced organisation that can have an important facilitating role in developing a range of programs to benefit people who have been, and still are, severely disadvantaged throughout their lives.

Issues for further investigation

In the course of the present investigation, the following issues were identified as requiring more research: 

· What is ‘culturally-appropriate’? More theoretical work is needed to answer this question. Our tentative suggestions above are general, and do not take into account the diversity of groups within the Aboriginal ‘community’ and how they relate to each other. 

· If quality of service is an essential component of best practice, how is the quality of service by providers of Indigenous aged care to be evaluated? How can quality be assured? 

· Under what circumstances is it appropriate, and if so in what ways, for non-Indigenous workers to work with Indigenous Elders? What are the criteria by which aged care workers can decide whether an Indigenous or non-Aboriginal worker would be more appropriate?

· How can more people become recruited into Indigenous aged care?

· To what extent is it sensible or desirable to separate Indigenous ageing issues from issues affecting younger generations?

· What constitutes quality of life for individual Elders?

More research needs to be done into:

· The barriers to communication due to inappropriate, insensitive, or unintelligible language

· The influence of geographical dispersion, given the small numbers of Elders

· The structures and procedures of current mainstream residential services which are disincentives to Aboriginal people who need high-level care for their Elders
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