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EXECUTIVE SUMMARY
Aims, context and definition
The aim of the study is to analyse the diversity and types of service integrated
housing that have been developed in Australia, and to consider the policy and
research implications. It includes examination of the implications of international
experience with service integrated housing for Australia. The term service integrated
housing refers to:
all forms of housing for people in later life where the housing provider
deliberately makes available or arranges for one or more types of support and
care, in conjunction with the housing provision.
Interest in this form of housing provision derives from the ageing of the Australian
population, and the impacts of disability and frailty on the capacity of many individuals
and households to manage the tasks of daily life in the domestic housing environment
without support. While the majority of those in need of assistance live in the general
community with care from formal services and /or family or other informal carers, a
proportion live in a range of purpose-built housing for older people that also provides
varying levels of support and care services. Little systematic information is available
on these forms of housing and the services they provide, but there is increasing
recognition that as the period of later life for many Australians lengthens, and as the
overall number of older Australians grows, greater consideration needs to be given to
the range of housing and care choices available to older Australians.
In order to provide a foundation for improved understanding of service integrated
housing, this research project addresses the following objectives:
1.

To clearly identify and define service integrated housing as an approach to the
provision of housing, support and care in later life in Australia that is
intermediate between delivery of community care to people living in the
general community and residential aged care.

2.

To outline the historical development of service integrated housing in Australia,
and show how this pattern of development has shaped the size and
organisation of the sector, and the predominance of certain service types.

3.

To place the development of service integrated housing in Australia in an
international context, and to clarify the terminology used in Australia and
internationally as a foundation for more rigorous use of terminology and more
systematic international comparison.

4.

To provide a classification of the various forms of service integrated housing in
Australia.

5.

To provide case examples of the various forms of service integrated housing in
the contemporary Australian context, and thus illustrate the diversification that
has occurred.

6.

To identify and consider the policy and research issues associated with the
future development of service integrated housing.

Service integrated housing as a component of aged care
In the Australian context the main form of service integrated housing is the retirement
village. However, ‘retirement village’ is now an umbrella term that encompasses a
range of different kinds of service integrated housing. Some retirement villages focus
on recreational activities and these are often referred to as lifestyle villages. However,
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most are concerned with providing a supportive environment for older people, and an
increasing number are catering for older people requiring care as well as support in
serviced apartments and assisted living facilities. Many are also involved in assisting
‘self-care’ retirement village residents to access community care services. Several
new forms of retirement village are also emerging, including affordable rental villages
for low-income, low-asset aged pensioners.
There are also important developments in service integrated housing outside of the
retirement village sector. Service integrated housing is provided through many of the
independent living units built for older people from the 1950s to the 1980s, as well as
in supported residential services and in some boarding houses and manufactured
homes estates. Service integrated housing is provided to many older people with
complex needs, particularly older people at risk of homelessness. There are also wellestablished services such as Abbeyfield Housing, and experimental models such as
Apartments for Life.
Service integrated housing has received far less policy attention in Australia in recent
years than community care and residential care. However, with an estimated 130,000
residents, service integrated housing is comparable in size to residential aged care
with an estimated 165,000 residents (permanent and respite). There are also close
linkages and inter-connections between service integrated housing and other aged
care services. There are strong grounds for arguing that service integrated housing
should be viewed as the third component of aged care in Australia intermediate
between community care and residential care as shown in Figure 2 (p. 30), and that
the role of service integrated housing should be given greater recognition in policy and
research.

The historical development of service integrated housing
One reason for the limited policy attention to service integrated housing is its complex
history which is portrayed in Figure 1 (p. 14). The history of service integrated housing
can be understood in terms of four tiers of development, underpinned by the growth of
community care services. The first tier was the development of independent living
units by community organisations from the 1950s to the 1980s. However, the
cessation of government capital funding meant that policy subsequently neglected
these developments. The second tier took the form of hostels whose growth was
accelerated by the introduction of care subsidies for hostel residents in 1969 and new
legislation in 1972. However, over time the balance of hostel roles shifted away from
accommodation towards a greater emphasis on care, bringing them closer to nursing
homes. This transformation was completed when hostels and nursing homes were
brought together under the Aged Care Act 1997. The third tier was the development
and diversification of retirement villages by community and private sector
organisations since the 1970s. While shaped indirectly by aged care policies, and in
part filling the gap left by these policies, this development has come about without an
explicit policy framework. The fourth and as yet small tier of service integrated
housing comprises a number of innovative projects developed to address the needs of
particular groups, including insecurely housed and homeless older people who require
special support, and older people who lack the financial resources to buy into
retirement villages.
These developments came about at the same time as home and community care
services were expanding. Delivering these services themselves or drawing on
services delivered by other agencies gave housing providers much of the service
component for new service integrated housing arrangements. Community care can
thus be seen as a general infrastructure supporting residents living in various forms of
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housing purposely built for older people as well as serving those living in the wider
community.
The consequences of this somewhat untidy history are that service integrated housing
lacks both a clear identity and a continuous history of government involvement.
Important types of service integrated housing such as independent living units and
hostels were discontinued or deflected to other purposes, and the main form of
service integrated housing, retirement villages, were developed by the community and
private sectors with limited government direction. Public sector leadership has been
restricted to specific and relatively small areas, such as service integrated housing for
homeless and insecurely housed older people. Australia has an extensive service
integrated housing sector, but its contribution towards meeting the accommodation
and care needs of older Australians has received little policy recognition.

The international context
To understand the future of service integrated housing in Australia, and the roles that
public policy might play, it is instructive to look at service integrated housing in
comparable overseas countries such as the US, the UK and the countries of Europe.
All of these countries have many forms of service integrated housing, but the wide
range of terms used to describe service integrated housing has made international
comparison difficult. The international translation chart provided in this report (Table 2
and full chart at the end of the report) addresses this issue. It defines over 90 terms
referring to types of service integrated housing, and identifies the international
equivalents to Australian terms and housing forms.
There is much to be learnt from the international experience as shown in Chapter 3.
One central message is that in the US, the UK and most European countries, service
integrated housing has emerged as a key service sector for older people, alongside
community care and residential aged care. For example, almost one million people
live in assisted living facilities in the US. Similarly, in the UK sheltered housing
provides approximately 400,000 units of accommodation and has been at the centre
of public policy debate about housing, support and care for older people.
The international experience also shows that there are three broad sub-types or
clusters of service integrated housing that are present in the UK, the US and many
European countries. Firstly, there is service integrated housing offering lifestyle and
recreation. The strongest tradition of this sub-type is in the US where such housing
forms are referred to as ‘active adult retirement communities, ‘leisure oriented
retirement communities’, ‘retirement housing for special affinity groups’ and
‘retirement resorts’. In Australia the most commonly used term is ‘lifestyle village’.
Secondly, there is service integrated housing offering support. Support includes such
features and services as barrier-free environments, on-site management, general
property maintenance, social and recreational activities, group transport, limited
supervision including personal alert/emergency call systems and social support. In the
Unites States these housing forms are known by terms including independent living
facilities and board and care homes. In the UK such housing is called sheltered
housing, a term also used in the Netherlands, Canada, Germany and Israel. Some
forms of co-housing for older people in Europe, and Abbeyfield Housing as it has
been adapted in Australia, also fall into this category. The ‘self-care’ and ‘independent
living’ units in Australian retirement villages are the main Australian examples,
together with independent living units that offer some support, affordable rental
villages, and some boarding houses and manufactured home estates.
Thirdly, there is service integrated housing offering support and care. In addition to
‘support services’, care services may include property maintenance in response to
3

individual needs, assistance with domestic work (cooking, cleaning, laundry, shopping
and household management), individualised transport service, assistance with selfcare (bathing, toileting, dressing, grooming, eating, medication), nursing care, allied
health services and case management and counselling. In the US this category
includes congregate seniors housing, assisted living facilities and continuing care
retirement communities. In the UK it includes very sheltered housing, extra care
housing and some retirement communities. In some European countries it is termed
service housing and heavy service housing. The Netherlands’ model of apartments for
life also falls within this category. In Australia this form of housing is provided in
retirement villages as serviced apartments and assisted living, and by the provision of
community care services to retirement village residents.
The international experience of service integrated housing shows that the roles played
by the public, private and community sectors in service integrated housing provision
can vary widely from country to country. For example, in the US the public policy
framework is relatively weak, and the private sector has played the main role in
developing new forms of service integrated housing. The community sector has been
active in extending service integrated housing to lower income-groups. In the UK, the
public sector has taken a leading role in the development of service integrated
housing. Sheltered housing and extra-care housing has mainly been provided by local
authorities and housing associations operating within an explicit national policy
framework. In the UK the private sector has played only a minor role.

Classifying service integrated housing
The three broad sub-types or clusters of service integrated housing identified in the
international context are helpful in describing the nature and pattern of service
integrated housing in Australia. However, if we are to understand the composition and
shape of service integrated housing it is helpful to develop a more detailed
classification system. There are many different dimensions of service integrated
housing including sector, tenure arrangements, dwelling structure or form, physical
form, size and scale, design, level and types of services, service arrangements,
market, geographic location, and age-range. Classifying the different forms of service
integrated housing based on a selection of these variables assists in understanding
the range of ‘possible permutations and combinations’ and provides a conceptual
foundation for detailed, empirical analysis.
A classification of service integrated housing developments in Australia is developed
in Chapter 4 and presented in Figure 4 (p. 66). It is build around three variables: the
sector of the organisation providing the housing; the dwelling form; and the nature of
service provision arrangements.
The sector of the organisation responsible for the housing component of service
integrated housing is a fundamental and defining characteristic. Each of the three
sectors – private, community and public – has a distinctive history and role in service
integrated housing, as well as more general characteristics that shape its current and
emerging roles. The dwelling form of a service integrated housing development is of
fundamental importance as it affects the way that housing is experienced by residents
and the ways that services are provided. Three main types of dwelling form are
distinguished: detached villa; private apartment and shared, non-private dwelling. The
service arrangements for provision of care services are the third variable. An external
service arrangement is where the housing provider relies on delivery from an external
agency, overwhelmingly HACC agencies, that are separate to the housing provider.
Internal service arrangements are where the housing provider takes a role in providing
care services, either by providing services directly or facilitating access to services
and making arrangements with service providers.
4

The three sectors x three housing forms x two service arrangements result in 18
possible categories for describing older persons’ service integrated housing. All forms
of service integrated housing can be located within one of these categories. Hence,
the classification provides a means for identifying the most prevalent forms of service
integrated housing as well as forms that are under-represented either because they
are under-developed or are unlikely to develop for one reason or another. The
classification may also identify ‘boutique’ cases that can be noted as such, especially
if they have some features that are likely to limit wider take up.

Applying the classification to cases
In Chapter 5, 14 case examples of a diversity of service integrated housing
arrangements in Australia are presented, using the classification categories as the
descriptive framework. As well as illustrating the utility of the classification scheme,
the case examples illustrate the diversity of types of service integrated housing that
have developed in Australia. The case examples cover 11 of the 18 categories shown
in Figure 4, and examples falling into the remaining categories are also identified.
The classification and case examples suggest patterns of likely associations amongst
variables that would be found were a large-scale study of service integrated housing
in Australia to be undertaken, and the overall patterns that are likely to emerge under
current policy settings. Based on the case studies and the historical material
presented in Chapter 2 a number of generalisations concerning the roles of the
community, private and public sectors in service integrated housing can be made.
It has been the community and private sectors that have played the main roles in the
development of service integrated housing in Australia since the 1980s. The residentfunded financing model involving residents purchasing the right to occupy retirement
village units with the proceeds of the sale of the family house, and paying
management fees and a deferred management fee, has enabled both sectors to
develop retirement villages without public subsidy. In the community sector many of
the organisations developing retirement villages have been the same organisations
involved in provision of aged care services including both community care and
residential aged care homes. This has enabled many organisations to offer residents
of retirement villages the possibility of moving to co-located or closely located aged
care facilities as their care needs increase. It has also opened up the possibility of
providing community care services to residents of their retirement villages, and has
provided the experience and expertise to develop serviced apartments and assisted
living facilities within retirement villages. Many of the community sector providers of
retirement villages are large state-wide or nation-wide providers of services to older
people, with affiliations to church or welfare organisations. The community sector is
also the main provider of service integrated housing to older people with complex
needs, and the sponsor of innovative developments in service integrated housing.
The private sector’s involvement in service integrated housing has also been
predominantly through retirement villages, although private sector organisations are
also involved in supported residential services, manufactured home estates and
boarding houses. The sector includes large providers of retirement villages across the
country and smaller operators of single villages. There is a great diversity of private
sector retirement village developments catering to the luxury, medium priced and
affordable segments of the market. The private sector has pioneered affordable rental
villages for low-income, low-asset older people. Many private sector retirement
villages have developed support and care services such as serviced apartments and
assisted living facilities, and have shown considerable interest in expanding their role
in provision of support and care to their residents. Many private sector providers of
retirement villages have experience as providers of residential aged care homes,
5

especially high care, although their involvement in provision of community care has
thus far been minor.
By contrast with the community and private sectors, the public sector has played a
relatively minor role in service integrated housing. The Australian Government was
initially involved in stimulating the involvement of the community sector in retirement
villages through its capital grants for independent living units, hostels and nursing
homes from the 1950s to the 1980s. But since the 1980s the attention of the
Australian Government in this broad area has mainly been focused on home and
community care and residential aged care homes, and capital funding has been
largely withdrawn. The extensive development of retirement villages since the 1980s
has occurred largely without direct public sector funding or provision. The Australian
Government has been involved through the CSHA in providing housing for older
people in public housing, but this has not involved direct funding or support for service
integrated housing in public and community housing, other than in a few isolated
examples. The main form of support from the Australian Government for service
integrated housing has been for older people with complex needs through programs
such as the Assistance with Care and Housing for the Aged program, and there have
been some similar programs at the state level. However, the Retirement Villages –
Ageing in Place initiative may pave the way for a renewal of interest by the Australian
Government in mainstream service integrated housing and provide a platform for
more extensive involvement in the future.
State and Territory Governments have only a low level of involvement in service
integrated housing, mainly around regulation linked to consumer protection of
retirement village residents. In some states planning policies and regulations address
issues of the location and standards of housing for older people, including service
integrated housing, but these regulations are far from standard across the country.
Some state housing authorities and community housing facilities supported by state
housing authorities have developed support programs for older public housing
residents with complex needs, but these are small scale.

The future – drivers of change
It is not possible to provide a definitive analysis of the drivers of change in service
integrated housing in Australia without further research. However, on the basis of the
analysis presented in this report, six key drivers can be tentatively identified, three on
the demand side and three on the supply side.
The first driver on the demand side is the ageing of the Australian population which
will increase demand for all forms of services for older people including service
integrated housing. The number and proportion of Australians aged 65 and over living
in retirement villages has been steadily increasing over the past two decades. These
trends are set to continue especially from around 2020 when many baby boomers will
be entering their 70s. A high proportion of people entering later life over the next two
decades are home owners who will have the capacity to sell their home and purchase
a place in a retirement village. The scale on which retirement villages have grown
shows that they have been accepted by many consumers. It seems likely that the
diverse forms of service integrated housing offered by retirement villages will continue
to appeal to segments of the older population looking for or requiring a supportive
living environment and/or the lifestyle offered by retirement villages, and with the
means to make the choice.
The second driver is the likely demand for service integrated housing offering a
significant level of care, but less than that offered in residential aged care homes
(RACHs). This is the experience of the US in the form of assisted living, and in the UK
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in the form of extra-care housing. In the Australian context, as residential aged care
homes have become increasingly targeted to older people with high-care needs, it
seems likely that housing options that offer significant levels of care outside of RACHs
will be in high demand. This is evidenced by the increasing number of private and
community sector providers offering assisted living, in part as an alternative to lowcare RACH. However, we lack comprehensive data on demand for all forms of service
integrated housing in Australia, and this is an area for further research.
The third demand-side driver is the current and emerging need for service integrated
housing for older people who do not have a housing asset or other financial resources
to enter the mainstream retirement village industry, but whose frailty or disability is
such that they require some level of support and care. There are three main groups of
such older people who are likely to require service integrated housing. The first group
are those living in inappropriate, unsupported and often expensive housing in the
private rental market. While this group can access community care services, it is often
the case that physical and social aspects of their housing circumstances make
effective provision of community care difficult and they would in many cases benefit
from more supportive living arrangements. The second group are older public housing
tenants whose needs for support and care services are increasing. The third group
are older people with complex needs who in many cases are insecurely housed, at
risk of homelessness, or homeless. There will be a continuing demand for service
integrated housing for this small population. Many in this client group are relatively
young and stabilising housing and ensuring access to basic services as they enter old
age can improve wellbeing and moderate their needs for higher levels of on-going
support and care as they age.
On the supply side, the primary drivers of service integrated housing are to be found
in the characteristics of the overall retirement village industry. There has been no
major study of the retirement village industry since Stimson’s study published in 2002,
and in the absence of detailed recent research, predictions concerning the future of
the industry have to be based on piecemeal evidence and so are necessarily
somewhat speculative. Stimson predicted significant future expansion of the industry,
and a continuation of the trend of the past three decades which has seen retirement
villages firmly established as the fastest growing type of housing oriented to the needs
of older people in Australia. Stimson based his analysis on the ageing of the
population, and the likelihood of increased market penetration as providers responded
to different market segments and developed new village forms. He foresaw greater
concentration of ownership and management and maturation of the industry as a
whole. His predictions of continuing industry growth were affirmed by the number of
retirement village residents enumerated in the 2006 census. Uncertainties in the
Australian residential property market generated by the global financial crisis in 2008
and 2009 appear to have had a short-term negative impact on demand for retirement
villages and some disruption to the industry as a whole. However, there is no
compelling evidence to suggest that the short-term issues facing the industry in the
wake of the global financial crisis invalidate Stimson’s longer-term predictions.
Within the retirement industry, further drivers of the supply of service integrated
housing are the relative capacities of the community and private sectors. Many large,
community sector providers of retirement villages hold a competitive advantage over
private sector providers insofar as they are also providers of both community care and
RACHs. This facilitates the provision of HACC and CACP and EACH packages to
residents in community sector retirement villages and the provision of assisted living
services by staff located nearby in community care or RACH services. It also
facilitates service integrated housing in the form of three-tier complexes, and day care
services using the facilities of either retirement villages or RACHs. By contrast, private
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sector providers of retirement villages are only minor providers of community care
services at this stage, although their role has grown and may continue to grow in line
with increases in CACP provision. The capacity of retirement village providers to
readily access community care services for their residents is a major driver of service
integrated housing. While the Retirement Village – Ageing in Place initiative
encouraged all retirement village operators to apply for allocation of CACP places and
the related approved provider status, it seems likely that community sector retirement
village providers will be best placed to take advantage of this opportunity.
The final set of drivers is the renewed interest since 2007 in housing policy by the
Australian Government. Policy initiatives such as the National Partnership Agreement
on Homelessness, the National Partnership Agreement on Social Housing, the Social
Housing Initiative and the National Rental Affordability Scheme indicate the renewed
and strong emphasis in current Australian Government policy on expanding the
availability of social and affordable housing and reducing homelessness. Many of
these initiatives have direct implications for the housing of older Australians. The
emphasis on older people in the NPA on homelessness is an extension of the
Australian Government’s longstanding involvement in provision of service integrated
housing for older people with complex needs. Expansion of social and affordable
housing provision through the NPA on social housing, the social housing initiative and
NRAS will add to the stock of housing available to lower income, older renters. The
emphasis on barrier-free design in all of these programs is an important step towards
more supportive housing for older people.
Nevertheless, apart from the focus on older people in the NPA on homelessness,
these policy initiatives do not directly address the issue of the supply of service
integrated housing for older people. A question therefore remains: in a policy climate
conductive to policy innovation and expansion in housing for older people, how can
the provision of service integrated housing for older people be advanced?

Policy and research options
One policy option is to do nothing. Service integrated housing has developed over the
past 30 years with little or no policy direction and no direct funding or provision by
government other than for people with complex needs. It might be argued that this
represents a significant policy success, or at the least an example of successful policy
by default. Policy settings that have seen the retirement village sector expand to some
130,000 units over 30 years without direct public investment can hardly be counted as
a failure. This approach appears to have provided greater flexibility than seems to be
apparent in many overseas models, and providers have been opportunistic and
innovative in developing many models that work. Why consider new forms of policy
intervention?
There are five answers to this rhetorical question.
Firstly, it can be argued that there are ways that policy interventions could facilitate
current trends and enhance the roles that are being played by retirement village
providers in service integrated housing. Over the last decade retirement villages have
been diversifying, particularly in the ways that they provide care services to residents.
This diversification includes the development of serviced apartments and assisted
living arrangements and the provision of community care to ‘self-care’ residents
through various internal and external arrangements for delivery of care services. One
policy option would be to find ways to facilitate these trends, while still relying
principally on the entrepreneurship of private and community sector operators to
expand the volume and range of these options. This would involve the Australian
Government moving from the ‘hands off’ approach that has prevailed to date to a
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more ‘hands on’ approach that would facilitate, but not dictate, closer integration of
service delivery with a variety of housing forms. By enabling community care services
to be delivered in all forms of housing, the Australian Government has laid the
foundation for a highly flexible and diverse approach to the provision of service
integrated housing. This facilitative approach has been strengthened by the
Retirement Villages – Ageing in Place initiative which provides further opportunities for
retirement village operators to become involved in community care provision, albeit at
this point on a small scale. This foundation could now be built on more widely.
Secondly, it can be argued that the needs of low-income, low-asset older people are
not met in existing arrangements and that governments need to selectively intervene
on behalf of this group of older people. The main limit of the mainstream retirement
village model in Australia is that it is restricted to those who can pay the entry charge
through sale of their family home or some equivalent funding source. Low income,
older renters are thus excluded in most cases from retirement villages. It seems likely
that as the number of low–income older renters increases, the demand for forms of
supportive housing with care options will also increase.
If governments wish to increase access to service integrated housing for lowerincome, low-wealth older renters, a number of options might be considered. One
approach would be to further encourage the development of supportive housing
developments for older, low-income people as part of the social housing initiative, the
NPA on social housing, NRAS and/or similar future initiatives. Such housing
developments might involve co-location of older people in new ‘rental retirement
villages’ or by including a proportion of rental units in existing or proposed
conventional retirement village developments. Ready access to community care
provision would be included in the design of the housing development, and one
responsibility of the manager of the housing service would be to facilitate provision of
community care. The housing provider for such facilities could be a public housing
authority, a community housing provider, a not-for-profit retirement village or aged
care provider, or a private sector organisation.
Service integrated housing developments for lower-income low-wealth older renters
such as those proposed above might restore, resurrect or recommission housing
facilities developed as part of earlier public policies. The Social Housing Initiative and
NRAS appear to present four particular opportunities for community sector providers
to redevelop outdated accommodation that is in need of renewal. These opportunities
could be pursued through a sub-program of NRAS to provide affordable service
integrated housing. Firstly, redevelopment of a number of clusters of outdated ILUs
has been under discussion for some years, but action has been slow to eventuate. A
dedicated sub-program could be the trigger for action to refurbish the ILUs or rebuild
on the sites. Secondly, the extensive restructuring of residential aged care over the
last decade has seen the closure of some homes, particularly small homes. While the
growth of larger homes has meant that the total number of places in RACH has
increased, little is known about the exit pathways of homes that have closed. As
restructuring of RACHs is continuing in line with rising standards required for buildings
and care environments, more purposeful exit strategies could see some of these
facilities and sites used as forms of service integrated housing at least on an interim
basis, or redeveloped for this purpose. Thirdly, and more generally, some small,
stand-alone low-care RACHs are reported to be experiencing difficulties in delivering
higher levels of care, especially nursing care, to provide effectively for ageing-inplace. Rather than being lost to aged care altogether, providers of these facilities
could be enabled to opt out of the residential aged care program to become part of a
service integrated housing program, with care services delivered through community
care packages. Fourthly, some public housing complexes comprising solely or mainly
9

of older people might also become part of a service integrated housing program by
instigating deliberate arrangements for community care provision. A ‘service
integrated housing’ program involving both new-build and redeveloped complexes
would respond to the housing and care needs of a growing older population in a
targeted and effective way as supplements to the generic programs aimed at
increasing the supply of social and affordable housing.
Thirdly, a case can be made that there is a need to address the geographic spread of
service integrated housing so that older people can adjust their housing while
remaining in their familiar local neighbourhood and maintaining their local social
networks. One measure would be the provision of information on the distribution of the
current and projected aged population in relation to the distribution of various forms of
older persons’ housing. Such a database would serve an important function in
supporting planning by providers in the private and community sectors. A second
measure would be to promote more provision of service integrated housing in undersupplied localities. Joint ventures between public housing authorities and private or
not-for-profit agencies are among the options available, particularly as part of urban
redevelopment projects in inner-city areas and public housing redevelopments.
Fourthly, there is an argument for governments to play a role in setting principles and
developing guidelines for good practice in the retirement village sector. The
encouragement of good practice via practice standard and guides, codes of practice,
rating scales and the like could well be an appropriate role of government in
association with industry bodies. Standardisation of terminology to assist consumers
to understand their options and what to expect from particular types of services could
be one aim of such an approach. An example of one area where governments are
already encouraging good practice is barrier-free design. The facilitative role that
governments are playing in this area, in conjunction with organisations such as the
Australian Network for Universal Housing Design, could be extended to a wider range
of practice areas.
Finally, there is a strong argument for developing a stronger evidence base to
underpin public policy. The development of policy options for service integrated
housing in Australia is handicapped by the limited research evidence base. A first step
would be to obtain data on the current level and type of provision in Australia. There
has been no survey of retirement villages since 2000–2001. There is a need for a
survey to determine the state of supply, using the classification system developed in
this report and including information on emerging types of services such as serviced
apartments, assisted living and affordable rental villages.
It is also important to make estimates of demand for service integrated housing in
Australia. Without this information, it is not possible to assess with any certainty
whether there is a sufficient volume of all or some of the options available. Demand
could be estimated from demographic data, waiting lists and/or vacancies for various
forms of service integrated housing, and market surveys undertaken by providers.
An important part of any study of supply and demand is the geographic distribution of
services. A mapping exercise plotting the distribution of older persons housing against
the distribution of the population aged 55+ would address the issue of the accessibility
of service integrated housing for older people wishing to remain in their own locality,
and provide guidance for the location of new facilities.
Another fundamental gap is data on the characteristics of the population in retirement
villages and other forms of service integrated housing. This would provide a better
understanding of the characteristics of those living in service integrated housing and
how this differs from the overall population aged 65+. Data on the differences in the
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characteristics of residents in different types of facilities will provide a better
understanding of the relationship between different types of services and particular
segments of the older population. Such data can make a valuable contribution by
indicating the extent of matches between different segments of demand and supply of
different types of service integrated housing, and especially point to demand that is
going unmet.
Studies that further examine the constellation of factors underpinning the decision to
move into service integrated housing are also required. There have been a number of
mostly small-scale studies examining the ‘push’ and ‘pull’ factors associated with
moves to retirement villages, but these factors need to be linked to the financial
decision-making processes involved. It seems likely that there are many middle to low
income home owners – the classic asset-rich-income poor – who are using the move
to a retirement village to downsize, thereby releasing assets to boost an Age Pension
income. Increased understanding of how these financial factors interact with the
retirement incomes system, and how they combine with lifestyle and support factors to
result in moves to retirement villages would be helpful in determining the kinds and
levels of service integrated housing that offer viable responses to the diversity of
housing and income needs of many older Australians.
Finally, there is a need for case studies or evaluations of a range of types of service
integrated housing. More information is required on consumers’ knowledge of and
perceptions about service integrated housing, and on issues that have been more
widely addressed in the international literature such as ‘institutional drift’, the quality of
management practices, the capacity of service integrated housing to respond to
continuing care needs as the care requirements of residents increase, and the cost
effectiveness of service integrated housing compared to community care and
residential care for residents with varying levels of dependency.
As well as generating a body of empirical data on service integrated housing, this
research should inform the reconceptualisation of service integrated housing as the
third component of the aged care system, intermediate between and interacting with
community care delivered to individuals living in the general community and
residential care.

Conclusion
Retirement villages and other forms of service integrated housing have developed in
Australia over the past 30 years mainly through initiatives of the community and
private sectors. The key question that now arises, in a policy context characterised by
renewed government interest in housing, concerns the ways in which a stronger
leadership role could best be pursued. The strategies to this end identified in this
report include facilitating the role of the community and private sectors in providing
service integrated housing; addressing the need to expand the provision of service
integrated housing to low-income, low-asset older people; addressing the geographic
distribution of services; developing principles and guidelines for the operation of
service integrated housing; and expanding the research evidence base.
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1

INTRODUCTION

1.1

Aim and objectives

The aim of the study is to analyse the diversity and types of service integrated
housing that have been developed in Australia, and to consider the policy and
research implications. It is particularly concerned to examine the implications of
international experience with service integrated housing for Australia. The term
‘service integrated housing’ refers to all forms of housing for people in later life where
the housing provider deliberately makes available or arranges for one or more types
of support and care, in conjunction with the housing provision. In broad terms, interest
in this form of housing provision derives from the anticipated ageing of the Australian
population in the early decades of the twenty-first century (ABS, 2003), and the
impacts of disability and frailty on the capacity of many individuals and households to
manage the tasks of daily life in the domestic housing environment (Howe, 1992, p.
87). Fewer than one in five of those aged 65 and over who have a limitation in
activities of daily living are living in residential aged care homes, and only one in three
of those with severe or profound limitations (Howe, 2008, p.16). While the majority of
those in need of assistance live in the general community with care from formal
services and /or family or other informal carers, a proportion live in a range of
purpose-built housing for older people that also provides varying levels of support and
care services. No systematic information is however available on these forms of
housing and the services they provide, but there is increasing recognition that as the
period of later life for many Australians lengthens, and as the overall number of older
Australians grows, greater consideration needs to be given to the range of housing
and care choices available to older Australians.
Australians in later life who require formal support and care services have three
possible alternative living arrangements. Firstly, they can remain living in a private
dwelling and have services provided in their home. In Australia these services are
provided through the Home and Community Care (HACC) program and, for those with
higher levels of dependency, through Community Aged Care Packages (CACP) and
the Extended Aged Care in the Home (EACH) program. The second possible option,
restricted to those with high levels of dependency, is to gain entry to a residential
aged care home (RACH). These two forms of provision are the cornerstones of
Australian aged care policy (Gibson, 1998). The third possible choice is that they can
move into service integrated housing where support and care are provided as part of
their living arrangements. The provision of service integrated housing, while
widespread, has received less policy and research attention than aged care, although
this is beginning to change (AIHW, 2006). This study aims to establish the basis for a
more systematic approach to service integrated housing in Australia.
The provision of service integrated housing has a long history in Australia and
internationally, especially in the countries of Europe and North America. In Australia,
early examples included some of the independent living units developed by nongovernment organisations with Australian Government capital subsidies from the
1950s to the 1980s (Howe, 1982; McNelis, 2004). Many types of service integrated
housing have been developed since the 1970s in the form of retirement villages, a
term that now encompasses a wide diversity of housing forms and arrangements. This
diversification has been accompanied by an increase in other forms of service
integrated housing, including an increase in the number and range of arrangements
targeted at older people with high and special needs. The historical development of
service integrated housing in Australia is outlined in Chapter 2.

12

Internationally, there is also a wide diversity of types of service integrated housing and
a profusion of terminology that makes international comparison difficult. In the US,
service integrated housing includes leisure-oriented retirement communities,
supportive housing, service-enriched housing, congregate housing, group housing,
assisted living facilities and continuing care retirement communities. In the UK,
service integrated housing has historically been known as sheltered housing, very
sheltered housing and extra-care housing. More recently other models such as
retirement communities and all age communities have been developed. In various
other European countries other housing types have been provided including serviceenriched and extra-care housing, small group housing, apartments for life, co-housing,
collective home care, and various forms of multigenerational housing. This plethora of
housing types and terms were reviewed in an earlier report on this research project
(Jones, Tilse, Bartlett and Stimson, 2008), and are examined in Chapter 3.
Although the provision of service integrated housing for people in later life is
widespread and well-established in Australia, as well as internationally, it is not well
researched in the Australian context. In order to provide a foundation for improved
understanding of this service sector and to scope the key research and policy issues,
this research project addresses the following objectives:
1.

To clearly identify and define service integrated housing as an approach to the
provision of housing, support and care in later life in Australia that is
intermediate between delivery of community care to people living in the
general community and residential aged care.

2.

To outline the historical development of service integrated housing in Australia,
and show how this pattern of development has shaped the size and
organisation of the sector, and the predominance of certain service types.

3.

To place the development of service integrated housing in Australia in an
international context, and to clarify the terminology used in Australia and
internationally as a foundation for more rigorous use of terminology and more
systematic international comparison.

4.

To provide a classification of the various forms of service integrated housing in
Australia.

5.

To provide case examples of the various forms of service integrated housing in
the contemporary Australian context, and thus illustrate the diversification that
has occurred.

6.

To identify and consider the policy and research issues associated with the
future development of service integrated housing.

1.2

Definition

The term ‘service integrated housing’ has been intentionally chosen to refer to all
forms of housing for people in later life where the housing provider deliberately makes
available or arranges for one or more types of support and care, in conjunction with
the housing provision. The term has not previously been widely used in the Australian
or international context. It is intended as a generic, analytical term to encompass a
wide array of housing arrangements that are otherwise known by terms that have
emerged in particular national, historical or legislative contexts. It replaces the
somewhat awkward term ‘integrated housing, support and care’ that was used in the
earlier report on this project (Jones, Tilse, Bartlett and Stimson, 2008).
The three defining characteristics of service integrated housing are:
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1.

It is a form of housing where the housing supplier makes deliberate provision
for support and/or care services, either by direct provision or through
arrangements with service providers. In this sense, service integrated housing
is distinguishable from housing arrangements where care and support are
initiated and organised by the householder or some other third party, such as a
family carer.

2.

It is a form of housing where support or support and care services are integral
to the housing arrangements. Services may or may not be used by each and
every resident, and may be made available to residents under a range of
eligibility and payment arrangements. However, the availability of services
associated with the housing is explicit, organised and intentional.

3.

It is a form of housing in which the resident has the enjoyment of private
space. In dwelling structures such as houses and apartments this means that
a resident has ‘his or her own front door’. In a communal dwelling it means the
resident has their own room or suite that other residents and/or staff cannot
usually enter without the agreement of the resident. In this sense, service
integrated housing is distinguishable from nursing homes, residential aged
care homes and other such living arrangements where residents may have
their own room and en-suite bathroom, but do not usually have other own
private space and have all meals provided.

Within this broad framework, service integrated housing takes many different forms.
The housing supplier may be a public, community or not-for-profit, or private sector
organisation. The form of tenure may be ownership, leasehold or rental. The type of
dwelling may be a detached or semi-detached housing, a flat or unit, or a form of
congregate housing. The layout of the housing complex may be campus-style, multistorey (low or high rise) or dispersed. The complex may be small or large in scale. It
may be specially designed for older people including various assistive technologies or
it may have no such features. There may be high or low levels of care and support
provision. Care and support services may be supplied by the housing provider or by a
separate organisation at the instigation of the housing provider. Service integrated
housing may be targeted at the upper, middle or lower price segments of the market.
It may be located in inner-city, suburban, outer suburban, provincial city or rural areas.
It may be exclusively provided for people in later life or be inclusive of several age
groups including people in later life. These different aspects of the forms of service
integrated housing are considered later in the report as part of the discussion of
classification of service integrated housing arrangements.
As well as taking many different forms, service integrated housing can also involve the
provision of many different types and combinations of care and support services.
Even though the boundary between support and care is somewhat blurred, it is
important to distinguish them. Support services are those services generally available
to residents in service integrated housing that enhance their wellbeing and reduce
their vulnerability to adverse events, both physical and social. They can include
barrier-free environments, on-site management, general property maintenance, social
and recreational activities, group transport, limited supervision including personal
alert/emergency call systems, and social support. Generally individuals have a choice
as to how far they avail themselves of most such services. Care services are those
provided on a 1-to-1, ‘as needed’ basis to individuals whose wellbeing will be
considerably compromised if they do not receive this care. They can include property
services such as installation of aids and equipment in response to individual needs,
assistance with domestic work (cooking, cleaning, laundry, linen, shopping and
household management), individualised transport service, assistance with self-care
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(bathing, toileting, dressing, grooming, eating, medication), nursing care, allied health
services and case management and counselling.
The critical link between support and care is that good support in service integrated
housing can reduce the need for 1-to-1 care, and hence the cost of services to
individuals and government. For example, barrier free bathrooms with rails, hobless
showers, non-slip surfaces, etc., can enable a person with quite a high level of
handicap to shower independently instead of having to call on an informal carer or a
personal care worker. Policy-makers and providers need to give considerable
attention to strengthening the foundation of these supports rather than just increasing
the level of care services that are provided in service integrated housing.
An established reference point for identifying the types of care and support services
that may be provided in a housing context is the list of service types in the program
guidelines for the Home and Community Care program (DOHA, 2007). This list
covers:
Æ domestic assistance (cleaning, dishwashing, clothes washing and ironing,

unaccompanied shopping and bill paying)
Æ social support (friendly visiting, letter writing for the person, accompanied

shopping and bill paying, banking and telephone-based monitoring)
Æ personal care (assistance with daily self-care tasks such as eating, bathing,

toileting, dressing, grooming, getting in and out of bed and moving about the
house)
Æ centre-based day care (participation in structured group activities designed to

support independent living and social interaction)
Æ meals and food services (delivered meals or assistance and advice with cooking

meals in the person’s home)
Æ respite care (assistance to a carer from a substitute carer)
Æ nursing care (professional care from a registered or enrolled nurse)
Æ allied health care (includes podiatry, occupational therapy, physiotherapy, social

work, speech pathology and advice from a dietician or nutritionist)
Æ assessment, client care coordination and case management
Æ home maintenance (maintenance and repair of a person’s home, garden and yard

to keep the home in a safe and habitable condition)
Æ home modification (structural changes such as grab rails, hand rails, shower rails,

ramps and appropriate tap sets; installation of emergency alarms and other safety
and mobility aids; other minor renovations)
Æ provision of goods and equipment to assist a person’s mobility, communication,

reading, personal care or health care (e.g. incontinence pads, dressing aids,
wheelchairs)
Æ linen service (provision and laundering)
Æ transport (taxi or bus service)
Æ counselling, information and advocacy.

While this list of services is oriented to provision to people living in private dwellings in
neighbourhoods, it can be readily transposed to service integrated housing. Table 1
shows the types of support and care that can be provided in service integrated
housing for older people categorised in terms of their relationship to:
15

Æ the physical environment
Æ household tasks
Æ social participation
Æ personal care
Æ nursing and other health care.
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Table 1: Types of support and care services provided in service integrated housing for older people, categorised by life activities

Life activities

Services

Mode of delivery in older persons’ housing

Relating to the physical environment
Barrier-free environment
and accessibility features

Examples include:

•

• low tech:
- interior: wide doors for wheelchairs, non-slip floors in
bathrooms
- exterior: wider parking spaces, spoon gutters for wheelchair
access
• intermediate tech:
- movement activated lighting, temperature controlled hot water
• high tech:
- surveillance systems triggered when no movement over given
period
•
•
•
•
•

Property maintenance and
modifications

On-site management
Grounds and garden maintenance
Household repairs
Minor modifications (e.g. grab rails, shower rails, taps)
Major modifications (e.g. hoists, ramps)

•

•

Built into the housing and immediate environment
to facilitate access for people with disabilities
Provide ‘passive’ support: resident does not have
to actively engage with the feature to benefit from
it
Increasing attention to environmental design to
support independence and reduce need for
personal care

• Across the whole of the housing environment
• Routinely delivered to all residents on a regular or
periodic basis e.g. checking fire alarms
• 1-to-1 in response to individual needs for repairs
or modifications

Relating to household tasks
Assistance with meals

• Meals
• Nutrition, food preparation and storage advice

• Delivered meals or cooking in person’s home
• Available in on-site day centre, dining room, café
or restaurant

Assistance with domestic
work

•
•
•
•
•

• 1-to-1
• On ‘as needed’ basis or needs assessed basis if
using subsidised service
• May be available from housing operator or from
outside service

House cleaning, dishwashing
Clothes washing and ironing
Linen service
Shopping
Household management, e.g. paying bills, making telephone calls,
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Life activities

Services

• Charges may be income related

etc.
• Transport to and from appointments, shopping
• Group transport for recreation, shopping, etc.

Transport

Mode of delivery in older persons’ housing
• 1-to-1 on ‘as needed’ basis
• Participation in group transport at resident’s
choice

Relating to social participation
Convenience services

Social
activity
recreation

and

• Kiosk or news agency
• Hairdresser

• On-site
• Visiting services
• Used at resident’s choice

•
•
•
•

• On-site and at other locations
• Participation at resident’s choice
• Payment covered in part by service fees and in
part by users paying when they engage in
activities

Friendships among residents
Friendly visiting and companionship
Centre-based social activity, e.g. exercise classes, cards, movies
Provision and maintenance of recreational facilities, e.g. swimming
pools, sporting facilities, recreational areas, hobby rooms,
workshops, libraries
• Organised activities, outings, trips, holidays

Relating to personal care
Supervision

• Personal alert/emergency call systems
• Medication assistance

• 1-to-1, requires resident to activate as needed

Self-care

• Bathing/showering and toileting
• Dressing and personal grooming, e.g. shaving, hairdressing, makeup
• Assistance with eating
• Provision of goods and equipment, e.g. dressings, wheelchairs

• 1-to-1, on basis of assessed need
• Delivered by external provider and/or internally by
housing provider
• Combination of subsidised services and user pays

Caring

• Attendance at day centre
• Short stay respite admission to residential care, including specialised
dementia care
• Support for carers – counselling, self-help groups

• 1-to-1 on as-needs basis
• On-site or at other location
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Life activities
Life planning and
management

Services
• Information, advocacy
• Service coordination and case management

Mode of delivery in older persons’ housing
• 1-to-1 on ‘as needed’ basis
• At time of admission, then in response to
significant changes in care needs
• May involve Aged Care Assessment Team at any
time and required when move to RACH under
consideration

Relating to nursing and other health care
Nursing care

• Nursing

• 1-to-1 on ‘as needed’ basis
• On-site nursing for short-term needs
• On-going nursing care almost always delivered by
external nursing services

Other health care

• General practitioner
• Allied health (mainly podiatry, occupational therapy, physiotherapy,
pharmacy)

• 1-to-1 on ‘as needed’ basis
• Group sessions
• Visiting professionals
- In resident’s dwelling
- In dedicated treatment rooms provided on-site
• Resident attends community health centre, day
centre or day hospital, on-site or at other location
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1.3

Policy significance

Service integrated housing has historically received limited policy attention, although
there are signs that this is now changing (see Chapter 6). This lack of policy
recognition probably reflects the absence of direct public funding, especially capital
funding, of this sector, other than for a small number of services to high need groups
(see Chapter 2). It also reflects the central role of the community and private sectors,
and the relatively limited role of the public sector, in service provision. Direct policy
involvement in the sector has mainly been limited to legislation regarding the financial
operation of retirement villages and related issues of consumer protection. The sector
has otherwise remained largely outside the purview of public policy for housing and
aged care, although growth in the sector has been stimulated indirectly since the mid1980s by changes to funding of hostels (low care residential aged care homes) and
changes to capital funding of residential aged care homes under the Aged Care Act
1997 (Chapter 2).
Despite this limited policy attention, service integrated housing has grown in size to
become a significant segment of overall housing provision for people in later life. One
corollary of restricted policy recognition is the absence of comprehensive or
standardised data on the number of persons living in this form of housing, or on the
number of housing facilities of this kind across the country. The best estimate of the
number of persons and households in service integrated housing for older persons is
derived from census data on retirement village residents. The 2006 census
enumerated 88,950 households in which the household reference person was aged
65 and over living in retirement villages in self-contained accommodation (ABS,
2006). Of these households, 62,768 were lone-person households. Assuming that
most other households were couple households, this indicates a total population in
retirement villages of some 127,808 persons aged 65 and over, which is 4.8 percent
of the population aged 65 and over. With respect to the population aged 85 and over,
retirement village residents comprise 8.6 percent of the population. It is important to
note that it is likely that a significant number of dwellings for older people offering
integrated care and support services are not enumerated as retirement villages in the
census. For example, the census enumerated 8,978 households in which the
household reference person was aged 65 and over living in manufactured home
estates. There are also other housing developments offering care and support
services but not structured as retirement villages whose residents are not included in
the census enumeration of retirement village residents.
By way of comparison, the 2006 census enumerated 154,437 persons (5.8 percent of
the population aged 65 and over) in ‘nursing homes’ (94,247 persons) and
‘accommodation for the retired aged (not self-contained)’ (60,190 persons) (ABS,
2006). This suggests that the service integrated housing sector and the residential
aged care sector are somewhat comparable in size. This similarity puts the policy
neglect of service integrated housing into perspective. The residential aged care
sector is closely monitored and regulated and receives widespread policy attention.
The service integrated housing sector has received far less consideration.
There are two sets of arguments for service integrated housing to receive greater
policy attention. Firstly, the size, scope, distribution and quality of service integrated
housing are matters that are in themselves of substantial public interest. A small but
growing proportion of older people depend on this sector for their housing, support
and care, and there is a public interest in the quality of the housing and services
provided, and in the availability of service integrated housing to all segments of the
older population, especially those with modest or low income. Issues include the
protection of residents with respect to security of tenure and service quality, the
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quality of management, and the design and location of service integrated housing
developments.
Secondly, service integrated housing sector interacts in important ways on other
areas of public policy, including aged care and the provision of affordable housing to
people in later life. Service integrated housing can play important roles in reducing
demand for residential aged care homes, which are facing strong demand pressures
in line with the growth and ageing of the older population. It can also play a role in
meeting the housing needs of older people with low or no housing assets who often
have very limited options for moving to more supportive accommodation. Increased
access to service integrated housing for those with modest housing assets can also
have wider implications for housing and urban development. As well as achieving
better outcomes for older individuals who relocate to service integrated housing, it
may be that their former housing adds to the stock of housing available to younger
home buyers and renters. Furthermore, the medium density form of most service
integrated housing can contribute to urban consolidation objectives and free mostly
lower density family housing in established localities.
For these reasons, and in light of the anticipated large increases in the number and
proportion of older people in the population in coming decades, service integrated
housing requires a far greater level of attention than has been the case over the last
two decades. Recent government announcements indicate that opportunities for
renewed policy discussion and service development are opening up. This study does
not attempt to address the full range of policy issues in detail. Rather it aims to
provide a foundation for further research and analysis by clearly identifying and
defining this sector as a third approach to the provision of housing and care in later life
in the Australian context. This task includes locating the sector in historical and
international comparative context; classifying the various forms of service integrated
housing; providing case examples of many of these different forms; and identifying
key issues for further research and policy analysis.

1.4

Methods and overview

The research methods used corresponded to the research objectives of the study.
There were five stages to the research, and each adopted a different methodology.
The stages are reported in the chapters of this final report as follows.
Stage 1 comprised a review of the Australian literature on service integrated housing,
including independent living units, retirement villages and housing for older people
with special needs. This review was reported in the positioning paper (Jones, Tilse,
Bartlett and Stimson, 2008) and is developed further in this report in Chapter 2. This
overview identifies and defines service integrated housing as a third approach to the
provision of care and support in later life in Australia, and traces its historical
development (research objectives 1 and 2).
Stage 2 comprised a review of the international literature on service integrated
housing, with particular attention to service integrated housing in the US, the UK and
Europe. A detailed review of this literature was provided in the positioning paper
(Jones, Tilse, Bartlett and Stimson, 2008). In this final report, international
developments are compared and contrasted with the development of service
integrated housing in Australia. The complex terminology used to describe various
forms of service integrated housing both in Australia and internationally is discussed
and an international translation chart is developed to show the similarities and
differences between various forms of service integrated housing in different national
contexts (Chapter 3). This provides a foundation for more rigorous use of terminology
and more systematic international comparison (research objective 3).
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Stages 3 and 4 involved the development of a classification of the various forms of
service integrated housing in Australia, and the presentation of case studies
illustrating the different types of service integrated housing in Australia (research
objectives 4 and 5). Details of the process of developing the classification system are
presented in Chapter 4 and the case study methodology and case studies are
provided in Chapter 5. The classification provides a foundation for understanding the
range and types of service integrated housing that can be provided, and a basis for
more detailed consideration of the policy and research issues associated with the
service integrated housing sector (research objective 6). Drawing on the findings of all
earlier chapters, these policy and research issues are identified and discussed in the
fifth and final stage of the project, reported in Chapter 6.

1.5

Summary

Service integrated housing can be viewed as the third set of choices to be made
available to Australians in later life requiring formal support and care as part of their
living arrangements. While the provision of service integrated housing has become
widespread both in Australia and internationally, it has received far less policy and
research attention than developments in community care and residential aged care.
This study aims to establish the basis for a more systematic approach to the
understanding of service integrated housing provision in Australia. This is done by
tracing the history of service integrated housing in Australia; by developing a
framework and terminology for more rigorous international comparison; by
constructing a classification system of types of service integrated housing; by
illustrating the classification with case examples; and by identifying the key policy and
research issues.
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2

HISTORY

2.1

Introduction

The historical development of service integrated housing for older Australians has not
been a straightforward process. As in many areas of public policy, the history of this
service sector has been marked by major changes in legislation and shifts in public
expenditure priorities. While the early development of service integrated housing in
Australia was shaped by explicit public policy initiatives, attention to the direction that
developments in the sector were taking lapsed over time. Programs supporting aged
persons’ housing commenced in the 1950s and ceased in the mid-1980s, and from
that time, housing became increasingly separated from residential aged care.
Residential aged care became the focus of policy attention, and a major review of
older persons housing in the early 1990s observed that past program guidelines
created problems for innovative approaches that did not fit neatly within the
boundaries for either aged care or housing programs. Developments that sought to
unpack elements of recurrent funding for care and capital funding for accommodation
that were tied together in existing programs and recombine them in new and more
flexible ways made little progress (Howe, 1992, pp. 90–3). Further policy changes
since that time widened the gap between residential care and housing for older
people. While this outcome went largely unnoticed in formal policy, initiatives taken by
the community and private sectors saw a number of developments in service
integrated housing that aimed to fill some of this gap and point to options for the
future.
Understanding this history is important. One major impediment to the introduction of
explicit policies to develop service integrated housing in Australia is the lack of a prior
history of systematic government involvement. Furthermore, any policy initiatives in
this area must be cognisant of the strands of services involved and their historical
antecedents. A concerted approach to developing service integrated housing must
take account of the roles that significant organisations and sectors have played over
time, the reasons for historical developments to this point, and relations with other
policy and service areas.
In order to unravel the historical growth of service integrated housing in Australia, five
sets of developments can be briefly traced. These are:
1.

Independent living units developed by community organisations from the
1950s to the 1980s built the first tier of service integrated housing in Australia,
but the cessation of capital funding meant that policy subsequently neglected
these developments.

2.

A second tier of service integrated housing in the form of hostels was
advanced with the introduction of care subsidies for hostel residents in 1969
and new legislation in 1972, but over time, the balance of hostel roles shifted
away from accommodation towards a greater emphasis on care, bringing them
closer to nursing homes. This transformation was completed when hostels and
nursing homes were brought together under the Aged Care Act 1997 which
established a single residential aged care program. Not only was service
integrated housing side-lined from public funding and policy, but a gap was left
between growing provision of residential aged care and a shrinking supply of
housing with less intense levels of support and care.

3.

The development and diversification of retirement villages by community and
private sector organisations since the 1970s has emerged as the third tier and
main location for service integrated housing in Australia. While shaped
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indirectly by aged care policies, and in part filling the gap left by these policies,
this development has come about without an explicit policy framework.
4.

The fourth and as yet small tier of service integrated housing comprises a
number of innovative projects developed to address the needs of particular
groups who generally lacked the capital resources to buy into retirement
villages and required special support. Since the late 1980s, one set of
initiatives have addressed provision of service integrated housing
arrangements for older people who are marginally housed or homeless since
the late 1980s. More recently, since the mid-1990s, community sector
organisations and, to a lesser extent, state sector organisations, have
experimented with a range of other forms of service integrated housing.

5.

All of these developments have come about at the same time as home and
community care services were expanding. Delivering these services
themselves or drawing on services delivered by other agencies gave housing
providers much of the service component for new service integrated housing
arrangements. Community care can thus be seen as a general infrastructure
supporting residents living in various forms of housing purposely built for older
people as well as serving those living in the wider community.

These developments are depicted in Figure 1 and discussed in the following sections
of the chapter.
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Figure 1: Historical development of housing and aged care services for older people in Australia since the 1950s
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2.2

The 1st tier: development and subsequent policy neglect
of independent living units

The origins of service integrated housing in Australia are to be found in the history of
the independent living units (ILUs) developed by church-based and other non-profit
organisations during the period 1954 to 1986. A number of these organisations had
provided housing for low-income older people prior to 1954. But in that year the
Australian Government passed the Aged Persons Homes Act 1954 (APHA) which
funded a major boost to housing provision for older people (McNelis, 2004, p. 7). The
APHA provided matching capital grants to community organisations to provide
affordable, independent housing for lower-income older people, and between 1954
and 1986 approximately 34,700 independent living units (ILUs) were built in Australia
under the terms of this legislation.
The APHA imposed few conditions on the church and community organisations
providing housing for older people. Notably, the types of housing to be provided and
the rules governing allocation of housing to older people were largely left to the
discretion of the provider organisations. As a consequence, three factors that came
into play during the 1960s saw the initial goals of APHA being deflected from the
intended purpose of providing independent housing to low-income older people
(Howe, 1982). Firstly, housing provided under the program became available not
solely to low-income individuals but also to those able to provide a non-returnable ‘ingoing donation’ to the community organisation which was used to attract the matching
Australian Government subsidy. Secondly, small ‘sick bays’ that had been included
with independent living unit developments become eligible for receipt of nursing home
benefits that were introduced in 1963 under the National Health Act, giving provider
organisations the incentive to expand their provision of nursing homes using capital
funding available through AHPA. This trend was given added impetus by deficit
financing arrangements introduced in 1974 that covered operating deficits of not-forprofit nursing homes. Thirdly, some ILU developments had included hostel
accommodation to cater for less independent residents and over time it became
apparent that many hostel residents and older people living in ILUs required support
and care as well as housing. In recognition of these needs, the Aged and Disabled
Persons Homes Act (ADPHA) introduced in 1969 provided a Personal Care Subsidy
as well as capital grants. The subsequent growth of hostels and nursing homes by
non-profit organisations far outstripped the continuing development of ILUs, and
combined with construction of nursing homes by private sector providers, residential
aged care became increasingly developed separately from housing for older people.
Capital funding under the APHA and ADPHA was discontinued in the mid-1980s when
the program was superseded by new policy and funding arrangements for both
residential and community aged care on one hand, and on the other hand by new
arrangements under the Commonwealth-State Housing Agreement (CSHA) for the
funding of targeted, affordable, independent rental housing for low-income older
people (Jones, Bell, Tilse and Earl, 2007, pp. 79–80). From the mid-1980s, Australian
Government funding for housing of older people was channelled through the CSHA
for rental housing for low-income older people able to live independently.
The APHA and ADPHA left three legacies to service integrated housing. The most
tangible was some 34,700 purpose-built ILUs owned and operated by community
sector organisations. Many of the dwellings continue to be available for the housing of
older people in the early twenty-first century. They are predominantly cottage-type
dwellings, built at low densities on mainly small but well located sites with less than
fifty units. Their older style means that these ILUs have come once again to cater
primarily for households of limited assets and low incomes. They have received little
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policy attention since the 1980s and have been described as ‘the forgotten housing
sector’ (McNelis, 2004). They operate outside the social housing system funded
through the CSHA and outside the aged care system, and since the 1980s have not
been linked to any public policy goals. Much of the existing stock of ILUs is ageing
and is in need of renovation or upgrading, and the social purpose of this housing stock
in the contemporary social and policy context is unclear. In a major review, McNelis
argued the need for those organisations managing ILUs ‘to reaffirm or revise their
vision and mission in the light of their changing situation’ (McNelis, 2004, p. v).
While ILUs are intended as dwellings for older people able to live independently, it is
nevertheless the case that many residents have a significant need for support and
care services. McNelis found that over 40 per cent of organisations providing ILUs
estimated that over one third of their residents require assistance such as formal or
informal support, practical assistance, personal care or home nursing. Approximately
35 percent of organisations providing ILUs are also providers of support and care
services to many of their residents, and others have formal arrangements for care to
be provided by other organisations. Many organisations providing ILUs are large
providers of home-based aged care services receiving funding from the HACC, CACP
and EACH programs, and some four out of five are also providers of residential aged
care homes, sometimes on the same or a contiguous site as the ILUs. Outreach
community care programs run by these organisations have been a significant source
of support and care for ILU residents (Howe, 1995, p. 223). Thus, many ILUs are in
effect a form of service integrated housing although this is not widely or formally
recognised (McNelis, 2004, pp. 49–52). The extensive experience and capacity of
these organisations, together with the capital assets held in land and buildings, makes
for a strong platform for new initiatives in service integrated housing through the
redevelopment of ILUs. Recognising and realising this potential would give these
providers and the non-profit sector overall a clear mission for the future and fill what is
currently a significant policy vacuum (McNelis, 2004).
The second legacy was the transfer of the ‘ingoing donations’ to a model of resident
funding for retirement villages. The stimulus to the growth of retirement villages
provided by this funding model is discussed further in section 2.4.
The third legacy was the development of higher levels of community care to make up
for the growing shortfall of hostel places. Through the late 1980s, and notwithstanding
considerable increases in the number of hostels, provision remained well below the
targets set to bring about a shift in the balance of hostel places to nursing home beds.
To avoid a loss of capital and recurrent funding budgeted for hostels, these funds
were reallocated to new community care programs funded fully by the Australian
Government without cost-shared contributions from the States. The growth of
community care package programs is taken up in section 2.5.
As well as laying the foundations for service integrated housing, these three legacies
mean that the APHA made a significant contribution to the continuing development of
the sector, and arguably to its future development. It was also an important contributor
to the development of hostels as a second tier of service integrated housing until
hostels were merged into the single residential aged care program. This growth and
transformation are discussed in the next section.
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2.3

The 2nd tier: transformation of hostels into residential
aged care homes

The historical development of service integrated housing has also been shaped by the
historical evolution of residential aged care homes in Australia. As discussed in
section 2.2, the capital funding of independent housing for low income, older people,
and of hostels and nursing homes under the APHA was supplemented from the mid1960s with other measures that funded care services in both settings. Initially, the
APHA envisaged two types of housing services: independent housing provided on
small, campus settings and hostels which were conceived as low-cost, independent
accommodation in a shared building with limited support and supervision (Australian
Parliament, 1982, p. 48).
Hostels as initially conceived were clearly a form of service integrated housing, and
the Aged and Disabled Persons Hostels Act 1969 was modelled on the APHA, and so
had its origins in housing policy. In contrast, the origins of nursing home subsidies
funded under the National Health Act lay in the health insurance and hospital system.
Convergence of these different pathways over time saw the accommodation function
of hostels become secondary to provision of care, and this process of transformation
was completed when the merging of hostels and nursing homes into a single
residential aged care system cut off any connection with policies and programs for
aged persons’ housing.
The change in hostels from a form of service integrated housing to a form of
residential aged care home was advanced from the late 1960s, through extension of
capital subsidies and provision of the recurrent personal care subsidies under
ADPHA. Hostels were increasingly encouraged to cater for frail older people with
some level of dependency, and by the 1970s, hostels were viewed as providers of
care for frail older people with ‘low’ levels of dependency (Baldwin, 1982, pp. 18–19).
Continuation of this trend saw growing concern on the part of providers that hostels
were caring for residents with care needs equivalent to those in nursing homes but
without commensurate funding.
These changes to recurrent funding served as a magnet to draw capital funding under
the APHA increasingly towards construction of nursing homes and hostels rather than
ILUs. While these care benefits were also paid to nursing homes in the public and
private sectors, the Nursing Homes Assistance Act provided additional funding to nonprofit providers from 1974 to cover operating deficits. This last measure added to the
stimulus for non-profit providers to build nursing homes and from the late 1970s to
mid-1980s, nursing home beds accounted for over half the places receiving capital
funding through the APHA each year (Gibson, 1998, pp. 29–30). Although number of
new hostel places stabilised, the combined nursing home and hostel places meant the
non-profit sector came to dominate residential aged care, and from the mid-1970s to
the present time has persistently accounted for around two thirds of all provision.
Notwithstanding growth controls implements in the early 1970s, the number of nursing
home beds continued to grow rapidly and by 1985, the 75,281 nursing home beds
outnumbers the 35,250 hostel places by more than two to one (Department of
Community Services, 1986, p. 25).
Concerns about the increasing cost of nursing homes and perceptions of likely
increased demand stemming from the ageing of the population led to a period of
review and change in the early and mid-1980s that came to be referred to as the
‘aged care reform strategy’ (Gibson, 1998, pp. 33–48; Howe, 1997). During this
period, the boundaries of ‘aged care’ as a policy and service sector that included
residential care and home and community care but excluded service integrated
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housing, were clearly established. Developments in home and community care during
this period are discussed in section 2.6. The Aged Care Reform Strategy maintained
the distinction between nursing homes and hostels and sought to shift the balance
towards more hostel provision. This goal was only partially realised. The absolute
number of hostel places continued to increase, and the ratio of places per 1000
population aged 70 and over increased from 33 in 1985 to 41 in 1995, but slowing
growth of nursing home places saw this ratio fall from 71 in 1985 to 51 in 1995.
Overall provision of residential care places declined from 104 per 1000 aged 70 and
over to 92 per 1000 over the decade. The decline continued to 85 places per 1000 in
2005, and only a slight recovery has occurred since then. The ratio used in planning
residential aged care was adjusted downwards from 100 per 1000 in 1985 to 88 per
1000 in the late 2000s, and the balance of hostel and nursing home places changed
from 60:40 to 44:44. The substantial margin for service provision to substitute for care
of people who would previously have been admitted to residential care, especially the
lower levels of hostel care, was to be filled by community packages, to be provided at
a ratio of 25 per 1000. The extent to which packages have been used to integrate
services with various forms of aged persons housing as well as being delivered to
people living in the wider community is taken up in the next section.
The causes of the decline in residential care places lie in the increasing restriction of
public funding for the capital component of residential aged care and increased
reliance on user payments, and growing concerns about levels of recurrent funding
through the early 1990s. The structure of nursing home capital and recurrent funding
came under review and the viability of hostel funding was also raised in this review
(Gregory, 1993, 1994). Waiting for action to follow on from this review put a further
brake on development in the mid-1990s.
Although private sector providers were eligible for recurrent funding of hostels from
1991, they did not have access to capital grants and few entered the field, keeping
instead to the higher returns from nursing home provision. While only some 10
percent of hostel places were provided by private sector operators by 1995, some of
those who also operated retirement villages were prompted to look for ways of
supplementing independent living units with additional services and to construct
medium density apartment accommodation incorporating accessible design features
as alternatives to hostels. These developments are taken up in the next section.
The relative decline in residential care places combined with the introduction of more
systematic rationing of access through mandatory pre-admission assessment by an
Aged Care Assessment Teams (ACATs) to bring about a shift in the profile of resident
dependency. The outcome was to squeeze out hostel residents whose needs were
primarily for supported accommodation rather than care, and who thus attracted little if
any care subsidy. The more constrained access to nursing homes simultaneously saw
more residents remain in hostels to levels of dependency similar to many nursing
homes residents. This overlap was recognised by the Commonwealth in 1997 when
the two previously separate funding instruments applied in hostels and nursing homes
were replaced with a single classification scale implemented as part of the reforms
under the Aged Care Act 1997. The rationale for this change was to enable residents
to ‘age in place’ in the same facility as their level of dependency changed, as well as
to remove perceived inequities in funding between hostels and nursing homes (AIHW,
2002). The change also benefited the not-for-profit sector, as the main provider of
hostel care, relative to the private sector. The change resulted in considerable
increases in the number and proportion of residents in former hostels who were
classified as higher-dependency and an increase in the proportion of residents in
residential aged care homes assessed as requiring high levels of care (AIHW, 2002,
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pp. 3–8). By 2008, the proportion of all residents in aged care homes classified as
high care exceeded 70 percent (AIHW, 2009, p. 43).
The measures introduced through the Aged Care Act 1997 finalised and formalised
the transformation of hostels from a form of service integrated housing into a
component of an integrated residential care system. This step, and the suite of other
measures attached to the Aged Care Act, reflected new policy directions that followed
the change of government in 1996. While the second stage of the Mid Term Review of
the Aged Care Reform Strategy that reported in late 1993 made several proposals for
further linking of aged care services and housing, including expanded roles for
hostels, action on these recommendations was overtaken by the relegation of
responsibility for all housing policy to State and Territory Governments. But the
continuing impact of other measures implemented through the Aged Care Reform
Strategy and some effects of the Aged Care Act 1997 a decade on left legacies for
service integrated housing, albeit by default rather than deliberate policy design.
Firstly, from the mid-1980s, the Home and Community Care Program supported a
rapid expansion of both the level and range of services available to frail older people
(and also younger people with disabilities) in their own homes (Gibson, 1998, pp. 35–
7). For the purposes of HACC, an ILU or unit in a retirement village constituted the
residents own home and they were eligible to receive HACC services except where
equivalent services such as property maintenance were covered in their weekly
service fee.
Secondly, many not-for-profit organisations operating mainly residential care had
expanded their roles in delivery of community care services through HACC and
particularly through Community Aged Care Packages. These developments resulted
in a blurring of the distinction between providers of residential aged care and
providers of home and community care provision (Howe, 1995, pp. 222–3). One result
was the emergence of a new form of continuing care in which providers delivered
services to clients in the community who were later admitted to the same provider’s
residential care home, often using residential respite care as a stepping stone.
The third legacy was an increased interest in the provision of service integrated
housing as an alternative to hostel care. Increases in the amount of bonds charged for
entry to low care homes had the effect of creating a market for alternatives such as
serviced and assisted living apartments, and all the more as residents secured firmer
tenure over their accommodation. While the private sector showed most interest in
development outside the constraints of the residential aged care program, not-forprofit providers were also keen to expand in a potentially capital-rich field. Expanded
community care also contributed some of the service component in these
developments and they are discussed further in the next section.
Notwithstanding these initiatives, the continuing unresolved position of service
integrated housing remains a final legacy. The development of a unified residential
aged care system has been criticised on a number of grounds, including the capacity
of small-scale hostels to provide a wide range of levels of care services within the one
facility and the reduction of differentiation and choice within the system (Howe, 1999,
pp. 12–13). Howe has characterised the integration of nursing homes and hostels as
a case of ‘inwards and upwards’ thinking, that is, a focus on residential aged care as a
system providing high-level care with clear demarcation from other forms of
accommodation and care. She argues instead for ‘downwards and outwards’ thinking
that minimises the distinction between residential care and service integrated housing,
arguing that there are ‘several trends that suggest that care and accommodation are
already fanning downwards and outwards’ (Howe, 1999, p. 16). Initiatives of this kind
taken over the last decade occurred in a policy vacuum, but new policies formulated
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following the change of government in 2007 present new opportunities and are
discussed in section 2.6.
In summary, the history of residential aged care has impacted on the development of
service integrated housing in several ways. Hostels were originally conceived as a
form of service integrated housing for older people requiring low levels of support and
care. Notwithstanding considerable growth, they have over time instead been
integrated into the residential aged care program alongside nursing homes and have
ceased to be a form of publicly-subsidised service integrated housing. Although the
Aged Care Reform Strategy of the 1980s focused on the expansion of community
care and containment of nursing home growth, the identity of hostels as a form of
service integrated housing was maintained in some of the measures proposed for
furthering links between aged care services and housing in conjunction with the
National Housing Strategy. This position changed with a marked shift in policy
direction given effect in the Aged Care Act 1997. The boundaries of residential aged
care policies and programs were sharply defined and initiatives drawing on community
care services to further service integrated housing were left to providers. The
cumulative effect was that service integrated housing was defined out of formal policy
and programs covering the publicly-funded residential aged care sector, but was not
been taken up in the housing sector. So while hostels and to a lesser extent nursing
homes could be regarded as a second tier of service integrated housing through the
mid-1980s, subsequent policy and program changes had the effect of progressively
repositioning hostels to become part of the residential aged care system. The
inextricable links between the delivery of care services and accommodation in
residential aged care homes means that they do not come within the scope of ‘service
integrated housing’ as defined for this project, namely housing arrangements for older
people where the housing provider deliberately makes available one or more types of
support and care as part of the housing provision. Accordingly, only limited reference
is made to residential aged care in the remainder of this report.

2.4

The 3rd tier: development
retirement villages

and

diversification

of

2.4.1 Growth trends
The involvement of not-for-profit organisations in the provision of ILUs from the 1950s
to the 1980s provided these organisations with substantial expertise in the
development and management of housing for older people. As discussed in section
2.3, by the mid-1970s, providers were scaling down their use of APHA capital funding
for ILUs in favour of hostels and nursing homes which attracted increasing recurrent
funding. But being familiar with the concept of using non-returnable ‘ingoing
donations’ to fund the matching component of publicly funded capital subsidies, they
adapted this approach and applied their expertise to become developers and
managers of unsubsidised retirement housing. These housing complexes became
known as retirement villages. By the early 1980s, private sector organisations had
joined not-for-profit organisations in the growing market for resident funded retirement
accommodation in village settings.
Resident funding tapped the capacity of older home-owners to realise their housing
assets and invest in retirement accommodation that came with some level of support
services. It also provided developers with substantial flows of capital as soon as units
in a village came on to the market. It is a remarkable and entirely unintended legacy of
the ADPHA that over the next 30 years, retirement villages became the main form of
service integrated housing in Australia. A survey of hostels conducted in 1994 for
Aged Care Australia, the not-for-profit industry body demonstrates the considerable

31

extent to which hostels operated as part of at least two tier complexes with ILUs: 40
percent of all hostels were co-located with ILUs and just over half of all hostels
operated in conjunction with other facilities at other locations. Co-location was
associated with larger size of hostels and more cost effective operation (Aged Care
Australia, 1994, pp. 3-4).
In the Australian context, the term ‘retirement village’ refers to a housing complex
comprising multiple dwellings primarily designed for people in later life, and involving
the provision of communal facilities and services. Residents are usually deemed to be
‘independent’, meaning that they do not require the level of care and support
associated with residential aged care homes. In keeping with their origins in APHAfunded dwellings, private dwellings in retirement villages are often referred to as
‘independent living units’ or ‘self-care units’. Since the 1970s, retirement villages have
been the fastest growing type of housing oriented to the needs of older people in
Australia (Stimson, 2002, p. 6). It is estimated that by the late 1990s there were
approximately 1,500 retirement villages in Australia, with some 100,000 residents
(Stimson, 2002, p. 19). Precise information on the current number of retirement
villages is difficult to obtain due in part to definitional problems. A recent industry
estimate puts the figure at over 1,650 complexes with a total resident population of
over 150,000 (www.villages.com.au accessed 5 August 2007). As noted in Chapter 1,
the 2006 census enumeration produced the more conservative figure of 127,808 older
persons living in retirement villages, 4.8 percent of the population aged 65 and over
(ABS, 2006). On the basis of the ABS figures, this scale of provision amounts to close
to 80 percent of the 164,000 places available in residential aged care homes in 2006.
Although the planning and development of retirement villages is not subject to central
planning along the lines of residential aged care, it is a lengthy process and largescale providers have land holdings and plans set many years in advance. Providers
thus have some capacity to slow down or speed up development in response to
changing economic conditions. Falls in the residential property market in particular
affect demand as potential buyers wait for a recovery to maximise their assets. The
rate of development has fluctuated in the past and is likely to have experienced some
slow down in the wake of uncertainty in the property market generated by the global
financial crisis from mid-2008 through 2009. Recovery over the next decade could
however see retirement villages outstrip the growth of residential aged care.

2.4.2 Diversification
Growth in the number of retirement villages has been accompanied by increasing
diversity and product differentiation. Initially, most retirement villages were developed
and marketed to older people of modest or average means who typically sold their
family home to meet the costs of leasing a retirement village unit. However, in recent
years retirement villages have been developed at the luxury as well as the affordable
end of the market. A typology of Australian retirement villages developed in 2002
suggested three broad types of villages: resort style, modest, and affordable. These
types are differentiated by the location of villages, the socio-economic characteristics
of residents, the size of residential units and environmental amenity, the range and
quality of on-site services and facilities (Stimson, 2002, pp. 31–3 and 202). There has
also been diversification of tenure and contract arrangements, the physical form of
villages and the range of services included in weekly fees.
Most retirement villages are designed for older people able to live, for the most part,
independently. However, part of their attraction is that they provide a range of services
on-site, including some of the support and care services identified in Chapter 1. All
retirement villages provide on-site management and property maintenance services,
and most provide various forms of social activities and recreational facilities. In higher32

cost, ‘resort-style’ villages the range of recreational facilities is often extensive
including a community building, swimming pool, spa, gym, tennis court, bowling and
putting greens, workshop, café/restaurant, visiting hairdressers and so forth (Stimson,
2002, p. 33). Most villages provide some form of transport service such as a village
bus, and some provide a meal service and assistance with domestic work (e.g. a linen
service). Many provide a 24-hour emergency call service for nursing care and medical
rooms that are used by visiting doctors and other health providers.
A significant number of Australian retirement villages have historically been co-located
with residential aged care services, and are based on the concept of ‘on-going care’
(Australian Parliament, 1982, pp. 63–5) or the ‘continuum of care’ (Stimson, 2002, pp.
211–12). This model, particularly prevalent in older retirement villages operated by
not-for-profit sector operators, is based on the concept that residents can move from
independent living to residential aged care while remaining within the one complex.
While admission to an aged care facility is dependent on professional assessment of
need by an ACAT and is not guaranteed (Buys, 2000), the concept of jointly sited
independent living units, hostels and nursing homes seems to have considerable and
continuing attraction (Buys, 2000; Stimson, 2002, pp. 55 and 211). This model has
also been developed by private sector providers who are involved in residential aged
care, particularly nursing home provision, as well as retirement villages.
A growing number of Australian retirement villages also provide the option of ‘serviced
apartments’ and ‘assisted living units’. Serviced apartments provide services such as
cleaning and laundry, an alarm call system and meals available in a dining room.
These services, apart from meals, are included in the weekly fee. Assisted living
apartments provide additional assistance with daily living, either by direct services or
by facilitating access to services delivered by outside providers, and these services
are usually charged on a user pays basis. Even where personal care and other allied
health services are available on-site, 24 hour, on-site nursing care is generally not
provided, although managers are often nurses who are able to provide periodic, shortterm nursing care.
As their name suggests, the distinctive feature of this form of retirement living is the
built form of medium density, multi-storey buildings rather than villa units. These larger
buildings also include a range of common areas and a high level of accessibility and
universal design features. Apartments vary in size from one to three bedrooms and
include full kitchens, and span a wide price range. Apartment retirement villages are
growing in inner and middle distance suburbs where higher land costs require higher
density development. An added but rarely recognised benefit of this form of
development in the context of overall urban planning is that retirement villages free up
established family housing in these areas.

2.4.3 Consumer acceptance of retirement villages
In contrast to admission to residential aged care which is a matter of necessity and
requires and ACAT assessment, entry to a retirement village is a matter of choice by
the consumer. The growth of this form of service integrated housing indicates that it
has stood the test of the market and its diversification can be read as responsiveness
to consumer demands and preferences. Consumers have also been protected by
retirement village legislation and instances of disputes that go beyond village
management appear rare.
The perception that retirement villages provide access to support and care services
appears to be of great importance in the decision to move to a retirement village.
Actual or anticipated declines in health and mobility, difficulties in maintaining a home
and garden, and loneliness and social isolation, have been identified as key factors
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precipitating the move of many to retirement villages, although for others lifestyle
factors may be of most importance (Stimson, 2002, pp. 60–s2). Support services such
as 24-hour emergency call systems rate highly as desirable attributes of retirement
villages (Stimson, 2002, p. 73). While there is some evidence of a gap between
expectations and the reality of the availability of services in retirement villages (Buys,
2000), other studies have found that many residents of retirement villages report
improved quality of life, particularly linked to the social environment of the village, the
support provided for house and garden maintenance, the health support and the
quality of the physical environment (Gardner, Browning and Kendig, 2005).
In terms of responsiveness to consumer demand, one important development over
the past decade has been the emergence of ‘affordable’ rental retirement villages
targeted at older people wholly or partially dependent on the Age Pension (Jones,
Bell, Tilse and Earl, 2007, pp. 114–124) and with limited assets. Companies such as
Village Life developed a nationwide network of retirement villages offering
accommodation in partially self-contained units, a congregate meals service, a linen
service and some village facilities at a cost equivalent to 80 per cent of the full age
pension, including Rent Assistance.
Rental retirement villages were initially in high demand when introduced around 2000,
but some subsequently experienced major financial and management difficulties,
including high vacancy rates. These initiatives can be viewed as attempts to meet
need and demand for service integrated housing for people in later life with limited or
no financial resources. The need for affordable forms of service integrated housing
remains a significant gap that has not been met by the community or public sectors.
While not an age-based program, the recently announced National Rental Affordability
Strategy (NRAS) presents some prospects for addressing this gap and these are
taken up in Chapter 6.

2.4.4 Policy interest in retirement villages
The growth of service provision in retirement villages, and particularly in assisted
living apartments, appears to have been stimulated in part by the slowing of hostel
development from the early 1990s within the residential aged care program, and by
the expansion of HACC and particularly CACPs which could be drawn on to provide
higher levels of support and care. While individual residents could access generally
available HACC services and care packages on the basis of assessed need,
retirement village operators who were also Approved Providers of Commonwealth
funded programs could apply for packages to be delivered to residents in their villages
as well as to those living in the wider community. Access to subsidised care services
also made it very cost effective for residents to ‘top-up’ packages by paying for further
hours of services from the same provider if they needed or wanted additional support.
The use of CACPs to enhance service integration in retirement villages attracted
policy interest and lead to the Retirement Villages Pilot, announced in the 2002–2004
Australian Government budget. Policy interest focused on two areas. First, the extent
to which providing packages in retirement village enabled residents to remain in their
unit and defer or prevent a move to a residential aged care home. Second, by taking
advantage of the structured environment of retirement villages and the services
already available, it was considered that packages could be funded at a discounted
rate. The pilot delivered packages to around 250 residents in 45 retirement villages
operated by 10 providers; 18 of these villages were operated by three private sector
providers, only one of which was an established community care provider, and the
remaining villages were operated by seven not-for-profit providers, five of which were
established community care providers.
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The Retirement Village Pilot demonstrated flexible ways of delivering care packages
to residents of retirement villages and received a positive evaluation (AIHW, 2006).
This paved the way for the Retirement Villages – Ageing in Place initiative in 2006,
and on-going funding was confirmed in the 2006-07 budget. The initiative encourages
retirement village operators to apply for package places, and if not already Approved
Providers, to gain Approved Provider status. Operators are able to provide community
aged care places (CACP and EACH packages) for their residents either in their own
right or in partnership with an aged care provider (DOHA, 2006). All providers need to
demonstrate how their village environment will allow for ageing-in-place and
contribute to the continuity and quality of care for residents. They also need to
demonstrate what other benefits they will make available to their retirement village
residents to increase diversity of choice and to allow older people to continue to live in
their established place of residence (DOHA, 2008).
Take-up of the initiative has been variable but is growing. The Retirement Villages
Association has identified a number of factors affecting provider interest, including
whether a village caters for ‘fit and well’ residents rather than those needing some
care, and the extent to which the village operator also provides or arranges for private
purchase of care services on a user-pays basis rather than calling on subsidised
services. From the residents’ point of view however, there are concerns about access
to subsidised services for which they are eligible on the basis of assessed need.
Retirement villages have become Australia’s largest sector of service integrated
housing for people in later life. Unlike residential aged care homes, this has occurred
largely without direct state support. Howe refers to the development of retirement
villages as ‘an outstanding example of policy by default’ (Howe, 2003, p. 4). Public
policies have impacted on the growth of retirement villages indirectly and there have
been no explicit policies to promote (or contain) their growth or shape their character
or geographic distribution. Rather, the growth of retirement villages triggered policy
development in two areas. First, retirement villages have tested some aspects of
State planning regulations and lead to amendments in some case. Only in NSW,
however, has a planning framework specifically for retirement villages, SEPP 5, been
established. The second area of legislative development was the implementation of
retirement village Acts that are primarily concerned with consumer protection for those
residing in retirement villages under a range of tenure arrangements, some of which
are far from standard, and with varying contracts for service provision (Stimson, 2002,
pp. 25–8 and 37–43).
There has been no major study of the retirement village industry since 2002.
Stimson’s detailed analysis in that year predicted significant expansion of the industry
in response to the increase in demand stemming from population ageing. He argued
that the industry was likely to increase its market penetration as suppliers responded
to different market segments and developed new village forms including high-rise and
more compact medium-density designs. He also predicted blurring of the differences
between profit and not-for-profit providers as each become more corporatised and
greater concentration of ownership and management. Examples of some of these
trends are provided in Chapter 5.

2.5

The 4th tier: innovation and experimentation

2.5.1 Providing housing for people with complex needs
Since the late 1980s, a number of initiatives were taken by not-for profit organisations
to address the needs of older people who are homeless or living in insecure
accommodation. These individuals’ needs for long term, stable housing could not be
met by the Supported Accommodation Assistance Program (SAAP) which addressed
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transitional and short term housing needs, and many had other support and care
needs. The early initiatives were taken up in a small-scale program of Assistance with
Care and Housing for the Aged (ACHA) which was implemented on a pilot basis in
1993 and has continued since. ACHA provides funds to local government and not-forprofit organisations to assist financially disadvantaged frail older people who were
renting, who had insecure tenure or who were homeless to meet their accommodation
and support needs to enable them to continue living in the community. The dual
problems addressed by this kind of assistance are that on one hand, this group did
not have equitable access to community care in part because their housing was
unstable or did not provide a suitable care environment, while on the other hand they
were over-represented in hostels, again due to their previously poor housing
conditions.
ACHA does not fund either accommodation or care services directly but focuses on
support workers who assisted clients find more appropriate and affordable
accommodation and linked them to services where necessary. Support workers could
be based in a service agency and work on an outreach basis, linking clients to
housing and further services in a defined locality, or on-site in a designated housing
development, either a public housing development or a private rooming house, or
through a combination of these approaches. ACHA funded services work closely with
state housing authorities, and all clients are eligible for public housing, although not all
may choose to live in public housing. The roles of support workers include identifying
frail older clients with housing and other support needs, linking clients to suitable care
options and housing services, and to other needed services such as Aged Care
Assessment Teams or Indigenous community organisations.
A total of 49 projects were funded in the first three years of ACHA, and 26 of the
projects were based in large not-for-profit agencies that were also Approved Providers
of residential aged care and packages. A comprehensive evaluation of the first round
of ACHA projects found that provider experience with community care networks and
delivery of community care contributed to positive outcomes for clients and providers.
The projects were very cost effective as the intensive interventions over periods of 3
to 10 months enabled support workers to assist a large number of clients at an
average cost of $649 per client, excluding the cost of services and accommodation
secured. A comprehensive evaluation of the first round of ACHA projects (Alt Statis
and Associates 1996) found that provider experience with community care networks
and delivery of community care contributed to positive outcomes for clients and
providers.
As of late 2009, ACHA funded 42 services, many of which have been involved since
the inception of the program. Over time the number of providers and organisations
involved has varied slightly: a number of smaller projects operating under the
auspices of a single organisation have merged, some services have come under
different auspice organisations and there have been some new providers. In line with
the distribution of the client population, the largest number of ACHA funded services
are in NSW, 11, and Victoria, 13, with smaller numbers in other states. The scale of
individual services also varies, but overall ACHA currently serves around 3,000 clients
a year.
Some State Governments have also initiated support and care programs along the
lines of ACHA, through special initiatives within HACC and working with public sector
and community housing providers. In Victoria, a pioneering role in the development of
services providing housing and support to this population group was taken by
Wintringham, a housing and aged care providers established in Melbourne in 1989.
Wintringham’s approach has been to provide service integrated housing to older
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people at risk of homelessness drawing on funding available through the aged care
system and state housing authorities (SHAs) as well as other philanthropic sources.
The organisation provides a range of services including residential aged care facilities,
independent housing with associated care and support, and outreach care and
support to older people living in boarding houses and low cost private rental
accommodation (Lippman, 2003; Lippman, 2006). A number of other organisations
also provide similar services to this group.
Service integrated housing has also been developed for some other high-need
groups. Supported residential services, known in some states as supported residential
facilities, licensed residential centres or supported accommodation, provide
accommodation, social support and (most commonly) low-level care for people with
disabilities who need support in daily living. Their residents include significant
numbers of frail, older people (Jones, Bell, Tilse and Earl, 2007, pp. 148–9). There are
also some specialised housing and care services for older people with developmental
and other disabilities (Milne and De Mellow, 1996; Bridge, Kendig, Quine and
Parsons, 2002).

2.5.2 Experimenting with other approaches
Since the early 1980s there have also been other approaches to the provision of
service integrated housing, although none of these has met what Howe has referred
to as ‘the ‘sliced bread’ test of successful innovation – they have not caught on widely’
(Howe, 2003, p. 3). Perhaps the best known of these is Abbeyfield Housing, a housing
model for older people adapted to the Australian context from the UK. The Abbeyfield
model is a communal house consisting of approximately ten individual bed-sit style
rooms with shared dining, living, and laundry facilities. The communal environment is
designed to encourage a sense of community and mutual aid. Main meal preparation
and cleaning of shared areas is provided by a housekeeper, with residents
maintaining their own rooms and doing their own laundry. A number of Abbeyfield
houses have been developed in several Australian states and they are examples of
group housing for older people able to live independently with some support.
Another model is ‘Apartments for Life’, a concept developed in the Netherlands and
being developed in the Australian context by the Benevolent Society of NSW. The
intent is that residents are able to remain in the same apartment for the rest of their
lives, through the provision of purpose-built apartments and access to support
services and appropriate technologies. The main service provided on-site is meal
preparation, with health and support provided through HACC, CACP, and EACH. Rent
levels will be based on the individual financial circumstances of clients. Both
Abbeyfield and ‘Apartments for Life’ will be examined in Chapter 5 as examples of
service integrated housing in Australia.
Other approaches to service integrated housing have been developed by community
organisations funded under the Community Housing Program of the CSHA (Jones,
Bell, Tilse and Earl, 2007, pp. 104–5) and by public housing authorities in response to
the increasing number of public housing tenants requiring higher levels of care and
support in later life (McNelis, Neske, Jones and Phillips, 2008). Several examples of
these developments are also considered in Chapter 5.

2.6

Home and community care: providing the infrastructure
for service integrated housing

2.6.1 Expansion of community care services
Since the mid-1980s, the Australian Government and State and Territory
Governments have given concerted attention and commensurate funding to the
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expansion of home and community care in efforts to contain the growth of residential
care and to offer frail older people greater opportunities to remain in their own homes
and communities even with some degree of dependency. National subsidies for home
care services began in the 1950s and 1960s on a somewhat piecemeal basis. The
first Australian Government program was the introduction in the 1950s of a subsidy for
home nursing, followed a decade or so later by financial support for senior citizen
centres, community-based paramedical services, and delivered meals (Gibson, 1998,
pp. 31–3). However, prior to the 1980s home care services were small-scale in
comparison to the rapidly growing residential age care sector. By the early 1980s
there was increasing concern that many older people being admitted to nursing
homes and hostels could be cared for more effectively and inexpensively in their own
homes (Australian Parliament, 1982).
These concerns resulted in the establishment in 1984 of the Home and Community
Care (HACC) program to provide home and community care services and support
services for people with a moderate or severe level of disability. The broad goals of
the HACC program were to enhance the independence and lifestyle of disabled and
frail aged people and to avoid premature admission of older people to residential aged
care homes (Australia, Parliament, 1994; Australia, 2002). HACC brought together
under one umbrella a wide range of pre-existing services that had been funded
through the Australian Government and the States and Territories, and funded new
types of services. The program has grown steadily since its establishment in overall
levels of funding, range of services and coverage of the older population, including
particular attention to special needs groups. Total funding in 2008–2009 is $1.788
billion of which $1.090 billion is provided by the Australian Government (DOHA 2009).
Community care services are now widespread; on the basis of service usage as of
2003–04 reported by AIHW (2007, p. 103), it is estimated that formal community
services, primarily HACC, were used by around 80 percent of the older HACC target
population, defined as those aged 65 years and over with moderate, severe or
profound activity limitations who were living in the community on the basis of the 2003
Survey of Disability, Ageing and Carers (ABS, 2004). Services provided include
assessment, care coordination and care management; home and community based
nursing and allied health; delivered meals, meals at centres and other food services;
domestic assistance; personal care; home modification and maintenance; transport;
centre-based and in-home respite care; counselling, support, information and
advocacy. HACC funds are channelled through some 3,000 agencies comprising notfor-profit organisations, local government and public health services.
The distinction between the wide range of HACC services delivered to clients across a
range of dependency levels and care packages is the inclusion of case management
in the latter services. Packages are specifically designed to make home care services
more feasible options for highly dependent clients, who would otherwise in all
likelihood require access to residential care (Gibson, 1998, pp. 37–38; DOHA, 2004).
Community Options Projects (COPs), first introduced with Commonwealth only
funding in 1987, were based on the concept of a brokerage model involving a case
manager who arranges an integrated package of care services that respond to the
assessed needs of the individual. Funding for COPs was subsequently rolled into
HACC and has grown only in line with HACC funding overall.
A much more significant development came in the early 1990s when Community
Aged Care Packages (CACPs) were introduced. CACPs began as Hostel Options
which delivered services to residents in ILUs on an outreach basis from hostels, and
were soon extended to frail older people living in the community who had been
assessed by an ACAT as eligible for hostel care (Gibson, 1988, pp. 62–4). CACPs
funding was set at the lowest level of hostel care funding and had been tied to that
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level ever since. Many CACPs have been delivered as outreach programs from
hostels (Howe, 1995, p. 223). CACPs have grown rapidly in number from some 2,500
in 1995 to 40,280 in 2008 (AIHW, 2009a, p. 2). In 1998, the Australian Government
also introduced Extended Aged Care in the Home (EACH) packages to provide higher
levels of care to people living at home, with funding set at the lowest level of nursing
home funding (Australia, DOHA, 2004, p. 18), and even higher funding, equivalent to
the highest level of nursing home funding was subsequently provided for EACH
packages targeted to clients with dementia. By 2008 there were 6,240 EACH
packages and 1,963 EACH-D packages. Further growth of both CACP and EACH is
envisaged. These package programs have provided significant resources for
community care for older people with higher levels of dependency, but it is HACC that
is the mainstay of community care.
While increased access to community services is seen as filling the gap left by the
relative reduction in residential aged care places, it also needs to be recognised that
some of the gap has been filled by alternative forms of housing with varying levels of
support and care services. Community care is not a substitute for the accommodation
function previously provided by hostels for those with only low dependency but who
needed social support and more appropriate housing. It is apparent that a proportion
of these individuals have turned to various forms of retirement housing, in which they
may also receive HACC services or care packages in addition to the supports that are
integral to the retirement housing environment. Continuation of this kind of demand is
a factor underpinning the further integration of community care with different forms of
retirement housing.

2.6.2 Integrating community care with housing
Some HACC providers were initially unwilling to provide services to residents of
boarding houses and retirement villages, and there was some ambiguity as to the
eligibility of residents of housing complexes providing some support services for
HACC services (Australian Parliament, 1994, pp. 101–2). However, this situation has
been clarified and residents of retirement villages and independent living units are
eligible for HACC services except when a resident’s contract specifically includes
these services (HACC, 2002, p. 9). On-site managers and ‘care coordinators’ in some
not-for-profit housing agencies play important roles in linking residents to HACC and
other services. Residents of supported residential services and boarding houses can
also receive HACC services.
All providers of care packages are Approved Providers and given the origins of
CACPs in relation to hostel care, it is not surprising that a high proportion also operate
residential aged care homes. Not-for-profit organisations account for 55 percent of
package providers, 40 percent are local government agencies and private providers
have a small presence at 5 percent (AIHW, 2008, p.20). These shares suggest that
where not-for-profit providers deliver packages to residents in ILUs and retirement
villages, they are likely to do so directly. For-profit providers of retirement villages and
residential aged care are however much less likely to have CACPs, and so are more
likely to make arrangements with other CACP providers to have packages delivered to
village residents, or leave it to the individual resident.
In summary, the creation of extensive home and community care programs covering
older people across a range of levels of dependency has had and continues to have
important implications for the development of service integrated housing. The
development of HACC, CACP and EACH has not only extended opportunities for
older Australians to age in place in their own homes or neighbourhoods, but has also
presented opportunities for housing providers to work with home and community care
providers to develop service integrated housing arrangements.
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There has also been experimentation with the use of CACP and other community care
funding to provide care services to public housing tenants (Kendig and Gardner, 1997,
p. 189), and to develop closer links between community care and public housing
providers (Jones, Bell, Tilse and Earl, 2007, pp. 102–3). Several of the innovative
approaches to service integrated housing examined in Chapter 5 similarly rely on the
availability of HACC, CACP or EACH to provide supportive housing environments for
older people.

2.7

Conclusion

Australia has an extensive service integrated housing sector, but its contribution
towards meeting the accommodation and care needs of older Australians receives far
less formal policy recognition than residential aged care or community aged care
services. The reasons for this lack of recognition can be attributed partly to its
somewhat muddled history. Public subsidy of hostels in the mid-twentieth century
under the APHA for older people requiring low levels of support and care might have
developed into continuing public support for service integrated housing. However, by
the turn of the century hostels had been clearly integrated into a tightly organised
residential aged care system focused on the needs of older people with high levels of
dependency. Similarly, capital subsidies of independent living units under the APHA
from the 1950s to the 1980s might have led to a housing sector for low-income older
people clearly focused on integrated service provision. The faltering of these
programs means that the challenge of developing the ILU sector as a vehicle for
service integrated housing has been left to providers and has never been taken up
other than in a piecemeal fashion.
It was not until the early 1990s that policy interest in service integrated housing was
renewed in the Mid-Term Review of the Aged Care Reform Strategy and the National
Housing Strategy. Research commissioned by the Mid-Term Review reported on 23
case studies of innovations in housing for older people, including independent housing
with support and hostel innovations (Forsyth, 1992). As well as reviewing
developments in ILUs and hostels, the report on the second stage of the Mid-Term
Review noted projects for older people funded under the Local Government and
Community Housing Program, a component of the Commonwealth-State Housing
Agreement, and envisaged further opportunities arising through the Community
Housing Program introduced in the 1992–93 budget. Recommendations to further
links between aged care and housing, including promotion of flexible service delivery
in different housing settings, were not however to come to fruition. Again, only
piecemeal development occurred, assisted to some degree by drawing on expanding
community care services.
The integration of hostels into the residential aged care program under the Aged Care
Act 1997 effectively removed hostels from consideration as a form of service
integrated housing. With responsibility for housing policy assigned largely to the
States and Territories from 1996 to 2007, policy development to advance service
integrated housing faltered once more.
Thus, from the 1970s, it was left to the community and private sector housing
providers in the nascent retirement village industry to develop service integrated
housing arrangements without direct public subsidy. Over the next 30 years, and
especially since the turn of the century, retirement villages have diversified and now
provide a wide range of service integrated housing including villages targeted at the
affordable, modest and luxury segments of the market, and villages offering different
tenure arrangements, physical forms and types of services. Important developments
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include villages offering a continuum of care, serviced apartments and assisted living
units, and new village types such as affordable rental villages.
Since the 1990s a number of other forms of service integrated housing have also
emerged including service integrated housing for homeless older people and other
innovations based on international models such as Abbeyfield Housing and
Apartments for Life, all on a small scale. As larger numbers of public housing tenants
increasingly require care and support services, public housing authorities are joining
community organisations in looking at new ways of integrating provision of housing
and provision of care and support, drawing in particular on the support services
available through the HACC, CACP and EACH programs.
The current shape of community care, residential aged care and service integrated
housing can be depicted as three overlapping circles, as in Figure 2. From the
perspective of residents of service integrated housing, the overlap with community
care comes by way of delivery of HACC services and packages, and the overlap with
residential aged care comes by way of on-going care provided in co-located RACH.
From the provider perspective, the overlap represents providers who are involved in
housing and community care and/or residential care. Critical issues for the future are
how these areas of overlap are changing and the factors driving change in different
directions.
This historical overview suggests that there is now a strong case for reassessing the
role of service integrated housing and investigating factors driving change to different
ends. The policy climate also appears conducive to action through the new National
Rental Affordability Scheme (NRAS) and the National Affordable Housing Agreement
(NAHA) which has replaced the Commonwealth State Housing Agreements. It is true
that the retirement village industry in both the for-profit and not-for-profit sectors has
thrived for the past three decades with minimal public policy direction or government
involvement, but this is hardly a sound basis for addressing future needs for service
integrated housing. The main constraint of retirement villages is that they cater largely
for those who have housing assets that they can realise, but there is great diversity in
the needs and preferences of this potentially large market, and the needs of those
outside this group also require renewed attention. As argued in section 1.3, more
diverse forms of service integrated housing are likely to have the potential to play a far
more significant role in responding to the housing and care needs of the rapidly
growing population of older Australians than has been the case to this point, and
future directions are discussed in the final chapter of this report.
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Figure 2: Service integrated housing as a third component of aged care intermediate
between community care and residential care
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3

TERMINOLOGY
COMPARISONS

3.1

Introduction

AND

INTERNATIONAL

The development of service integrated housing in Australia is paralleled by similar
developments in many other countries, and one aim of this research project is to
examine the significance of international models for the Australian context. The view
that there may be models that could be usefully transplanted to the Australian context
is widespread, with interest in overseas models channelled through international
networks of housing and community care providers in the public, community and
private sectors, such as the International Association of Homes and Services for the
Aged (IAHSA). One example of such transfers is the incorporation of assisted living,
an approach to service integrated housing widely used in the US, into Australian
retirement village developments over the past decade. Other models from other
countries such as the UK Abbeyfield Housing have been imported, although with
limited take-up. Yet others, such as the Netherlands ‘Apartments for Life’ are still in
the process of being developed in Australia. How far then should Australia be looking
to North America, the UK and Europe for sources of innovation in service integrated
housing?
In order to address the question as to how far Australia should be looking to North
America, the UK and Europe for other sources of innovation in service integrated
housing development, a literature review of service integrated housing in the US, the
UK and a selection of European and other countries was conducted and reported in
the positioning paper for this project (Jones, Tilse, Bartlett and Stimson, 2008). The
review identified a wide range of forms and types of service integrated housing, and
widely varying funding and regulatory arrangements from country to country. It
concluded that international experience does have relevance to the Australian
context, and that models developed in other countries can be a source of innovation
and learning. However, this broad conclusion is subject to two qualifications. Firstly,
as in all areas of public policy and social provision, the singularity of national history,
culture and institutions must be taken into account. Approaches to housing and care
of older people are embedded in particular national contexts, and caution must be
exercised when considering the applicability of models and service types that have
emerged elsewhere. The broad parameters in which service integrated housing has
developed are set by the roles of different levels of government and varying
involvement of private, non-profit and public sector providers in each country, and the
Australian context presents both opportunities and constraints for adopting overseas
models. Secondly, there is a major difficulty with international terminology in this
sector. A plethora of terms are used internationally to describe service integrated
housing and little or no standardisation of terminology. One conclusion of the literature
review was that there is a need for an ‘international translation chart’ providing
guidance to those seeking to learn from international experience.
The starting point for this chapter is then the issue of clarification of terminology which
underpins meaningful international comparison. The summary international translation
chart provided in Table 2 lists terms, grouped into broader clusters of service types,
and identifies those Australian and international terms that have equivalent or
approximately equivalent meanings (in bold). An expanded version of Table 2
presented at the end of the report gives definitions of all the terms listed and notes
further aspects of comparability. The aim of these translations is to show similarities
and differences in terminology and the associated forms of housing and services and
so facilitate comparisons between countries. Clarifying terminology in this way is a
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prerequisite to meaningful comparison. It provides a foundation for identifying similar
and different forms of service integrated housing across countries (including
Australia), and hence provides a basis for learning from international experience. In
the later sections of the chapter, the similarities and differences in terminology
between Australia and other countries are discussed in greater detail and the
relevance of the experiences of other countries with service integrated housing to
Australia is examined.

3.2

Terminology

The terms used to name and describe many Australian and international models of
service integrated housing are complex, imprecise and often confusing. There are
many sources of complexity including public sector funding and regulatory
arrangements, the involvement of different professions, the hybrid nature of many
products, the rapidly evolving nature of the industry and the marketing endeavours of
private sector and community providers (Benjamin and Anikeeff, 1998, p. 15; Scribner
and Dalkowski, 1998, pp. 73–4). Efforts to standardise terminology in the US have
been frustrated by the diversity of services and the dynamic nature of the service field
(Anikeeff and Mueller, 1998; Scriber and Dalkowski 1998; Sexton 1998).
Unclear terminology presents obvious difficulties for providers and users of serviceintegrated housing alike, and there is a case for greater standardisation of terminology
based solely on grounds of consumer protection. However, the disorder of
terminology also impedes clear policy and service development, and international
knowledge transfer. If the public, community and private sectors are to become more
involved in the development and provision of service integrated housing, terminology
issues must be addressed.
Within Australia the lack of clear and agreed terminology to describe and analyse
models of service integrated housing is clearly apparent. Within residential aged care
the terms ‘nursing home’ and ‘hostel’ are giving way to the generic term ‘residential
aged care home’ divided into ‘high care’ and ‘low care’, as a result of the legislative
changes of 1997. However, outside aged care, terminology is imprecise and often
confusing. The term ‘retirement village’ covers a great diversity of forms of service
integrated housing, and there is a need to find better ways of classifying retirement
villages and the services they offer to reflect their differing objectives (Stimson, 2002).
The term ‘independent living units’ is used to refer to those dwellings funded by the
Australian Government and community organisations from the 1950s to the 1980s
(McNelis, 2004), but this term is also used more generally to refer to ‘self-care’ units
within retirement villages. Some new housing forms such as the low-cost, rental units
developed by companies such as Village Life over the past decade are not readily
described using existing terminology. Terms such as ‘serviced apartments’, ‘assisted
living’ and ‘flexi-apartments’ have entered the lexicon of the retirement housing
industry over the last decade, but they lack clear and shared meaning. In this context,
providers experiment with terms such as ‘apartments for life’ and ‘supported living
communities’ in order to stress the distinctiveness of their product or to gain market
advantage.
One way of identifying more precisely the nature of the international terminology
problem is to distinguish four types of relationships amongst terms and meanings.
Firstly, we can identify terms that have the same meaning in a range of national
contexts. Surprisingly, there are few such terms in common usage to describe the
same or closely equivalent forms of service integrated housing in different countries.
‘Nursing home’ is the single most widely used term with a common meaning and in all
countries refers to accommodation in which on-going nursing care is provided. The
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term ‘retirement village’ has a common meaning when used broadly, but rather than
describing a single, common form of housing and services, it breaks down into a
variety of forms that are described by more specific terms whose meanings often
diverge in different settings. Some other terms have acquired common meanings akin
to brand names for specific models. ‘Abbeyfield Housing’ and ‘HomeShare’ are two
examples where UK models have been adopted in Australia and adapted to
Australian circumstances.
Secondly, we can identify examples of the same terms being used with different
meanings in different contexts with consequent confusion. The terms ‘extra services’,
‘extra care’ and ‘extra care services’ are cases in point. In many contexts, ‘extra’ has a
generic meaning as provision of services over and above those usually available in a
given setting. However, in the context of the Australian residential aged care program,
‘extra service homes’ are those that offer residents a higher standard of ‘hotel’
services such as a bigger room, a wider choice or meals, or wine with meals at a
higher fee. ‘Extra service’, in this context, does not mean that residents will be
provided with a higher level of care, because all homes have to provide the same
level of care to their residents.
The third situation is where different terms have the same meaning, that is, where
some broadly similar forms of service integrated housing are described by different
terms. An example is the use of the term ‘hostel’ in the Australian context to refer to
accommodation usually in the form of a individual bed-sitter with en-suite facilities
linked to services spanning levels of social support and personal care, but specifically
exclude on-going nursing care. No other countries use the term ‘hostel’ as it is used in
the Australian context, yet many have one or more forms of accommodation with a
similar range of services. The terms ‘congregate housing’ as used in the USA and
‘sheltered housing’ in the UK broadly approximate hostels as they include some
shared amenities such as a dining room, but neither of these terms is used in
Australia. Since 1997, the term ‘hostel’ has been replaced by ‘low care’ within the
Australian residential aged care program, but it is still widely used. It has, however,
never been used outside of the residential aged care program. Instead a range of
terms such as ‘serviced apartments’ and ‘assisted living’ have developed to describe
forms of housing that offer a similar range of support and care services, and as with
hostels, they do not include nursing care.
Finally, considerable confusion can arise when terms that have a particular meaning
in one country are used more generically in other contexts. The term ‘continuing care
retirement community’ (CCRC) has a very specific meaning in the US context where it
refers to service integrated housing in which residents pay a premium to cover the
possibility of future access to care services, somewhat akin to an insurance
arrangement. Retirement villages in Australia which offer what used to be called
‘three-tier complexes’ of ILU, hostel and nursing home do provide for ‘continuing care’,
but they are not underpinned by the same funding arrangements and should not be
referred to as CCRCs. Indeed, on the contrary, rather than covering charges for future
possible use of care services in a blanket weekly service charge from the time of entry
, the trend in Australia is to offer assisted living services on a user pays basis in order
to minimise the weekly service charge. In Australia the practice in many retirement
villages is to further minimise the cost of assisted living and other services by drawing
on HACC and CACPs which provide some level of means-tested public subsidy for
users.
The international translation charts address these issues in three ways. Firstly, all
terms identified internationally and in Australia referring to service integrated housing
and related services are listed in Table 2 and defined in the longer version of the table
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presented at the end of the report. Secondly, terms used in other national contexts
that are equivalent, or approximately equivalent, to Australian terms are shown
together, so that their similarities and differences are displayed. Where no equivalent
terms are given, it does not necessarily mean that there is no equivalent form of
housing, but rather that equivalent housing forms are not differentiated by separate
terminology. Thirdly, all of the terms used in Australia and other countries to describe
service integrated housing and related aged care services are grouped into six broad
clusters. This grouping of terms and service types is discussed further in later sections
of the chapter and in the chapter conclusion. Two of the groups of terms cover
general terminology and four cover different types of service integrated housing: the
latter groups, and sub-types within them, are listed in order of increasing levels of
support and care. The six groups of terms are:
1.

Generic terms used to refer to housing for people in later life.

2.

Terms used to refer to ‘home and community care services’ which, while
primarily focused on people living in private housing in the community, play
key roles in many forms of service integrated housing both in Australia and in
many other countries.

3.

Terms used to refer to ‘service integrated housing offering lifestyle and
recreation’.

4.

Terms used to refer to ‘service integrated housing offering support’.

5.

Terms used to refer to ‘service integrated housing offering support and care’.

6.

Terms used to refer to ‘residential aged care homes’, which, while not a form
of service integrated housing, play key roles in shaping service integrated
housing both in Australia and in many other countries.

3.3

Generic terms for housing for people in later life

The generic terms that are widely used to cover housing for people in later life
distinguish broadly between housing with varying levels of support and care and
facilities offering care services, particularly nursing care that is available to all
residents. The former types of housing are much more varied than the latter and this
study proposes the term ‘service integrated housing’ to encompass all forms of
housing for older people in which the housing provider makes available one or more
types of support and care services. Provision of services may be made either
internally by the housing provider or through an arrangement with an external service
provider. The term is seen to have international relevance as it can be applied to the
range of forms of housing with various types of services listed in the rest of Table 2.
Provision of care is integral to the latter types of accommodation coming under the
generic terms for residential aged care, rather than various means being used to
integrate services with housing. Residential aged care is thus not regarded as a form
of service integrated housing and only limited attention is given to residential aged
care in the rest of this report.
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Table 2: International translation chart of terms used to describe types of service
integrated housing

Australia

Other countries

1. Generic terms for housing for people in later life
Housing for the elderly/for the aged
Retirement housing
Seniors’ housing
Retirement housing

These generic terms are also widely used with
the same meaning in most, if not all, other
countries.

Residential aged care
Care in a residential aged care home (RACH)

Long-term care – US
Residential care – UK

Service integrated housing

The term ‘service integrated housing’ is
intended to have international relevance.

2. Terms for ‘home and community care’
‘Home and community care’ is the generic term used in this translation chart to refer to provision
of aged care services in the home of a person in later life.
Community care
Home and Community Care – generic term
used in this report to refer to the provision of
aged care services in the community and in
the person’s home. Formal programs are:
• Home and Community Care Program
(HACC), including Community Options
sub-program (known as Linkages in
Victoria).
• Community Aged Care Packages (CACP)
• Extended Aged Care in the Home (EACH)
Packages

Community care – widely used
Home and Community Based Care (HCBC) –
US
Home health care – nursing and allied health
Social care – other home and community care.
Home care
Home care services
In-home care

There is no equivalent of collective home care
in Australia.
Naturally occurring retirement communities
exist in Australia but are not specifically
identified as such
Multigenerational housing support models
have not been a feature of service integrated
housing in Australia.

Collective home care
Naturally-occurring retirement community
(NORC)
Virtual retirement community
Multigenerational housing support models

3. Terms for ‘service integrated housing offering lifestyle and recreation’
Services typically include sporting and recreational facilities and activities, and social activities
focused on a club house or community centre.
Lifestyle village

Australia has no equivalents to the large-scale
retirement resorts of the US.

Active adult retirement community (AARC) –
US
Leisure oriented retirement community
(LORC) – US
Retirement community
Retirement housing for special affinity groups
Retirement resort
Retirement new town
Retirement town
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Australia

Other countries

4. Terms for ‘service integrated housing offering support’
4a. Independent living complex
Independent living unit (ILU)/Self care units
Retirement village – includes variants such
as vertical village and rental retirement
villages
Manufactured home estate/Residential park
Affordable rental villages

Sheltered housing –UK
Independent living facility (ILF)
Retirement village – UK and US
Mobile home park – US

4b. Shared housing
Abbeyfield Housing
Agency assisted shared housing (only one
project known to operate in Australia)

Abbeyfield Housing – UK
Agency-assisted shared housing – UK
Co-housing – Europe
Board and care home – US

Boarding house
Rooming houses

Single room occupancy (SRO) hotels – US

5a. Housing with support and care
The term congregate housing is not widely used
in Australia.
Hostels provide housing with care other than
continuous nursing care in congregate settings
and are similar to several forms of congregate
housing with care in other countries, but the term
‘hostel’ is not used outside of Australia to refer to
these forms of service integrated housing.
Supported residential service (SRS) Victoria,
other terms are supported accommodation
(Queensland), licensed residential centre (NSW)
and supported residential facility (South
Australia).

Congregate seniors housing (CSH) – US
Supported housing – US
Service coordinators – US
Service-enriched housing – UK
Extra care housing – UK
Assisted living – UK
Close care – UK
Flexi-care – UK
Integrated care – UK
Supported housing – UK

Serviced apartment
Assisted living facility (ALF)
Flexi-apartment

Assisted living facility (ALF) – US
Very sheltered housing – UK
Service housing – European countries
Service flats – Denmark
Heavy service housing – Finland
Small group housing – Sweden
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Australia

Other countries
5b. Housing with continuing care

Three-tier complexes
Continuum of care
Ongoing care

Continuing care retirement community
(CCRC) – US
Life care community – US
Retirement community – UK
Retirement village – UK (some)
All age community – UK

Apartments for life

Apartments for life – Netherlands

6. Terms for ‘residential aged care homes’
This is the generic term used to refer to provision of aged care services in a residential
setting.
Nursing home

Nursing home (general)
Skilled nursing facility (SNF) – US

Residential aged care home

Residential care home – UK

3.4

Home and community care

3.4.1 Services delivered in all forms of housing
‘Home and community care’ is the generic term used in the translation chart to refer to
aged care services provided in the home of a person in later life or at a setting in the
community. While these services are primarily focused on people living in their own
home in the community, in many countries including Australia they play a key role in
many forms of service integrated housing. The term ‘home and community care’
covers a wide range of support and care services, as per the list provided in section
1.2.
As discussed in Chapter 2, in Australia these services are most commonly referred to
as ‘home and community care’ services in line with the name of the main national
funding program, the Home and Community Care program (HACC). However, the
term also encompasses other aged care services provided in the home including the
case-managed services provided through the Community Aged Care Package
(CACP) program, the Extended Aged Care in the Home (EACH) program and the
Community Options sub-program within HACC. Prior to the establishment of the
HACC program in the 1980s, aged care services provided in the home were often
referred to as ‘home care services’ and this term is still in use in Australia as is the
term ‘community care services’. Aged care services provided to older people in their
homes in other countries are variously referred to as community care services, home
care services, in-home care, social care and home health care. These terms are
similar in meaning to their Australian equivalents. However, the terminology used to
refer to particular types of home and community care services in other countries often
differs from that commonly used in Australia (see Kane, 1999). A major difference is
that whereas HACC includes nursing and allied health together with personal care
and a range of social support services, in most other countries home health care is
distinguished from other services that come under the term ‘social care’, a term not
widely used in Australia.
Publicly-subsidised home and community care services have played a vital role in the
development of service integrated housing in Australia (see Chapter 2). Older people
who are frail or who have disabilities are generally eligible for home and community
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care services irrespective of the kind of housing in which they live (except for RACH).
This has meant that many residents of retirement villages and other housing
complexes for older people have been able to access home and community care
services on the basis of assessed need. Some providers and managers of retirement
villages have become involved, to varying degrees, in coordination and direct
provision of these services. This has happened in particular when the same
organisation, mostly not-for-profit organisations, is both a provider of retirement
villages and a provider of home and community care services. Some examples of the
ways that this has occurred are provided later in the report.
Similar developments have occurred in most other countries, although the particular
pattern of development is shaped by the funding and organisational arrangements for
home and community care services and housing services in each national context.
For example, the US lacks a nationally legislated home and community care service
on the Australian model. In the US, policy and funding arrangements for the provision
of home care services are complex with multiple funding streams and administrative
agencies (Stupp, 2000; see also Jones, Tilse, Bartlett and Stimson 2008, pp. 26–7).
Even though the use of Medicare waivers for delivery of home and community based
care has expanded, the involvement of multiple agencies makes the task of linking
housing, home health care and other home care services highly complicated. In the
UK, these issues have been shaped by relations between social services departments
of local authorities, who have the main role in community care provision, health
authorities who have the main responsibility for home health care, and housing
authorities and housing associations, who have responsibility for social housing
provision and for forms of service integrated housing such as sheltered housing
(Heyward, Oldman and Means, 2002, pp. 61–6).

3.4.2 Locality-based home and community care
In some countries the line between home and community care services and service
integrated housing has been somewhat blurred by the development of organisations
providing a range of home care services to a designated group of older persons living
in their own homes in close proximity to one another, but not in the same housing
complex or linked to particular forms of housing. While these forms of locality based
community care provision are not evident in Australia, there are variations in the way
publicly funded home and community care services operate in localities with different
numbers and concentrations of older people. The development of Multi-Purpose
Services, for example, has been a response to the needs of people living in small
rural and remote communities.

Collective home care
The term ‘collective home care’ has been used to refer to such arrangements in which
an organisation provides a range of home care services to a designated group of
older persons living in their own homes in close proximity to one another. It differs
from general home care provision in that residents are identified as members of the
home care scheme and receive a range of services by virtue of this membership. An
example of collective home care is the ‘supportive communities’ scheme that has
operated in Israel since the 1990s. In 2004 there were about 88 such communities in
Israel each providing support and care for about 200 members who remain living in
their own home. The supportive community organisation coordinates the provision of
support services, and there is a 24-hour emergency call service available. A range of
services are coordinated, ranging from medical services to minor home repairs. They
are mainly located in areas that are densely populated by older people (Billig, 2004).
Arrangements of this kind have also been called ‘virtual assisted living communities’.

50

Naturally-occurring retirement communities
In the US, the term ‘naturally-occurring retirement communities’ (NORCs) was coined
in the mid-1980s to refer to buildings, apartment complexes, neighbourhoods or towns
with a high concentration of older people as a consequence of the ageing-in-place of
the local population, or other factors such as retirement migration that lead to
concentrations of older people in small local areas (Hunt and Hunt, 1985). These
localities were not originally planned or designed for older people, are not agerestricted, and initially did not have any particular arrangements for services, but they
are, it has been suggested, ‘the most common form of retirement community in the
United States’ (Bassuk, 1999, p. 133).
There is no universally accepted precise definition of a NORC, and arrangements for
service provision are also variable. A New York legislative program designed to
support service provision in NORCs required that a building have 50 per cent of
households with one person aged 60 or over or more than 2,500 elderly residents in
order to qualify as a NORC. Others have suggested a NORC be defined more widely
as a community in which the proportion of older people exceeds twice the national
average of those aged 65 or more (Bassuk, 1999, p. 133; Ormond, Black, Tilly and
Thomas, 2004).
In the US, a number of non-government organisations, often with various forms of
public sector funding, have developed supportive service programs designed to
enable older people living in NORCs to successfully ‘age in place’. For example, in the
mid-1990s New York State passed legislation to support NORCs to enhance quality of
life, assist residents to maintain their independence through access to services, and
minimise hospital stays and nursing home admissions. A total of 14 NORC projects
were funded in various parts of the state, providing a wide range of services and
community activities. Similar programs are now available in a number of communities
around the US. NORC supportive services programs have been promoted as a costeffective approach to enable significant numbers of older people to ‘age in place’
(Bassuk, 1999; Pine and Pine, 2002), although an evaluation of NORCs conducted by
the Urban Institute in 2004 was more cautious in its findings (Ormond, Black, Tilly and
Thomas, 2004).

Similar UK models
In the UK, an approach resembling the NORC model has been trialled in tower blocks
housing high concentrations of older people. These tower blocks were redeveloped
with upgraded concierge services and application of new electronic technologies
(McGrail, Percival and Foster, 2001, pp. 148–53). The concierges perform similar
roles to wardens in sheltered housing (see below) including handyman jobs, keeping
an eye on residents, and providing friendship. New technologies are used to enhance
safety and security. It is argued that, ‘with their mature populations and concierges,
these … blocks fall between existing concepts of sheltered housing and “normal” flats’
(McGrail, Percival and Foster, 2001, p. 150).
While arrangements such as collective home care and NORCs are sometimes
presented as forms of service integrated housing, they are in fact home and
community care programs in which eligibility is defined in terms of locality as well as
other criteria. Australia has many examples of localities with high concentrations of
older people, and the number of such localities will increase with the ageing of the
population. While organisations providing home and community care services in such
localities are not differentiated from those operating in other areas, they could be
deemed to be offering NORC programs as that term is defined and used in some
places in the US.
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Multi-generational housing models
Another set of services that blur the distinction between home and community care
services and service integrated housing are multigenerational housing models that
involve older people and younger families living in close proximity (e.g. within the
same block of apartments) with the aim of facilitating informal support and care
provision. Some of these models have developed in Asian countries where strong
cultural norms underpin family care of elderly people (Ara, 1997; Chi and Chow, 1997;
Hwang, 1997). In countries such as Singapore housing policies provide strong
incentives for families to live with, or close by, ageing parents (Harrison, 1997). In
Japan, public rental housing authorities provide ‘paired apartment units’ to enable
families to live next door or in the same apartment complex as elderly parents (Kose,
1997, pp. 153–4).
A number of other initiatives to build multigenerational housing models that facilitate
informal support can be identified. In Israel, a multigenerational housing project in
Jerusalem provided ground floor units for elderly people in a number of residential
blocks, with the upper floors occupied by families with children. A number of support
facilities for the older residents are provided including oversight by a ‘house mother’.
The aim was to provide older people with a supportive environment, and to encourage
intergenerational relationships. An evaluation found that many older residents viewed
these arrangements favourably (Katan and Werczberger, 1997, p. 61; Bendel and
King, 1988; Heumann, 1995, pp. 149–151). The kibbutz movement in Israel also
provides an example of older people with care needs being supported within a
communal settlement, including if necessary care within a nursing centre located
within the kibbutz premises (Heumann, 1995, pp. 152–4; Katan and Werczberger,
1997, p. 61).
The Supportive Home Living program in Nova Scotia, Canada is a somewhat different
approach to multigenerational housing support. This program, which operated during
the 1990s, comprised duplexes linked by a connecting door, with a younger family
living in one house and an older person or couple in the other. The non-government
organisation managing the scheme contracted with the families to provide support
services at various levels. It was reported that there was a high level of demand for
the scheme from older people and that close relationships developed between the
younger families and the older residents (DTRD, 1996, pp. 21–2).
The closest that Australia comes to multigenerational housing is provision for medium
density, small houses suited to older residents mixed in with family housing in large
scale housing developments. While proximity may encourage support between
generations within families, the housing developer in these cases does not have a role
in delivery of support and care services. In other cases, retirement villages may be
developed as part of a larger, general housing development and the housing
developer may take on varying roles in management of the retirement village and
delivery of services.

3.5

Service integrated
recreation

housing

offering

lifestyle

and

The first grouping of terms relating to service integrated housing in the international
translation chart is ‘service integrated housing offering lifestyle and recreation’. A
limited number of similar terms are used to describe these types across countries and
their common features are the provision of sporting and recreational facilities and
activities, and social activities which typically have as their focal point a club house or
community centre. Shared leisure interests and mutual informal support among
residents also contribute to positive lifestyles. Service integrated housing of this kind
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is typically aimed at older people in their 50s and 60s who are retired, in good health
and seeking a lifestyle focused on sport and recreation. While some new
developments have provided luxury accommodation and an expanded range of
leisure facilities, some of the early established communities have responded to the
ageing of their residents and developed more support services; these latter trend is
discussed in sections 3.6 and 3.7.

Leisure oriented retirement communities
The country with the greatest experience of service integrated housing offering
lifestyle and recreation for retirees is the US. The first retirement communities or
retirement resorts, as these developments were known, were built in the early 1960s.
The best known examples are Leisure World in California and Sun City in Arizona.
Initially retirement resorts were groups of small, relatively inexpensive dwellings
located in an environment that offered a wide range of recreational facilities such as
swimming pools, golf courses, a club house and organised leisure activities. Some
were organised as cooperatives, but the dominant model by the late 1960s was home
ownership combined with collective ownership of grounds and facilities. Some of the
early retirement resorts have grown into retirement towns. Sun City, Arizona now has
a population of 40,000 residents and Leisure World, California a population of 9,000.
During the 1970s and 1980s, some retirement resorts became increasingly luxurious
and expensive, offering resort style amenities, wide choice of architectural styles,
master-planned communities and security gating (Folts and Muir, 2002, pp. 20–1). As
retirement resorts diversified, new terms were coined to describe housing models
providing opportunities for older households to live in co-located settings oriented
towards leisure and lifestyle goals. These terms were ‘leisure-oriented retirement
community’ (LORC) and active adult retirement community (AARC).
In addition to sporting and recreational facilities and activities, LORCs and AARCs
typically provide hotel services such as laundry, linen, building and grounds
maintenance and transportation. The built form may take the form of cluster housing,
gated communities or apartment complexes. LORCs tend to focus on young retirees
who are active, fully independent, and financially secure or affluent. Some are
targeted at special interest or affinity groups such as retired military officers or retired
university staff (Benjamin and Anikeeff, 1998, pp. 14-15).
In the 1980s, a new phase of development of LORCs emerged involving agerestricted luxury rental apartments with a wide range of amenities, targeted at healthy,
upper-income couples in the 65–74 age range. These have been described as ‘urban
adaptations of the LORC model’ (Folts and Muir, 2002, p. 21). These facilities often
offered dining, housekeeping and transportation services, as well as entertainment
and activity programs. There was little or no emphasis on the provision of health or
social services. However, early estimates of demand for this type of housing proved
over optimistic. By the late 1980s, private developers in the retirement housing
industry shifted their primary attention to assisted living and similar products offering
health services (Fairchild, Higgins and Folts, 1991). However, a recent study of
LORCs concluded that many continue to provide a good quality of life for the small
sector of the older population that are attracted to them (Streib, Folts and Peacock,
2007).
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Lifestyle villages
Many Australian retirement villages classified by Stimson as ‘resort style’ could be
viewed as the equivalent of LORCS, although many such retirement villages also offer
a range of other support services (Stimson, 2002, pp. 31–3). Many Australian
retirement communities that primarily offer recreational, sporting and social facilities
and activities to the over-55s are called ‘lifestyle villages’ and this term has been
increasingly adopted over the last decade to highlight the active living environment
over support and care, although these services may be available on an as-needs
basis.
National Lifestyle Villages, a Western Australian company, has developed a chain of
such villages mainly in Western Australia and there are self-styled ‘lifestyle villages’ in
most Australian States. Lifestyle villages vary widely in their level of amenity. There is
little systematic information concerning the residents of lifestyle villages, and it is too
early to tell whether this form of service integrated housing will attract high demand
over the longer term in the Australian context.

3.6

Service integrated housing offering support

The second grouping of terms relating to service integrated housing in the
international translation chart is ‘service integrated housing offering support’. Table 2
shows a range of terms are used to describe this housing, with some common usage
across countries. The housing types in this group have in common that they offer
some or all of the following support services:
Æ barrier-free environments
Æ on-site management
Æ general property maintenance
Æ social and recreational activities
Æ group transport
Æ limited supervision such as personal alert/emergency call systems
Æ social support.

Within this broad service type, two sub-types can be identified: independent living
complexes and shared housing. Shared housing by definition involves closer
interaction between residents and is also distinguished by the provider taking a
greater role in organising social and recreational activities, transport and so on,
whereas in independent housing, more is left to the initiative of residents. These forms
of service integrated housing are clearly distinguished from those offering lifestyle and
recreation (outlined above in section 3.4) in that they offer a wider range of support
services and are intended, for the most part, to offer a supportive environment. They
are distinguished from service integrated housing offering support and care (described
next in section 3.6) in that, in general, they do not provide 1-to-1 care services.

3.6.1 Independent living complexes
The generic term ‘independent living complex’ is used in the translation chart to refer
to forms of independent living arrangements designed for older people in a communal
environment providing basic support services such as on-site management, property
maintenance, limited supervision including personal alert/emergency call systems,
and some social and recreational activities. The main term used internationally to refer
to this form of service integrated housing in the US is similar, namely ‘independent
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living facility’ (ILF), but the UK term ‘sheltered housing’ connotes a more supported
environment although this is not the case.
In Australia, independent living units funded under the Aged Persons Homes Act
1954, together with many retirement villages and manufactured home estates can be
categorised as independent living complexes. Recent diversification of retirement
villages, however, means that many now combine independent living or self-care units
with other categories identified in the translation chart.

Independent living facilities
‘Independent living facilities’ (ILF) in the US are retirement communities that provide a
supportive living environment for older people who are able to live independently
without regular nursing or personal care assistance (Anikeeff and Mueller, 1998, p.
97). Many terms are used to refer to particular ILFs in the US including retirement
communities, retirement homes, senior apartments and independent living
communities. Typically, ILFs provide on-site management, property maintenance and
some social and recreational activities, and some also provide hotel services. In many
ILFs the typical age of residents is late 70s to early 80s, although some are oriented
toward younger residents. Residents pay a monthly rental charge to cover their
accommodation and services and while costs vary, ILFs are generally accessible only
to middle income older people with some assets.
Over time, as residents have become frailer, some ILFs have made arrangements for
provision of additional services and so ILFs have moved towards categories of service
integrated housing providing support and care. This direction of development
exemplifies the trends to market segmentation, and contrasts with other trends, such
as the growth of more luxurious leisure focused retirement communities noted above.

Sheltered housing
While ILFs are somewhat similar in concept to many Australian retirement villages,
sheltered housing as developed in the UK is a markedly different housing model.
Sheltered housing has been concisely defined as ‘groups of flats or bungalows with a
warden service, designed for older people’ (Dickinson and Whitting, 2002, p. 39).
More expansively, Clapham and Munro describe sheltered housing as a form of
accommodation that:
… consists of a unique, and largely fixed, combination of housing and social
support. It combines the provision of a ‘small warm home’ with communal
facilities such as a common room and communal laundry. There is also a
resident warden whose job is to act as a ‘good neighbour’, and who is linked to
the residents’ houses by an alarm call system (Clapham and Munro, 1990, pp.
27–8).
This definition draws attention to the key defining features of sheltered housing: small
scale; based on self-contained accommodation; providing shared facilities; and
involving the support of a warden. While these are the essential characteristics of
sheltered housing, there is now wide variation within the model in size, design,
accommodation, range of facilities and level of support provided (Dickinson and
Whitting, 2002, p. 39). Historically, sheltered housing can be seen as positioned
between Australia’s ILUs and hostels prior to 1997, but the more current comparison
is with self-care units in retirement villages.
An extensive discussion of the history of sheltered housing in the UK provided in the
earlier report on this research project showed how what was once seen as a positive
model in the 1950s and 1960s became less acceptable and indeed controversial by
the 1980s and 1990s (Jones, Tilse, Bartlett and Stimson, 2008). Unlike many ILFs in
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the US and retirement villages in Australia which have been developed in the private
sector, much of the sheltered housing in the UK has been funded and provided by
local authority housing departments, with local authority social services departments
providing occasional services to residents as required. While residential care was also
provided by local authorities, few sheltered housing complexes were co-located with
nursing homes. The role of housing associations as providers increased over time, in
part through purchasing sheltered housing projects sold off by local authorities
through the 1980s under the Thatcher Government.
From the 1950s to the 1980s, provision of sheltered housing grew steadily as it was
viewed as a cost-effective alternative to residential care and nursing homes
(Heywood, Oldman and Means, 2002, pp. 124–5). A key claim was that sheltered
housing was the antithesis of the total institution:
Its goal is to let the elderly residents live as independently as their functional
abilities will allow, providing very personal assistance at the margin of
individual support needs (Heumann, 1981, p. 176).
Sheltered housing was seen to provide companionship, access to emergency help,
and an environment in which older people could sustain an active community life. It
was linked to the concept of the continuum of care and the goal of extending the
period of time that an individual could live independently in the community before
moving to residential care (Peace and Holland, 2001a, p. 15).
These claims sustained the growth of sheltered housing for many years. However,
during the 1980s sheltered housing dropped out of favour at the policy level as
opinion shifted in favour of community care. Sheltered housing was depicted as a
thinly disguised form of institutional care, that is, expensive and stigmatising and not
in harmony with independent living and personal autonomy (Oldman and Quilgars,
1999, pp. 368–9). Furthermore, by the 1990s demand for sheltered housing fell away
due to higher home ownership and better housing of successive cohorts of older
people, and a number of sheltered housing schemes became difficult to let. In some
older schemes the housing was unattractive and poorly located, comprising small
bed-sitter accommodation with shared facilities (Appleton and Porteus, 2003;
Dickinson and Whitting, 2002).
Other difficulties related to aspects of the housing model itself. One such feature was
the idea of a ‘balanced population’ of tenants including both the ‘fit’ and the ‘frail’. The
rationale was that the fit would provide help to the frail, thus reducing the overall level
of support required (Appleton and Porteus, 2003, p. 4). In the 1990s this concept was
widely criticised on the grounds that it represented a confused understanding of the
role of sheltered housing: ‘there is a contradiction at the heart of … sheltered housing:
it can only work when a sizeable proportion of people in it do not particularly need its
special facilities’ (Clapham and Munro, 1990, p. 42). It was also argued that the term
‘warden’ had strong institutional connotations that were inappropriate for a housing
service emphasising independent living (Clapham and Munro, 1990, pp. 35–6). While
the term ‘warden’ persists, the role appears to have shifted since the early 1990s
towards one of care management, linking residents to community care services
(Heywood, Oldman and Means, 2002, p. 127). However, conflicting expectations and
lack of clarity regarding the warden’s role were seen to reflect fundamental
ambiguities about the service model.
Despite these criticisms, there is evidence that for some older people sheltered
housing continues to represent a desirable housing option, even in a context of
expanded home and community care provision. The main attractions appear to be the
support, monitoring and service coordination provided by wardens, the provision of
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maintenance and repairs services, the reduction of social isolation, and the sense of
security (Nocon and Pleace, 1999). Recognition of these benefits has led some to
argue that more attention needs to be given to the specific roles and purposes of
particular schemes. Some sheltered housing schemes may be oriented to older
people looking for some element of communality and minimal support. Others may
require the warden service for personal support, regular contact and the coordination
of services. For both groups, sheltered housing schemes can represent a positive
housing option in later life (Nocon and Pleace, 1999; Heywood, Oldman and Means,
2002, pp. 131–2).
The sheltered housing model and similar models are widespread elsewhere in Europe
and in some other countries. In the Netherlands, ‘sheltered housing’ comprises a wide
range of forms of independent living, usually in an apartment complex and including
an electronic alarm system and links to nearby service centres (Van Vliet, 1995).
Some sheltered housing in the Netherlands is upmarket and is provided by the market
sector on either a rental or ownership basis. Meals and housekeeping services are
available and care is provided from a nearby care home or nursing home (Van
Egdom, 1997).
In Denmark, ‘sheltered housing’ for elderly people was developed in the 1970s and
1980s. Sheltered housing consisted of a number of two-room flats, along with
common rooms, alarm systems, and staff support. However, after 1988 all sheltered
housing was reorganised in line with wider policies to deinstitutionalise all forms of
housing for older people. Residents in sheltered housing were provided with normal
tenancy agreements, and care services were outsourced to local home and
community care providers. The designation of these dwellings as ‘sheltered housing’
was removed in 1995 (Gottschalk, 1995).
Other countries that have developed sheltered housing models include Germany,
Israel, Singapore and Japan. Much of this development occurred in the 1980s, and
was based on the UK model (Heumann, 1995, pp. 142–9). Germany has limited
provision of sheltered housing for the elderly comprising purpose-built apartments and
assistance in utilising locally available services (Dieck, 1995). Sheltered housing is
also available on a limited scale in Israel provided primarily by state and nongovernment organisations, with some involvement of the private sector. Individuals
have self-contained dwellings, and facilities include public areas for social activities, a
warden service (known as the ‘housemother’), home help and limited health services
(Katan and Werczberger, 1997, pp. 59–60). Singapore has a number of ‘sheltered
homes’ located within apartment buildings which combine self-contained units and
collective facilities (Harrison, 1997, pp. 45–6). Japan has ‘silver housing projects’
which provide specially designed dwellings, social support and ‘life support advisors’
(Kose, 1997, p. 156).

Australian models
The main Australian models of independent living complexes were discussed in
Chapter 2. Many independent living units funded under the Aged Persons Homes Act
1954 continue to operate as small-scale cluster housing providing varying levels of
support and care (section 2.2). These older ILUs are akin to basic retirement villages,
but newer retirement villages that are now the main form of independent living
complexes in Australia are rapidly diversifying (section 2.5). Most provide the basic
range of support services associated with independent living complexes, but
increasing numbers are also providing or facilitating the provision of other services
including hotel services and varying levels of care (discussed later in this chapter).
Many established retirement villages and some newer villages have emulated the
three-tier complexes that initially developed under the APHA by drawing on a range of
57

options for capital and recurrent funding to provide assisted living and residential aged
care homes on the same or contiguous site. The physical form of retirement villages is
diversifying with more medium-density apartments and a few ‘vertical villages’
designed as high-rise apartments. Some retirement villages are offering rental tenure
rather than conventional strata title, leasehold and licensing arrangements.
Another form of diversification of retirement villages is the development of affordable
rental villages as a new service type during the last decade, particularly by Village Life
and other private companies. These villages provide low-cost accommodation that
includes apartments with kitchenettes, basic support services, the provision of all
meals in a central dining room and a linen service. However, no care services are
provided by the village operators. Concerns have been raised that the high proportion
of their income that many residents pay for this accommodation, combined with the
lack of fully self-contained apartments, leaves residents highly dependent on village
management (Jones, Bell, Tilse and Earl, 2007).
Growing numbers of older people in Australia also live in manufactured home estates
and residential parks in which occupancy is restricted to seniors. While terminology
varies from state to state, these developments can be viewed as types of independent
living complexes. Housing forms range from manufactured or relocatable homes to
small cabins and caravans. Typically, residents own their home but lease the site and
pay a charge for use of amenities and facilities. These tenure arrangements are
designed particularly for those who downsize but whose realised assets are not
sufficient to buy into a conventional retirement village, and may enable some
residents to qualify for Commonwealth Rent Assistance. Manufactured home estates
are comparable to mobile home parks in the US, where specialised parks for those
aged 55 and over are commonly referred to as ‘retirement communities’.

3.6.2 Shared housing
In this context, the term ‘shared housing’ refers to living arrangements for older people
where small numbers of unrelated persons live together in a dwelling unit, with a mix
of shared and private facilities, with the aim of providing a supportive environment.
Internationally, there are a number of forms of shared housing that have played a
significant role in the housing of older people. One of these is Abbeyfield Housing, a
form of group housing for older people first developed in the UK. The living
environment in an Abbeyfield House consists of around 10 separate bed-sit rooms
located in a communal dwelling, with common dining, living, and laundry facilities. The
communal environment is designed to encourage a community atmosphere, mutual
aid, and companionship. Main meals preparation and cleaning of shared areas is
provided by a housekeeper, with residents maintaining their own rooms and doing
their own laundry (Hallman and Joseph, 1997).
A somewhat similar model of small group housing for older people from rural
communities is the French MARPA project (Maison d’Accueil Rural pour Personages
Agés). This model comprises a complex of up to 20 flats arranged around a service
axis containing common living areas including living room and dining room. Each flat
is independent, but home help, meals and recreational activities are available. The
service is designed for older people who are able to live independently with the
provision of this level of support, and is financially structured to be accessible to those
on low incomes (DTRD, 1996, p. 15).
Another form of shared housing is ‘agency-assisted shared housing’, a supervised
matching service that brings together a provider of housing, typically an elderly
homeowner requiring assistance, security and companionship, and another person,
usually younger, able to provide this support in return for inexpensive or free
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accommodation. Home Share is a UK program of this kind, and there have been
similar organisations in the US since the 1980s (Pranschke, 1987; Rahder, Farge and
Todres, 1992; Schreter, 1985, pp. 123–4). A related model in the US was Share-aHome which involved small groups of older people renting or purchasing a large
home, hiring a house manager to provide shopping, cooking and cleaning services,
and living independently of state regulation and social services. Intended by its
founders in the 1970s as a widely available franchised living arrangement, Share-aHome was never widely adopted due to difficulties in recruitment of suitable managers
and legal difficulties involving neighbours who objected to the establishment of ‘group
homes’ in their neighbourhoods (Folts and Muir, 2002, pp. 17–18).
Another form of shared housing for older people in the US is the board and care home
(Oltman, 1981). Board and care homes are housing facilities for older people or
people with disabilities who need assistance with personal care and daily living
activities. Often a board and care home is a converted single-family home with just a
few residents, but there are also larger facilities. Residents have their own or shared
rooms, and there are common recreational and dining areas. The range of services
varies but usually includes meals, assistance with self-care, housekeeping and
laundry, but not nursing or medical services. Board and care homes are primarily
used by older people on low incomes, and residents often rely on government
subsidies to help defray housing costs (Kalymun, 1990, p. 99). Standards of care in
board and care homes are uneven, but it has been argued that many provide good
quality care in relatively informal contexts, thus providing an important alternative to
more institutionalised settings (Eckert, Namazi and Kahana, 1987).
The final type of international shared housing identified for this study is co-housing.
Co-housing is a European cooperative housing model involving households opting to
live together as part of a supportive community, with a mix of personal and public
spaces. Co-housing typically involves groups of 10–50 individual dwellings with
common facilities that provide opportunities for residents to share daily activities and
mutual support without loss of privacy. It can be intergenerational or exclusively for
older people. It has been described as ‘the re-creation of a small-scale familiar
neighbourhood plus an extra element of group solidarity, mutuality, and optional
community activities’ (Brenton, 2001, p. 170). The model is most prevalent in
European countries including Denmark, the Netherlands and Germany, but has not
been adopted widely in other countries. A study of intentional intergenerational
households in the US concluded that housing models based on notions of shared
community tested the boundaries of cultural acceptability in the US context (Folts and
Muir, 2002, pp. 19–20).
Shared housing has remained a small segment of service integrated housing
provision in all countries, with the partial exception of the US, and attempts to export
models such as Abbeyfield Housing, Home Share and co-housing to other countries
have had only modest success. This is certainly the case in Australia. There are a
number of Abbeyfield Houses scattered across Australia, but the model has not been
widely embraced by the community housing sector or government. Wesley Home
Share in Melbourne, which is based on the UK Home Share program, is the only
agency assisted program for shared housing for older people in operation in Australia.
There is no formal, direct equivalent to board and care homes for older people in
Australia. Co-housing has so far received only limited attention in the Australian
context (Bamford, 2002). It seems unlikely that these forms of shared housing will play
more than a minor role in the future development of service integrated housing in
Australia.
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Boarding houses, particularly larger ones, fit somewhat awkwardly into the category of
shared housing. They are the only form of such housing that has been widespread in
the Australian context. Boarding houses provide low cost accommodation mainly in
inner-city areas of larger cities. Residents are low-income people, including significant
number of older people, especially men. Boarding houses offer long-term single or
shared rooms, often furnished, and usually shared bathroom, kitchen and laundry
facilities. In many boarding houses meals and serviced rooms are provided.
Historically, most boarding houses have been privately run, but the community and
public sectors are also involved in boarding house provision. Boarding houses are
regulated by state governments. Residents receive Commonwealth Rent Assistance
but operators do not receive any subsidies for support services, and usually the
support provided by on-site managers is minimal. However, residents are eligible for
HACC and other community services. Boarding houses are of variable quality and
most private boarding houses are operated solely as low-cost accommodation rather
than as formal services for older people.

3.7

Service integrated housing offering support and care

The third grouping of terms relating to service integrated housing in the international
translation chart is ‘service integrated housing offering support and care’. In addition
to offering some or all of the support services offered by the service integrated
housing types offering support described in section 3.6, they provide care services
that may include:
Æ property maintenance in response to individual needs, such as installation of aids

and equipment
Æ assistance with domestic work (cooking, cleaning, laundry, shopping and

household management)
Æ individualised transport services, such as for those using mobility aids
Æ assistance

with

self-care

(bathing,

toileting,

dressing,

grooming,

eating,

medication)
Æ visiting or on-call nursing care (not on-site 24 hours)
Æ other health care including facilities for visiting allied health services (podiatry,

occupational therapy, physiotherapy)
Æ case management and counselling.

The large number of different terms used to describe the types of services and
housing within this group may suggest that they have little in common. This diverse
terminology however derives from the many options for combining a wide range of
forms of housing with different mixes of support services and care services, and
changing mixes over time, and masks a considerable degree of commonality:
Within this broad service type, two sub-types can be identified: ‘housing with care’, in
which care is provided across a limited range of resident dependency, and ‘housing
with continuing care’ in which the resident can receive increasing levels of care as
their needs increase.

3.7.1 Housing with care
The term ‘housing with care’ refers to housing arrangements that offer support
services and a range of care services to frail older people, but which do not provide
access to 24-hour nursing care on-site. The most common type of housing with care
in Australia emerged through the provision of subsidies for personal care for hostel
residents, but limited development of hostels in the early 1990s and their subsequent
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absorption into the residential aged care program under the Aged Care Act 1997 saw
the role of hostels in providing supported accommodation with only limited care
services give way to a much greater focus on care. This shift in the role of hostels left
a gap that Australian policy-makers and providers have been slow to address
compared to the new forms of housing with care that have emerged in the US, the UK
and a number of European countries over the last decade or two.
Paradoxically, while Australia was aligning hostels and nursing homes in a single
residential aged care program, new models of integrating care services with housing
in other countries have aimed at providing alternatives to nursing homes. The last few
years have however seen new models of housing with care emerging in Australia,
often based on international models, and it is therefore instructive to examine the
international models which include congregate seniors housing (CSH), service
coordinators and assisted living facilities (ALFs) in the US, extra care housing in the
UK, and service housing in Europe. More extensive descriptions of each of these
models is provided in the earlier report on this project (Jones, Tilse, Bartlett and
Stimson, 2008).

Congregate seniors housing
CSH is a term used in the US to refer to housing provided on a congregate basis for
older people who receive support services plus meal services and low-level
assistance with activities of daily living. CSH is also known as service-enriched
housing and supported housing. Most facilities referred to as congregate housing
have separate apartments for each resident plus shared areas for meals and
recreation. Most CSH facilities offer on-site management, at least one shared meal
per day, housekeeping, property maintenance, transportation, organised activities and
some assistance with activities of daily living. In some instances, residents may have
some home health care services provided to them by an outside agency (Heumann,
1991, p. 76; Anikeeff and Mueller, 1998a, pp. 96–7; Howe, 1999).
The term emerged in the context of the Congregate Housing Services Program
(CHSP), a federal program that commenced in the 1980s to provide assistance to
public and non-profit housing projects to provide meals and other supportive services
to increasingly dependent populations. The origins of congregate housing lay in
concerns about the increasing frailty and dependency of older residents in public and
community housing apartments (Sheehan, 1987). In the early 1970s large numbers of
older social housing tenants were facing eviction due to their inability to continue to
live independently, and this trend directed attention to the need to develop housing
options that provided support services for lower-income, older people.
Supplementation of previously independent living complexes with congregate services
demonstrates the dynamics of service integrated housing as existing forms change
and in turn shape the development of new services, and alongside the CHSP, many
other federally assisted housing projects introduced support services in ways that
brought them very close to the definition of congregate housing (Monk and Kaye,
1991, pp. 9–11; Moore, 1992; Warach, 1991). ‘Congregate seniors housing’ can now
be viewed as a generic housing type as well as housing subsidised under a particular
program, and is now also provided through the private sector, and price and quality
now vary widely.

Service coordinators
An alternative to direct provision of services as found in congregate housing is the
employment of service coordinators in older persons’ housing projects to facilitate
linking residents with home care and home health services. The service coordinator
program began as a federally funded program in the US in the 1990s, and by 2003
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there were over 3,000 service coordinators employed in publicly funded housing
complexes for older people (Pynoos and Nishita, 2005, p. 253). Service coordinators
assess the needs of residents, provide information and referrals to locally available
support and care services, and work with residents to determine needs and services.
They may also take on wider roles including community organisation within the
housing project, counselling, education and advocacy (Holland, Ganz, Higgins and
Antonelli, 1995).
An evaluation of the service coordination project found that they resulted in earlier
identification of frail and at risk residents, more timely provision of support services,
and closer links between housing and support services (Schulman, 1996). It has also
been argued that they may have wider benefits, including decreased management
costs due to lower turnover and vacancy rates, increased resident satisfaction and
morale, avoidance of unnecessary or premature nursing home placement, and
improved marketability of housing units (Sheehan, 1996; Sheehan, 1999). The
involvement of service coordinators has resulted in a broadening of the focus of
seniors’ housing developments. The services coordination model supports the
proposition that housing facilities not purposely designed to house and support frail
older people may find it more advantageous to assist in linking residents with
community-based services rather than providing services from within (Cox, 2001, p.
108).

Assisted living
The term ‘assisted living’ is widely used in the US to refer to residences designed for
frail older people who need, or anticipate needing, significant levels of assistance with
activities of daily living, but who do not require continuous nursing care and who wish
to remain as independent as possible (Benjamin and Newcomer, 1986; Benjamin and
Anikeeff, 1998, p. 14). ALFs have been distinguished from other forms of service
integrated housing on four criteria:
Æ A residential rather than a medical or institutional physical form and operational

culture.
Æ Provision of a wide range of services including meals, personal care, medical

assistance, housekeeping, social activities, transportation and security.
Æ Residents who are characterised as ‘semi-independent’ in the sense that ‘with

assistance they can complete daily routines in a residential environment without
requiring skilled [nursing] care’ (Kalymun, 1990, p. 129).
Æ Making neither an explicit or implied commitment to provide continuing care to

meet increasing care needs, nor having the capacity to provide such care.
Many definitions of ALFs seek to distinguish them from nursing homes on the basis of
these criteria. For example, a recent definition proposes that:
Assisted living is a housing option that involves the delivery of professionally
managed supportive services and … nursing services, in a group setting that
is residential in character and appearance. The intent of assisted living is to
accommodate physically and mentally frail older adults without imposing a
heavily regulated institutional environment on them (Pynoos and Nishita, 2005,
p. 254).
Assisted living facilities are sometimes referred to as ‘intermediate care facilities’,
offering a middle ground between independent living and nursing homes (Anikeeff and
Mueller, 1998a, p. 97). The range of services that they provide may include some
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health services such as assistance with medications and emergency call systems, but
they do not provide the level of nursing and medical care available in a nursing home.
Assisted living facilities began to emerge as a distinct service type in the late 1980s.
During the 1990s assisted living was the fastest growing sector in seniors housing
(Benjamin and Anikeeff, 1998, p. 15), and this growth is expected to continue. Figures
from the National Centre for Assisted Living indicate that in 2004 there were
approximately 36,000 assisted living residences in the US housing more than 900,000
people (NCAL, 2007). Most of the growth in assisted living has been initiated by the
private sector, rather than the not-for-profit sector. A number of large companies
providing ALFs have emerged during the past decade, the largest being Sunrise
Senior Living with 397 facilities in 38 states.
One consequence of the rapid growth of ALFs has been the development of a
significant body of research addressing issues of service quality and access. Four key
themes have been the quality of the physical environment, the quality of life of
residents, continuity of residence and affordability.
The physical environment of ALFs has been a central focus of research. Assisted
living is based on a residential rather than a medical model of housing, with
associated values of autonomy, privacy, and opportunities for social interaction. This
approach is reflected in the architecture of many ALFs which is based around private
rooms and common areas which are non-institutional in appearance, rather than
features such as centralised floor plans and nursing stations that characterise some
nursing homes (Benjamin and Anikeeff, 1998, p. 15; Spitzer, Neuman, and Holden
2004, p. 27). Many ALFs have incorporated architectural features that emphasise
themes such as ‘supportive protection’, ‘human scale’, and ‘naturalness’ that are of
central importance to a sense of home (Marsden, 2001).
Nevertheless, the physical environment of some ALFs limits their capacity to provide a
residential setting with high levels of privacy and autonomy. The 1998 national survey
of ALFs found that more than one-third (38 per cent) of all ALF units required the
resident to share a bathroom and 25 per cent of residential units were units shared
with unrelated persons. The survey classified AFLs in terms of level of privacy and
level of services. Only 10.9 per cent scored high on both criteria (Hawes, Phillips,
Rose, Holan and Sherman, 2003). These figures suggest that for many ALFs there is
a significant gap between the industry ideals and practice realities (Frank, 2001).
A number of studies have explored the factors associated with the quality of life of
residents in ALFs. Facilitating individual choice and control, an individualised
approach to care, and goodness of fit between the resident and the facility’s social
environment have been identified as key factors impacting on perceived quality of life
(Ball, Whittington, Perkins, Patterson, Hollingsworth, King and Combs, 2000; Dobbs,
2004; Kim, 2002). The quality of social support has also been linked to psychological
wellbeing, suggesting that enhancing relations amongst residents and between
residents and staff are key strategies (Cummings, 2002; Dobbs, 2004). The quality of
the physical environment has also been identified as a factor impacting on perceived
quality of life (Brandi, Kelley-Gillespie, Liese and Farley, 2004).
The issue of continuity of residence in ALFs has also been examined (Frank, 2001).
Most ALFs enable older people to remain in the same facility as their circumstances
change from relative independence (requiring only meal preparation, housekeeping
and emergency assistance) to reliance on assistance for many self-care activities.
However, most ALFs do not offer ongoing care irrespective of changes in health and
cognitive functioning (Hawes, Phillips, Rose, Holan and Sherman, 2003, pp. 880–1),
and the main reason for residents leaving assisted living is their need for a higher
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level of care (Spitzer, Neuman, and Holden, 2004, p. 29; Wright, 2004). Industry
research indicates that the average length of stay in assisted living is only 27 months
(NCAL, 2007a). It has been argued that assisted living facilities provide ‘prolonged
residence’ rather than the security of ageing-in-place (Frank, 2001).
Finally, research has focused on the affordability of assisted living, and consideration
of ways to extend assisted living to lower income households. Most residents in
assisted living pay for their accommodation and care from their own personal
resources, which may include disposal of their existing housing assets. Long-term
care insurance currently plays only a small role in funding of assisted living (Wright,
2004). Overall, assisted living is largely unaffordable for moderate and low-income
households who do not have significant housing or other assets (Hawes, Phillips,
Rose, Holan and Sherman, 2003, p. 882; Pynoos, Liebig, Alley and Nishita, 2004, p.
15). There is evidence that racial and ethnic minorities are significantly underrepresented in ALFs (Dietz and Wright, 2002).

‘Extra care’ or ‘very sheltered’ housing
The UK equivalent to assisted living is known as ‘extra care’ or ‘very sheltered’
housing. In the UK context, extra care housing has been described as ‘a style of
housing and care for older people that falls somewhere between established patterns
of sheltered housing and the accommodation and care provided in traditional
residential care homes (Appleton and Porteus, 2003, p. 2). Typically extra care
housing comprises a small housing development based on self-contained one or twobedroom accommodation (usually flats or bungalows) and a resource centre
(Riseborough and Porteus, 2003). It usually includes accessible design features and
assistive technologies and provides a range of care services including: care staff,
(probably providing 24-hour coverage); care packages for individual tenants; catering
facilities including the provision of at least one meal per day; communal facilities such
as restaurant, lounge, activity rooms or library; help with domestic tasks and
shopping; and provision of other specialised equipment and facilities (Croucher, Hicks
and Jackson, 2006, pp. 10–12). Not all extra care housing schemes include all of
these elements, but a combination involving most of these is the distinguishing mark
of extra care housing.
Extra care housing first developed in the late 1970s when a number of local
authorities and housing associations recognised that the needs of many tenants in
sheltered housing could not be met simply through the provision of a warden service.
This reflected in part the ageing population profile of residents of sheltered housing.
Initially called ‘very sheltered housing’, extra care housing grew steadily in the 1980s
and boomed in the 1990s. Whereas early models included supplementation of
existing sheltered housing, new developments included more accessible design
features and higher standards of accommodation overall.
The growth of extra care housing received official endorsement from the 1994
Department of Environment report on Living Independently and from the 1999 Royal
Commission on Long Term Care (Peace and Holland, 2001a, p. 15). During the 1990s
there was a diversification of terminology and forms of provision. Housing
arrangements in the UK focused on housing with care for later life also became known
as ‘supported housing’, ‘integrated care’, ‘extra care’, ‘close care’, ‘flexi-care’ and
‘assisted living’ (Croucher, Hicks and Jackson, 2006, p. 8). All of these terms referred
to grouped housing schemes for older people involving significant levels of support
and care. However, it is important to note that the sector remained small compared
with sheltered housing. It was estimated that in 1998 there were approximately 23,000
units of very sheltered housing compared with well over 400,000 units of sheltered
housing (Appleton and Porteus, 2003, p. 9).
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The emergence of extra care housing is the most significant and widespread
innovation in service integrated housing in the UK since the advent of sheltered
housing in the 1950s. As such it has been widely debated, and a significant body of
writing and research is now available. A comprehensive literature review was
published in 2006, including summaries of eleven evaluations of particular schemes
that have been published since 1999 (Croucher, Hicks and Jackson, 2006). A number
of key issues highlighted in this and other research can broadly be divided into
‘consumer-focused’ issues and ‘policy and management’ issues.
From a consumer perspective, evaluations of extra care housing are generally
highly positive. In terms of independence, residents strongly value their own selfcontained accommodation, which provides privacy as well as autonomy, a sense of
being at home, and continuation of family relationships. The ability to exercise choice
with respect to social activities is viewed as a key ingredient of independence, as is
the ability to choose between cooking meals for oneself or taking meals in the dining
room. The security of knowing that help is on hand is also valued, as is a sense of
feeling safe from crime and intruders. Several evaluations recorded that many staff
and residents believe that the sense of security, availability of health and care
services, and high levels of peer support all impact positively on the health and
wellbeing of residents. There is evidence that many residents enjoy the
companionship and social activities associated with extra care communities, and there
is much evidence of good neighbourliness and mutual support. However, residents
value privacy as well as sociability and seek to maximise both values. There are
mixed feelings about living in age-segregated settings with some appreciating the
security that they associate with aged-only communities and others missing the
presence of younger people and children (Croucher, Hicks and Jackson, 2006, pp.
56–69).
From a policy and management perspective, evaluations of extra care housing are
more mixed and a range of concerns have been raised. Prominent amongst these are
concerns about institutional drift, that is, the tendency for settings such as extra care
services to gradually take on the character of institutions and lose their commitment to
independence, choice and autonomy of residents. This issue has particular salience in
the UK as some extra care services have been required to become registered under
the Residential Homes Act and are subject to its regulatory regime (Heywood,
Oldman and Means, 2002, pp. 128–9). Similar concerns have been raised in the US
that increasing regulation of ALFs will blur their distinction from nursing homes and
‘shift assisted living away from a social model to a “medicalised” approach (Pynoos
and Nishita, 2005, p. 255).
A related issue is the separation of housing management and care provision.
There is a strong view in the field of supportive housing that housing and care should
be provided by separate organisations in order to minimise the risk of
institutionalisation (Heywood, Oldman and Means, 2002, pp. 129–30). Some extra
care housing developments in the UK appear to have adopted this approach with
housing managed through a housing association and care through the local authority
social service department and/or private contractors. Nevertheless, there is little
indication that residents in extra care housing have significant choice with respect to
their care agency or carer (Croucher, Hicks and Jackson, 2006, p. 60). It has also
been argued that there is a need for an integrated management approach that
ensures that housing and care are delivered in a coordinated fashion, and that the
quality and commitment of management, including their experience in housing and/or
service provision, is the key issue rather than separation per se (Appleton and
Porteus, 2003, pp. 22 and 37–8).
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One of the most contentious management issues in extra care housing is that of
continuing care. Heywood, Oldman and Means (2002, p. 130) have posed the
question Do residents have a home for life, irrespective of their health circumstances,
or are there limits, in principle or in practice, to the commitment to a home for life? The
evidence is that many extra care housing schemes aspire to offer a home for life, but
that in many cases this is problematic. The ability to provide housing and care to
residents with high needs varies from scheme to scheme. Significant numbers of
residents move on to residential care or nursing care. Most residents have assured
tenancies in extra care housing, and most schemes do not have explicit exit criteria. It
appears that in most cases the issue is dealt with through negotiation involving the
housing provider, health professionals, the older person and family members.
Therefore, the evidence suggests that extra care housing is an alternative to care in a
residential care home or nursing home for some, for some period of time, it is not
likely to be a replacement for these forms of more intensive care (Croucher, Hicks and
Jackson, 2006, pp. 70–80).
Finally, there is the issue of the cost-effectiveness of extra care housing relative to
residential care and home care. While definitive evidence is lacking, there is some
evidence suggesting that the costs of care provision in extra care housing, for a given
level of need, may be less than in ordinary housing. But if housing costs are taken into
account, these cost advantages diminish considerably. The proportion of housing and
care costs borne by residents clearly has a major bearing on this issue, which in turn
raises issues concerning the financial arrangements under which extra care housing
is provided, and the issue of affordability to low income older residents (Croucher,
Hicks and Jackson, 2006, pp. 80–5).

Service housing
‘Service housing’ is the term used in several European countries including Sweden,
Finland, Denmark and Germany to describe forms of service integrated housing that
are broadly equivalent to extra care housing in the UK and assisted living facilities in
the US, and which grew from around the same time. In Sweden, service housing
comprises non-institutional housing with care for older people within housing blocks,
including access to a range of services including restaurants, hairdresser, chiropody,
activity rooms and occupational therapy. Care services are provided in-house or by
home care services (Phillips, Means, Russell and Sykes, 1998, p. 1). Service houses
are owned and operated by municipal governments and typically ranged in size from
40 to 100 apartments. Designed as an alternative to institutional care, a criticism has
been that the needs of residents often exceeded the range of services available on
the premises (Monk and Cox, 1995, p. 262). Similar forms of service housing are
found in Denmark (Gottschalk, 1995, pp. 30–1) and Germany (Dieck, 1995, pp. 125–
6).
As a variation on service housing, Sweden has developed ‘small group housing’
targeted at older people with dementia. These are smaller housing complexes in
which individuals have a small apartment as well as communal spaces. Staff provide
intensive care and round-the-clock supervision. These houses have been described
as ‘a kind of hybrid that combines features of both institutional and community care’
(Monk and Cox, 1995, p. 263).
Service housing in Finland was developed in the 1980s as part of a general policy to
decrease the level of residential care for older people. It is built according to
accessible design principles, and includes communal facilities such as kitchen, dining
room and laundry. Meals are also provided. There is access to 24-hour care and
home care services were provided. Most service housing is rented, and residents
have the option of paying for extra services. There are state-funded care packages for
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individuals with high needs. For individuals requiring higher levels of care, ‘heavy
service housing’ is available with higher staff/resident ratios (Phillips, Means, Russell
and Sykes, 1998, pp. 3–4).

Australian models
Several quite diverse forms of housing with care are to be found in Australia, although
variants of this type of service integrated housing have been slower to emerge than in
the US and UK. As originally conceived, hostels funded under the Aged Persons
Homes Act 1954 were to provide independent accommodation for older people in a
shared building with limited support and supervision. However, over time the range of
services and the proportion of residents receiving care services increased, and for
many years hostels were a form of service integrated housing that was very similar to
congregate seniors’ housing in the US and extra care housing in the UK, all catering
for frail older people requiring support and personal care services.
By the late 1980s, hostels had become a form of residential care for frail older people
whose dependency ranged from low levels up to nursing home care. This upwards
shift was especially evident where hostels and nursing homes were co-located or
operated by the same providers who sought to maintain residents in hostels rather
than requiring them to move. Recognition of this overlap in dependency of hostel and
nursing home residents was one of the main drivers of changes the 1997 funding
changes that enabled residents of hostels to ‘age in place’ and receive nursing home
care. The terms ‘hostel’ and ‘nursing home’ were replaced with ‘low care’ and ‘high
care’ respectively, and the nexus between level of care and type of facility was blurred
as the two separate scale that had been used for recurrent funding was replaced with
a single scale applied across all residential aged care homes.
As discussed in Chapter 2, in recent years many Australian retirement villages have
begun to provide serviced apartments within their facilities as an additional option to
standard independent living units. In this context, the term ‘serviced apartment’ refers
to a one or two-bedroom apartment in a retirement village including services such as
cleaning, laundry and assistance with self-care activities. Meals can be provided in a
dining room setting, and a small kitchenette may also be included within the
apartment. In some retirement villages these services have been extended to also
include personal care services including medication supervision and podiatry. The
range and level of assisted living services is tailored to the needs of residents and use
is instigated by the resident. In addition, the full spectrum of HACC services, including
nursing care, may be available to residents in serviced apartments. The development
of serviced apartments and assisted living facilities represents an important
diversification of retirement village services.
The final group of Australian services that can be included in this category is
supported residential services (SRS), also known as supported accommodation
services, licensed residential centres and supported residential facilities. These terms
refer to residential homes which provide accommodation and personal care for people
with disabilities, including frail older people, who need support in tasks of daily living.
Accommodation in SRSs is usually in furnished single or shared rooms. Care usually
includes assistance with showering, personal hygiene, dressing, meals and
medication, as well as emotional support. Residents may receive rent assistance.
Most SRSs are provided by the private sector and they are not funded as residential
aged care homes.

3.7.2 Housing with continuing care
The term ‘housing with continuing care’ refers to housing arrangements that, in
addition to offering support and care services, also emphasise their capacity to
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provide continuing care that is adaptive to the changing needs of the older person
over the whole period of later life. In the US these services are often referred to as
continuing care retirement communities (CCRCs) or life care communities. In the UK
they are referred to as retirement communities. Apartments for Life is a model
developed by Humanitas in the Netherlands that also emphasises continuing care and
which has attracted considerable interest in Australia. The distinctive features of these
international models are briefly described below.

Continuing care retirement communities
In the US context, a continuing care retirement community (CCRC) is ‘a seniors living
complex designed to provide a continuum of living accommodation and care – from
independent living through skilled nursing – within a single community’ (Sexton, 1998,
p. 23). CCRCs offer continuity of care – often termed ageing-in-place – with flexible
accommodation designed to meet health and housing needs as these change over
time. Residents enter into a long-term contract that provides for housing, services and
nursing care, usually in the same location although not necessarily the same building.
These contracts usually involve a sizeable entry fee as well as monthly rents/charges.
Contracts are effectively a form of insurance against the risk of requiring nursing care
in later life. The levels of entry and service fees charged by most CCRCs restrict entry
to households with above-average income and assets.
Much of the growth of CCRCs in the US occurred in the 1980s and by 1990 there
were approximately 800 CCRCs in the US (Netting and Wilson, 1991). However,
expectations that their number would continue to grow (Williams, 1985) do not appear
to have been realised. Many CCRCs have encountered financial problems due to the
difficulty in accurately predicting the risk of residents requiring relatively high levels of
care (Folts and Muir, 2002, pp. 21–2; Nyman, 2000, pp. 95–6; Williams, 1985). There
has also been considerable tightening of state regulations of services offering ‘life
care’ in order to provide greater consumer protection (Netting, Wilson, Stearns and
Branch, 1990).
A consequence of these developments is that many CCRCs offer less than the
promise of lifelong housing and care (Nyman, 2000, p. 96; Alperin and Richie, 1990).
In some CCRCs the period of nursing care provided under the initial contract is
capped, and in others nursing care and other services incur additional charges. In this
sense many CCRCs in the US should be viewed as offering continuous care within
the one facility, but not necessarily on terms that guarantee complete ‘life care’.

Retirement communities (UK)
Retirement communities have not been part of the UK experience with service
integrated housing until quite recently. It is only in the last decade that a small number
of retirement communities have been developed, and these reflect the influence of
international models, particularly CCRCs in the US (Bernard, Bartlam, Sim and Biggs,
2007). Two projects in particular have been viewed as important pioneering
approaches: Hartrigg Oaks located on the outskirts of York, and Berryhill Retirement
Village in the North Midlands.
Hartrigg Oaks which opened in 1999 is an initiative of the Joseph Rowntree Housing
Trust. It is widely described as the first example in the UK of a continuing care
retirement community (Rugg, 2000). It comprises 152 bungalows on a 21-acre site
spread around a central building. The main building comprises a 42-bed residential
care home and a range of communal facilities including restaurant, library, fitness
centre, recreational room and crèche. A wide range of services are available including
domestic help, personal care and short- or long-term care in the on-site care home
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(King, 2003). Homes, gardens and grounds are fully maintained, and security systems
for the site are provided.
The underlying philosophy is that residents will be housed, supported and cared for
throughout their lives, whatever their care needs may be. There is an emphasis on
positive lifestyle as well as on provision of support and care. Residents pay an initial
fee which is essentially the lease on the bungalow, and a monthly fee covering
services and the costs of care if required. Effectively this is an insurance scheme that
depends on achieving a balance of residents between those that need care and
support and those that are fully independent. Admission policies reflect this
requirement by favouring the young-old and those in relatively good health (King,
2003). For those residents who are in good health, Hartrigg Oaks is an expensive way
to live until the level of support that is available is actually needed. It has been
described as a way for moderately wealthy older people to relieve their anxieties
about coping with increasing frailty (Hanson, 2001, p. 43).
An evaluation of residents’ perceptions of living in Hartrigg Oaks found high overall
levels of satisfaction, and positive appraisal of the accommodation, community
design, facilities, services and social activities (Croucher, Hicks and Jackson, 2006,
pp. 560–85). Home-based care services were used quite extensively by residents and
there were both short-term and permanent admissions to the residential care home.
The only health conditions that could not be provided for were dementia-type
illnesses. In short, Hartrigg Oaks exemplifies a high-quality continuous care retirement
community catering to older people who enter the facility in relatively good health and
with sufficient means to provide for their long-term care needs through an insurancestyle arrangement.
Berryhill Retirement Village was opened in Stoke-on-Trent, Staffordshire in 1998 by
the ExtraCare Charitable Trust and Touchstone Housing Association. It is the first of a
series of villages that the Trust is building in England. It is a purpose-built retirement
facility comprising a single, three-storey, T-shaped building with 148 rented flats.
There is an extensive program of social activities, and on-site facilities include a gym,
library, activity rooms, shop, hairdressing salon, restaurant and bar. The residents are
predominantly working-class and the village is located in a working-class suburb. All
residents are from the surrounding area and many formerly lived in accommodation
rented from the council in local housing estates. Many receive financial help with
housing and care costs through social security benefits. Most residents live
independently while some 30 per cent receive one of four different levels of packages
of support. Residents receiving support at levels 3 and 4 were assessed as having
care and support needs similar to people admitted to long-term residential care.
Regardless of whether or not they were receiving a support package, residents could
opt to purchase help with housekeeping, shopping, pension collecting and laundry
(Bernard, Bartlam, Sim and Biggs, 2007).
An independent evaluation of Berryhill conducted in 2004 found high levels of resident
satisfaction both with their flats and the village as a whole. The village was perceived
as a safe and secure environment, especially when compared with the surrounding
areas, and the on-site amenities and communal spaces provided opportunities for
social interaction. The on-site hairdressing salon, restaurant, shop and bar were used
consistently by a majority of residents, but other facilities such as the gym and activity
rooms were less well-used. Residents expressed high satisfaction with the formal care
and support provided in the village, and levels of informal support from friends in the
village and relatives living nearby were high. However, some residents expressed
concerns that the village would not be able to provide sufficient support if they
became highly disabled. However, the evaluation concluded that:
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Despite certain drawbacks and limitations, Berryhill suits many of its residents
and has helped them overcome illnesses, bereavements and loneliness, and
to enjoy a good quality of life – especially in comparison with their previous
circumstances and experience (Bernard, Bartlam, Sim and Biggs, 2007, p.
573).
The UK’s experience of retirement communities is recent and not extensive.
Nevertheless, the models that are now emerging are distinguished by their conscious
intent to provide innovative ways of linking housing, support and care for different
segments of the older population. Hartrigg Oaks and Berryhill are targeted at quite
different social groups and differ markedly in physical design, type of care provision,
and financial arrangement. However, they both include features that have wide
applicability to the development of service integrated housing in other national
contexts.

Apartments for life
The concept of ‘apartments for life’ is that all types of care for older people, including
intensive nursing home care, should be provided in a person’s home. The term
‘apartments for life’ was coined by the Humanitas Housing Foundation based in
Rotterdam, the Netherlands, and there are several such complexes operated by the
foundation in Rotterdam and Amsterdam. These consist of apartment buildings
comprising 100–250 self-contained apartments and a range of services including
restaurant, bar, lounge, internet café, and health care services. There is a strong
philosophy of older and severely ill people managing their own lives and retaining their
independence (http://www.woonzinnig.nl/). Apartments can be purchased or rented.
Services based on the principles of ‘apartment for life’ are now emerging in a number
of countries including Australia.
The idea of developing home-based care rather than nursing homes for very frail older
people has also been a focus of public policy in Denmark (Cates, 1994). Since the
1980s, the Danish approach has been rather than older people having to fit into static
levels of care, services ought to adapt to the recipient, wherever he or she may
reside. Thus, if a disabled older person needs intensive care, the nursing care should
be brought to his or her home, rather than the other way around. These changes were
introduced by legislation in 1987 which replaced the building of new nursing homes
with the building of special housing for frail older people located close to service
centres that provide and coordinate the provision of home-based nursing and
community care. In response to criticisms that older people felt too isolated in special
housing, more common spaces and service facilities were introduced (Lindstrom,
1997, pp. 115–24). This approach effectively does away with the dichotomy between
residential and community-based care and is similar to the ‘apartments for life’
approach (Monk and Cox, 1995, p. 263).

All age communities
A different approach to the provision of service integrated housing for older people is
the concept of ‘all age communities’, that is, housing with care arrangements for older
people that are included within the wider community and not set aside as housing for
the elderly. This approach is exemplified by the Holly Street Comprehensive Estate
Initiative in the London Borough of Hackney (Hanson, 2001, pp. 46–9). This large
housing regeneration project undertaken in the 1990s involved the demolition of a
1960s-built housing estate that contained many tenants who had moved into the
estate with young families and then ‘aged in place’. One aim of the new estate was to
provide a range of combinations of housing and care to meet the needs of older
residents within the locality. This was achieved by offering the older residents a wide
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choice of housing options in the new Holly Street Estate. Choices included smaller
dwellings within the new mainstream housing incorporating accessible design; a
residential tower block for residents aged over 50 including a concierge service,
CCTV surveillance, and accessibility features; a sheltered housing scheme
incorporating a resource centre providing a day centre, lunch club and other personal
services for local residents; and an extra care scheme of 40 apartments for frail older
people. It is argued that this approach,
holds out the potential to provide a seamless service in which each and every
resident can choose the package which most accurately reflects their current
and future needs. It can be conceived of as a dispersed or ‘virtual’ assisted
living community that is fully incorporated into its surroundings. (Hanson, 2001,
p. 47)

Australian models
Three different models of providing continuing care in service integrated housing have
developed in Australia, but rather than providing for increasing levels of care to be
delivered to the resident who remains in the same housing unit, all may require some
degree of transfer to accommodation in a residential aged care home as needs
change.
The longest established model is the three-tier complex of ILUs, hostels and nursing
homes developed under the APHA. Co-location facilitates moves to a more
appropriate setting as the needs of the older person change. In this model, also
known as ‘ongoing care’ and ‘continuum of care’, admission to residential aged care is
subject to external assessment of need which then confirms access to care subsidies.
Some retirement villages also offer continuing care through the same three-tiers, or
increasingly with serviced and assisted living apartments as alternatives to the hostel
tier. Care services in these alternatives are provided by drawing on HACC services
and the various forms of community care packages, in some cases delivered by
retirement village operators who are Approved Providers under the Aged Care Act,
and in other cases through arrangements with external providers.
Access to subsidised HACC services and care packages also enables operators of
retirement villages to provide some level of continuing care that may support a
resident in an independent unit through the level of low care that would otherwise
require a move to a hostel, so that if and when a move is necessary, it is likely to be to
a nursing home. These models are based on the original model of CACPs which
began as ‘hostel options’ that delivered hostel services on an outreach model to
residents in ILUs. The resident’s unit in the retirement village is ‘their own home’ as is
the home of resident living in the wider community for the purposes of delivering care
services. It can be argued that this approach provides a more flexible model of
continuing care than the international models described above as it involves a wider
mix of housing and community care providers and tailoring of support and care more
specifically to the needs of individual residents in independent living settings rather
than having particular levels of care services delivered only in particular housing
settings. This model has also gone some way in meeting calls made in the early
1990s for unpacking the level of care that was tied to hostels, but this progress on the
ground has not been widely recognised in policy making.

3.8

Residential aged care homes

The term ‘residential aged care home’ (RACH) is the generic term used in Australia to
refer to all facilities providing accommodation, support and care, including 24-hour
nursing care, to older people no longer able to live independently in their own home,
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and approved for benefits paid by the Australian Government. As indicated elsewhere
in this report, prior to 1997 RACHs were divided into hostels providing ‘low care’ and
nursing homes providing ‘high care’ services. Nursing home and hostel are still used
to refer to different kinds of facility rather than levels of care, they no longer have
official status.
The term ‘nursing home’ is used in many countries and has the same meaning as that
provided above in the definition of RACHs. The other term commonly used in the UK
is ‘residential care’ which refers to residential accommodation for older people
provided by local authorities, which in many instances provides accommodation,
support and care similar to that provided in nursing homes. The term ‘skilled nursing
facility’ is a term meaning ‘nursing home’ that is widely used in the US.
Residential aged care homes do not fall within the definition of service integrated
housing used in this report as they are not private dwellings. They are included in the
international translation chart as they are terms widely used in discussion of service
integrated housing, but they are not discussed further in this chapter.

3.9

Summary and conclusions

Approximately 90 terms have been identified in this chapter referring to various types
of service integrated housing and closely related services or facilities. In the course of
the chapter the meaning of each of these terms has been defined, and terms used in
other countries that are equivalent or approximately equivalent to terms used in
Australia have been identified. All of the terms used in Australia and internationally to
refer to service integrated housing and related age care services have been grouped
into six broad categories. This categorisation has been used as the basis for
considering the lessons that can be learnt from the experiences of other countries for
service integrated housing in Australia.
This analysis of types of service integrated housing in Australia, the US, the UK,
Europe and a number of other countries has led to a number of conclusions that are
relevant to the aims of this study. Importantly, the analysis has found that in all the
countries reviewed service integrated housing is playing an important role in meeting
the need for housing, support and care in the older population. In the US, the UK and
throughout Europe there are three broad sets of services that comprise aged care
provision: home-based care; residential aged care homes; and service integrated
housing. In both the US and the UK the service integrated housing sector is
characterised by expansion and innovation, and is receiving extensive attention from
policy-makers and service-providers in the public, community and private sectors.
The analysis has also found that, despite great differences in terminology, the broad
types of housing that comprise the service integrated housing sector appear to be
generally similar in the countries reviewed. Most service types fit into one of the
following categories:
Æ Service integrated housing offering lifestyle and recreation.
Æ Service integrated housing offering support: group housing.
Æ Service integrated housing offering support: independent living complexes.
Æ Service integrated housing offering support and care.
Æ Service integrated housing offering support and continuing care.

This broad categorisation serves a number of purposes. Firstly, it provides a basis for
making general statements about the distribution of types of service integrated
housing within a country at a particular time. Definitive statements about what kinds of
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Æ While there are providers in Australia focusing on provision of service integrated

housing primarily offering lifestyle and recreation for the healthy aged, this does
not appear to be the main market.
Æ Group housing models have attracted only a modest level of interest in Australia.
Æ The main development in Australia has been in independent living complexes

(mainly retirement villages) providing independent accommodation and support
services.
Æ Service integrated housing offering support and care has been slower to develop

in Australia than in the US and UK where assisted living facilities (US) and extra
care housing (UK) are relatively well established. However, this is changing with
the growth of serviced apartments and assisted living facilities in retirement
villages.
Æ Service integrated housing offering support and continuing care appears to be

taking a different path to that in the US and UK where ‘insurance’ models have
emerged in continuing care retirement communities (US) and retirement
communities (UK). More flexible models involving three-tier complexes and the
use of HACC services and CACP and EACH packages in retirement villages
seem more likely to develop.
The identification of categories of service integrated housing and the location of
service types within these categories is also important for lesson learning from the
international research literature. There is now a quite extensive literature on service
integrated housing much of which has been referred to in this chapter. For example,
research on assisted living facilities in the US and extra care housing in the UK
provides a strong evidence base on topics such as the factors associated with
perceived quality of life; the factors which promote independence, autonomy and
choice; the problem of ‘institutional drift’; the barriers to providing continuing care;
problems of access for low-income older people; and the cost effectiveness of service
integrated housing providing support and care compared with residential and homebased aged care. These are significant policy and service provision issues and will be
discussed further in the final chapter of the report.
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4

CLASSIFICATION
HOUSING

4.1

Introduction

OF

SERVICE

INTEGRATED

Service integrated housing in Australia comprises an assortment of housing types that
are described by many terms including: independent living units, retirement villages,
boarding houses, manufactured home estates, lifestyle villages, serviced apartments,
affordable rental villages, supported residential services, assisted living facilities,
three-tier complexes, Apartments for Life, and Abbeyfield Housing. The purpose of
Chapter 3 was to clarify this terminology both as a set of terms used within Australia
and as a set of terms that are located within an international context. This was
achieved by:
Æ Providing precise definitions for each term and for terms used in other countries.
Æ Identifying similarities and differences in terms used in Australia and in other

countries by locating terms with similar meanings adjacent to one another on the
international translation chart.
Æ Further identifying these similarities and differences by grouping terms and the

services that they refer to into broad categories based on the range and type of
services they provide.
With this clarification of terminology achieved, the aim of Chapter 4 is attempt to
provide a classification of the various forms of service integrated housing that have
developed in Australia. The classification is build around three parameters: the sector
of the organisation providing the housing; the dwelling structure/type; and the nature
of service provision arrangements. In the next chapter, case examples of service
integrated housing are provided to illustrate the significance of these dimensions, the
ways that the classification system can be used, the diversity of housing in Australia,
and the likely future shape of service integrated housing in Australia. The implications
for policy and service provision that are raised by this classification and by
consideration of the cases will be discussed in the conclusion to the chapter and in
the final chapter of the report.

4.2

Classification

Service integrated housing can take many different forms. In section 1.2 of this report,
the following dimensions of diversity of service integrated housing for people in later
life were identified:
Æ sector
Æ tenure
Æ dwelling structure or form
Æ physical form
Æ size
Æ design
Æ level of services
Æ type of services
Æ service arrangements
Æ market
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Æ location
Æ age-range.

A number of schema have been developed to demonstrate the diversity of forms of
older persons’ housing (Lawton, 1981; Lawton, 1981a; Heumann and Boldy, 1982;
Folts, Yeatts and Dwyer, 1991; Heumann and Boldy, 1993; Giarchi, 2002). In the
Australian context, Howe developed such a schema in her report for the National
Housing Strategy (1992, p. 92), based on an earlier version by Heumann and Boldy
(1982). The schema is reproduced in Figure 3. The purpose of the schema was to
show ‘the range of possible permutations and combinations for providing care
services and environmental support in housing settings of varying scales’ (Howe,
1992, p. 93). This schema continues to have considerable utility as a framework for
distinguishing existing approaches and suggesting new possibilities.
The classification developed in this chapter seeks to go beyond the identification of
dimensions of service integrated housing to provide a means of categorising all forms
of service integrated housing. This is an important exercise in the light of the many
possible types of service integrated housing and the lack, at this time, of a clear policy
framework. As well as adding to an understanding of the range of ‘possible
permutations and combinations’, a classification system clarifies key choices and
issues for providers and consumers. For providers, planners and policy makers,
classification provides a basis for identifying types of service integrated housing that
may be over- or under-supplied. It provides the basis for analysis of the structure and
shape of the service integrated housing industry and a conceptual foundation for
detailed, empirical analysis.

75

Figure 3: Dimensions of retirement accommodation 1

Scale dimension

Small size, neighbourhood
integrated
a. One to 10 units.
Scale not viable for
24/7 on-site support
staff.

b. 25-35 units.
Cost effective for a
resident
warden/manager

Conventionally designed
private units
a. Conventional private
units with private entry
and no common rooms
(self contained units)

Scale Dimension

b. Minimal environmental
support such as call
system.

b. At least one support
person on-site plus
visiting care services

Cost D
Low cost including rental

a. No in-going capital
cost and rental
affordable for those with
incomes at or near
pension level

d. 100+ units, usually
multi-storey in urban
areas. Multiple on-site
support staff required

Environmental Support Dimension

Scope of services focuses
on amenity services
a. Property maintenance
only. No on-site care
services. Care
services arranged to
meet individual need

c. 40-48 units. Tends
to overload the single
resident warden and
make group activities
difficult

Large size, more self contained
communities

b. Low capital cost
villages, small, older
units, in only a few
locations

c. Barrier-free internal
design, villa units with 2
bedrooms and a range
of common facilities
(club, dining rooms etc)

Service Dimension
c. Similar to (b) plus onsite access to a
restaurant/dining room
for 2 meals a day

Cost dimension

c. Residential parks with
costs contained by
combining ownership of
relocatable units and
lease of sites

e. Multiples of 100+
units. Clusters of
buildings in elderly new
towns. Extensive
management
bureaucracies

Universal design and
assistive technology

d. Assisted living
apartments, 1 or 2
bedroom, with universal
design features for
accessible/adaptable
housing. More common
facilities

e. High level of assistive
technology available to
support independence and
facilitate provision of care

Scope of services includes
support and care Service
services
d. Similar to (b) plus two
congregate meals, social
support and personal
care

e. Wide range of social and
recreational services. Full
on-site meals, housekeeping, personal care as
per low care and with
nursing staff for ageing in
place

Service
High capital and on-going
costs
d. Owner occupied
villages, capital and ongoing costs vary
depending on location
and standard of
buildings and facilities

e. Wide range of social and
recreational services. Full
on-site meals, housekeeping, personal care as
per low-care and with
nursing staff for ageing in
place

1 Adapted from Heuman and Boldy (1982) by Howe (1992).
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The approach taken to developing the classification was as follows:
1.

Identify the key criteria for classification based on defining features that are of
central significance to policy and service provision.

2.

Identify no more than three key criteria and limit the number of categories
within each criterion so as to avoid excessive complexity.

3.

Develop clear-cut, mutually exclusive, comprehensive and meaningful
definitions for criteria and categories within each criterion.

4.

Develop formal decision rules which lead to accurate classification and which
minimise the number of borderline cases requiring some discretion in
classification.

5.

Identify sub-categories that can be used for more detailed examination of
cases that have been categorised within the primary classification. These subcategories can be thought of as secondary criteria that can provide for further
elaboration within the main categories. The sub-categories can be applied
differentially to the main categories as relevant rather than breaking down all
the main categories on all the secondary criteria.

The classification system developed through this approach is shown in Figure 4. The
three key criteria and categories identified in Figure 4 are:
1. Sector
1.1 Private
1.2 Community or not-for-profit
1.3 Public
2. Dwelling form
2.1 Separate or semi-detached house, villa unit
2.2 Flat or apartment
2.3 Shared non-private dwelling
3. Service arrangement
3.1 Internal – support and care services made available to residents directly by
the housing provider
3.2 External – support and care services delivered by outside providers.
The ways in which each of these criteria contributes to the classification system are
now briefly discussed.
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Figure 4: Classification chart for service integrated housing for people in later life in Australia 2
SERVICE INTEGRATED HOUSING
SECTOR

Private

Public

Community

DWELLING FORM

Detached
villa

Private
apartment

Shared,
non-private
dwelling

Detached
villa

Private
apartment

Shared,
non-private
dwelling

Detached
villa

Private
apartment

Shared,
non-private
dwelling

SERVICE (CARE) ARRANGEMENT

2

1 External

3 External

5 External

7 External

9 External

11 External

13 External

15 External

17 External

2 Internal

4 Internal

6 Internal

8 Internal

10 Internal

12 Internal

14 Internal

16 Internal

18 Internal

The forms of service integrated housing represented by case examples in Chapter 5 are shown in bold boxes.
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4.2.1 Sector
It is a widely established practice when describing the formal elements of social
organisation, and particularly the provision of human services, to distinguish between
the private, community and public sectors. As all social organisations can be classified
into one of these three discrete sectors, sector provides a practical and conceptually
useful starting point for classification.
The private sector, also known as the ‘for-profit’ or ‘market’ sector, comprises
companies and similar entities established to make a profit for those who own and
manage the enterprise. The community sector, also known as the ‘voluntary’, ‘not-forprofit’ or ‘third sector’, comprises associations and similar organisations established to
achieve a social goal or some other public good. The public sector, also known as the
state sector, comprises governmental bodies such as departments and statutory
agencies that exercise the power and authority of the state. Boundaries amongst
these sectors are sometimes blurred, such as when local government sets up a
discrete not-for-profit body to operate a housing project at arm’s length. The threefold
classification is however robust for most analytical purposes. By including ‘sector’ as a
primary criterion for classification, attention is drawn to the history, structure and
capacity of the providers of various forms of service integrated housing.
When applied to service integrated housing, the classification of organisations into
private, community and public sectors is based on the sector or organisation
responsible for the housing rather than the service component. There are several
reasons for giving responsibility for housing precedence over responsibility over
services. Firstly, all developments considered for classification must, by definition,
have an organisation responsible for the housing component, but some may not have
a single organisation that with clear responsibility for the service component.
Secondly, housing developments usually precede the service inputs, and
arrangements for integration of services for the housing development as a whole can
usually change over time much more readily than the housing. Thirdly, there is much
greater flexibility in responsibility for service provision which can be contracted to
different agencies at different times, and one housing development may be served by
several service providers. Furthermore, organisations that are service (rather than
housing) providers can deliver services to housing organisations in more than one
sector, for example, not-for-profit organisations provide services to the public housing
sector as well as to non-government housing organisations.
Each of the three sectors has a distinctive history and role in service integrated
housing and aged care provision, as well as more general characteristics that shape
its current and emerging roles. The private sector has a long history of involvement in
both retirement villages and nursing homes, but has minimal involvement in hostels
and the delivery of HACC, CACP and EACH services. The role of private sector
retirement village operators has historically been limited to support rather than care
services, although this is changing with the development of assisted living apartments
as alternatives to low care residential aged care and the use of CACPs to deliver care
services to retirement village residents. There has been considerable consolidation of
private sector retirement village providers into larger companies providing chains of
villages across the country (Stimson, 2002) and this is likely to facilitate the spread of
new initiatives such as assisted living apartments. The private sector is driven by the
need to show a return on investment in what has become a highly competitive market.
This competition has driven innovation with some providers developing particular
niche markets ranging from luxury retirement developments to affordable rental
villages. A further driver of innovation is the desire of some private sector providers to
avoid government regulation, leading them to develop models outside formal program
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structures. While some providers have a background in the aged care industry, others
have been attracted into the retirement living area from a background in property and
hotel services, and it is likely that this has influenced some developments.
The community or not-for-profit sector has the longest history in provision of older
persons’ housing, including housing with some elements of service integration. This
history was traced in Chapter 2 from the early involvement in provision of independent
living units under the APHA (later the ADPHA). Not-for-profit organisations deliver the
major share of residential aged care homes and are even more dominant as providers
of CACP and EACH packages and HACC services. A small number of large not-forprofit providers are involved in all the above programs, and often in several states.
They are also expanding their provision of retirement villages including independent
living units in both stand-alone developments and co-located with residential aged
care homes. The not-for-profit sector has shown considerable capacity to keep pace
with, and even set the pace for, the private sector as exemplified by recent
diversification into serviced apartments. This range of capacity and experience gives
the sector a key role in the development of service integrated housing. The sector is
well situated to develop higher levels support and care within retirement villages, as
demonstrated by the retirement villages care pilot (AIHW, 2006). It is also involved in
service integrated housing in the public and private sectors as the main provider of
HACC and CACP services.
Community sector involvement in service integrated housing for older people also
involves organisations such as Wintringham that are focused on older people who are
insecurely housed or homeless; organisations providing distinctive service types such
as Abbeyfield Housing; and organisations involved in innovative approaches to
service integrated housing such as the Benevolent Society of NSW and its
‘apartments for life’ project. These organisations do not have the size and scope of
activities of the large, not-for profit providers of aged care services and retirement
villages, and are more specialised in their focus. Community housing organisations
that have been funded under the Commonwealth-State Housing Agreement (CSHA)
and that now fall under the National Affordable Housing Agreement (NAHA) are also
providers of housing to low-income older people, although they too have played a far
smaller and more specialised role than the not-for-profit aged care and retirement
village providers. However, the anticipated expansion of the role of community
housing associations under NAHA may result in these organisations playing a greater
role as providers of service integrated housing in the future (Milligan, Phibbs, Gurran,
Lawson and Phillips, 2009).
The public sector also has a long history of involvement in older persons’ housing,
although it has had little direct involvement with service integrated housing.
Approximately 30 per cent of residents in public housing provided by State and
Territory housing authorities are aged 65 and over (Jones, Bell, Tilse and Earl, 2007).
These residents include long standing tenants who have aged in place and others
who moved into public housing on reaching old age and so qualifying for places in
older persons’ housing developments. Until recently, public housing has focused
solely on housing provision, with relatively little attention to provision of support and
care services. However, the growing number of older people who are ageing-in-place
in public housing is resulting in housing authorities paying greater attention to support
and care provision to public housing tenants. This growing need is emerging as a
major challenge for public housing authorities (McNelis, Neske, Jones and Phillips,
2008). It may also be a growing opportunity for collaboration between public housing
authorities and not-for-profit organisations involved in community care service
provision.
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Two further considerations make sector a particularly useful basis for classification.
Firstly, sector provides a broad indicator of the market segment that a development is
targeting, and a partial indicator of tenure.
Æ Market: service integrated housing may be targeted at the luxury, mid-range or

affordable segments of the housing market. Market also bears on access and
affordability issues, as well as the issue of quality of services provided in lowprice, service integrated housing.
Æ Tenure: the residents may be owner-occupiers or renters or they may lease their

dwelling; tenure also has a major bearing on the rights of residents as well as on
issues of access and affordability.
While these two dimensions could be included as classification criteria, any one
service integrated housing development may serve a range of market segments and
offer a mix of tenures, making concise classification difficult. They can usefully be
included in examinations of specific cases, as the next chapter shows.
Private sector providers cater for the full market spectrum, from luxury retirement
resorts to boarding houses for residents who are totally reliant on the Age Pension,
with tenures ranging from forms of ownership to occupancy with ill-defined tenure.
The community sector is less likely to establish projects specifically for the luxury
market, and are more likely to respond to the needs of low income individuals, often
with assistance from government. Tenures vary from forms of ownership or leasehold
to standard tenancies or related forms of occupancy. The public sector is essentially
restricted to serving low income individuals with low if any assets, and rental tenure.
Secondly, sector is of considerable policy relevance, particularly in terms of defining
conditions for participation in programs and eligibility for public funding. Gaining
Approved Provider status to qualify for funding for residential aged care and
community care package programs is a significant example. Governments can, and
indeed have at times restricted public funding to not-for-profit bodies to the exclusion
of private sector providers, while engaging public sector organisations may raise the
complexities of inter-governmental relations. In turn, the three sector may vary in their
propensity to respond to the terms and conditions on which public funding is offered.
It is clear from the above discussion that ‘sector’ is a defining feature of service
integrated housing types, influencing as it does the nature of current services and
future opportunities. In some cases more than one sector may be involved as a
provider of service integrated housing, for example, different sectors may be involved
in the financing, development and management phases of a housing service, and
there may also be cross sector partnerships of various kinds. Nevertheless, in most
cases ‘sector’ provides a clear-cut, comprehensive and meaningful criteria for the first
level of classification of the various forms of service integrated housing.

4.2.2 Dwelling form
The second criterion proposed for classifying service integrated housing is dwelling
form. As used here, dwelling form incorporates two terms used by the ABS that refer
to the form of housing provided: ‘dwelling structure’ and ‘dwelling type’. Housing form
is of fundamental importance to service integrated housing as it affects the way that
housing is experienced by residents and the ways that services are provided. Housing
form is also useful in distinguishing service integrated housing from residential aged
care facilities.
The term ‘dwelling structure’ is used by the ABS to classify the structure of private
dwellings enumerated in the census (ABS, 2006a). The main categories are ‘separate
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house’, ‘semi-detached, row or terrace house, townhouse, etc.’, ‘flat, unit or
apartment’ and ‘caravan, cabin, houseboat’.
The term ‘dwelling type’ essentially distinguishes between ‘private dwellings’ and ‘nonprivate dwellings’. Non-private dwellings are ‘establishments which provide a
communal type of accommodation’ (ABS, 2006a, p. 229). The essential feature of
non-private dwellings as defined by the ABS is that residents do not have access to
individual cooking facilities as their living quarters are not self-contained. Categories
of non-private dwellings include ‘nursing home’ and ‘accommodation for the retired or
aged (not self-contained)’. The latter is defined as ‘accommodation for retired or aged
people where the occupants are not regarded as being self-sufficient and do not
provide their own meals’ (ABS, 2006, p. 157).
Taking into account these definitions as well as common usage in the field, three
categories of dwelling form are proposed. The first is ‘detached villa’. ‘Villa’ or ‘villa
unit’ is commonly used in the industry to refer to separate or semi-detached dwellings
provided in retirement villages, and carries the connotation of a compact dwelling that
is smaller than a family home. This category includes dwellings that fall within the ABS
‘dwelling structure’ categories of ‘separate house’ and ‘semi-detached, row or terrace
house, townhouse, etc.’ The distinguishing features of this form are that each dwelling
has an entrance on to the street, and most developments are single storey. Many
ILUs were built in this form, and recent developments of cluster housing in the form to
terrace houses are in this category. Manufactured or relocatable homes and caravans
are also included.
The second proposed category is ‘private apartment’. This includes all dwellings
categorised by the ABS as ‘flats, units or apartments’, and refers to self-contained
dwellings in a multi-dwelling housing development, usually multi-storey. Apartments
have private internal entrances but do not have individual street entrances (other than
ground floor apartments in some cases). Apartments are generally on a single level
internally. While not all retirement apartments provide assisted living services,
retirement housing that does provide serviced apartments or assisted living services is
increasingly in this form.
The third category is ‘shared/non-private dwelling’. The term ‘non-private dwelling’ is
consistent with the ABS term referring to communal types of accommodation.
Residents in these forms of housing share facilities such as kitchens, dining rooms
and lounge areas (although individuals may have a kitchenette). In older and lower
cost accommodation of this kind, residents may also share bathrooms and toilets.
Forms of housing coming into this category include boarding houses and similar
accommodation such as supported residential services and Abbeyfield Houses.
There are also important aspects of the physical form that are not captured by these
distinctions. These can be treated as sub-categories of the main classification. They
include:
Æ Geographic location: service integrated housing is found in all geographic

locations, but different kinds of developments are unevenly spread across inner
city areas, middle- or outer-ring suburbs, provincial cities and rural and coastal
areas; coastal areas of high amenity close to metropolitan areas have attracted a
wide range of service integrated housing.
Æ Physical form: the housing complex may take the form of a high density, multi-

storey buildings, a medium density campus style layout, or low-density dispersed
villas.
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Æ Size: a development may be for many hundreds of households or for less than ten

people.
Æ Size of dwellings: size varies not only in square metres and number of bedrooms,

but private open space and pro-rata communal space.
Æ Design: the design of dwellings and the physical form may be conventional or it

may be oriented to the needs of older people including barrier-free environments
and assistive technologies.

4.2.3 Service arrangement
The third classification criterion is the arrangement made for provision of care
services. While there are many wide-ranging issues associated with service
arrangements, for the purpose of this classification, the focus is on the arrangements
that the housing provider makes for provision of care services to residents who need
these services, as distinct from support services. Care services are of direct concern
to public programs and policy whereas other kinds of recreation and support services
can be secured by a variety of means if they are not provided in conjunction with
housing, and many supports are integral to living in purpose built housing, whether
passive supports by way of barrier-free environments or active supports by way of an
on-site manager. Classification is based on the balance of the housing provider’s role
in terms of reliance on external care service agencies vis-à-vis arrangements that are
more internal to organisations that are both housing and service providers.
An external service arrangement is where the housing provider relies on delivery from
an external agency, overwhelmingly HACC agencies, that are separate to the housing
provider. Delivery of care services through external care agencies is left largely to the
resident and the care agency, and although the housing provider may periodically
facilitate contact with services for individual clients, there is a minimal on-going role
and no arrangement exists to cover residents as a whole. External arrangements are
generally associated with housing that includes only limited support services, with the
range of HACC services that are called on complementing the range of support
services provided by the housing provider. For example, individual residents may call
on HACC to deliver meals where the housing does not have a dining room or
restaurant and for transport where no community bus is provided by the housing
operator.
Internal service arrangements are where the housing provider takes a role in providing
care services, either by providing services directly or facilitating access to services
and making arrangements with service providers. The most direct internal
arrangements occur where the housing provider is a not-for-profit agency which is
also a community care provider. Some housing providers also provide HACC services
such as delivered meals, home care/personal care and day care, and enrol residents
in these services, subject to the same assessment of need as other clients. However,
very few housing providers have nursing staff, and almost all draw on HACC for
domiciliary nursing. Internal service arrangements have especially developed where
the organisation that provides the housing also has an allocation of CACPs and is
thus able to deliver packages to residents in their own ILUs or apartments as well as
to clients in the community at large. Larger not-for-profit agencies typically employ
their own staff to deliver the range of services that make up the care packages, but in
some cases, providers with CACPs may operate primarily on a case management
model and purchase services from other agencies.
In yet other internal arrangements, the service provider offers a range of services that
are included in on-going weekly charges, or more often, that residents can purchase
as they choose, whether on the basis of preferences, such as for eating in a dining
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room rather than cooking their own meals, or having cleaning done rather than doing
it themselves even though able to, or to meet support and care needs.
In other less direct but still internal arrangements, housing providers who do not have
CACPs may make an arrangement with a CACP provider to deliver services to
residents on more than an individual, client by client basis. Other arrangements that
involve formal partnerships between a housing provider and a service provider are
also classified as internal. These arrangements can be labelled as facilitating access
to services rather than direct provision.
As well as the issue of internal or external provision, there are other aspects of service
arrangements that are important and can be treated as sub-categories of the main
classification. These include:
Æ The range of support and care services available internally and which services

have to be secured from outside providers.
Æ Whether services are provided as part of a standard package and covered in the

weekly service charge, or whether they are available on an optional basis and
paid for as used.
Æ The extent to which services provided by paid workers are supplemented by

volunteers, or the promotion of mutual aid.
Æ Whether services are provided on an income or means-tested basis or on a

universal basis.

4.2.4 Categories resulting from the classification
The three sectors x three housing forms x two service arrangements result in 18
possible categories for describing older persons’ service integrated housing. All forms
of service integrated housing can be located within one of these categories, although
some developments may have more than one dwelling form, such as villas and
apartments on the one site. Although informed decisions have to be made on some
borderline cases, especially with reference to service arrangements, the 18 categories
are mutually exclusive, and at the same time are comprehensive, that is, all forms of
older persons’ housing can be classified into one of the 18 categories when the three
classification criteria are taken into account. Hence, the classification provides a
means for identifying the most prevalent forms of service integrated housing as well
as forms that are under-represented either because they are under-developed or are
unlikely to develop for one reason or another. The classification may also identify
‘boutique’ cases that can be noted as such, especially if they have some features that
are likely to limit wider take up.

4.3

Applying the classification

The classification chart presented in Table 3 was based on understanding of the
history of service integrated housing in Australia (discussed in Chapter 2) and
knowledge of the range of contemporary services and service arrangements in the
Australian and international contexts (discussed in Chapter 3). In order to test the
utility of the classification chart, a number of case examples of a diversity of service
integrated housing arrangements in Australia were developed. These cases were then
classified in terms of sector, dwelling structure/types and internal/external service
arrangements and grouped into service types. As well as illustrating the utility of the
classification scheme, the case examples provide a representation of the types of
service integrated housing that have developed in Australia. The case examples also
inform the discussion of policy and service provision issues in Chapter 6.
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It is stressed that the case studies are not evaluations, and no evidence has been
gathered concerning the quality or outcomes of individual services. Rather the case
studies are designed to illustrate the nature and diversity of current developments,
and to stimulate consideration of emerging issues. They illustrate the emerging roles
of the private, community and public sectors; the range of dwelling structures and
types in contemporary service integrated housing; types of internal and external
service arrangements; and other key issues such as changing tenure arrangements
and the market segment targeted by providers.

Choice and development of cases
Choosing a sample of service integrated housing was necessarily a somewhat
imprecise process. There is no clearly defined population or listing of such
organisations from which to make a selection, and the context is dynamic with new
services in varying stages of development. The process followed was as follows:
1.

All cases had to fall within the definition of service integrated housing for older
people presented in Chapter 1.

2.

Services funded as residential aged care services were excluded from
consideration. A previous compilations of case studies of innovations in housing
for older people included low-care hostels (Forsyth, 1992). However, as hostels
are now treated as residential aged care homes in policy and program terms,
they are excluded from this study.

3.

Examples were drawn from the private, community and public sectors. In some
instances cases were selected because they were representative of a wider
group of similar services. In others the selection was based on the distinctive or
innovative nature of the case.

4.

Case examples were identified on the basis of analysis of secondary literature,
use of key informants, web search, personal knowledge of study team
members, and verification by means of direct contact with the organisations
concerned. In particular, key informants with knowledge of housing and care
issues for older people in each of the state and territory housing departments
were asked to nominate examples of important service integrated housing
developments within their jurisdictions.

5.

All organisations identified through these processes were contacted to ensure
that they fit within the parameters of the study.

6.

Where possible a geographic spread of cases was sought in terms of
representation of as many states as possible and a mix of metropolitan and nonmetropolitan locations.

7.

In some cases, services that are still in the process of development were
included if it was determined that they illustrated important emerging trends.

8.

Inclusion of cases was dependent on agreement by the owners and/or
managers to participate in the study.

Through these processes, the fourteen services listed in Table 3 were chosen. These
included five private sector cases, five community sector cases and four public sector
cases. Information on each service, based on the dimensions of service integrated
housing included in the classification chart and discussed in section 4.2, was obtained
through the following processes:
1.

Examination of the websites of each of the case organisations.
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2.

Examination of any other service information including references in the
secondary literature, reports, organisational documents, information brochures,
etc.

3.

Semi-structured key informant interviews with a representative of each of the
case organisations.

4.

Development of a detailed description of each organisation drawing on all these
data sources.

Data was collected in late 2007 and is accurate as of that time.
It was found that all cases could be classified into one of the 18 categories shown in
Figure 4. The 11 case studies include a mix of more common types of service
integrated housing, some more boutique types and some types that are unusual in
that they cater for groups of residents with very particular needs. There are nine
categories that are not illustrated in the case studies; while some of these types of
service integrated housing are less common than those which are represented, the
lack of a case study does not mean the type concerned is of any less importance or
less interest. Rather, this incomplete coverage highlights the need for fuller
investigation of the spectrum of service integrated housing across all 18 categories of
the classification.
The key characteristics of each case example are summarised in terms of the criteria
used in developing the classification chart in Table 3, and Table 3 also serves as an
index for the next chapter which reports the case studies. Each case example reports
details of the provider organisation, including any roles in community and residential
aged care, the dwelling and village form, the care arrangements and tenure, noting
any specific legislative conditions that apply.
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Table 3: Classification of case examples of service integrated housing in Australia

Dwelling
form

Service
arrangement

Category

Case study

Key features

PRIVATE SECTOR CASE EXAMPLES
Detached
villa

External

1

Oxford Crest,
Eagleby,
Queensland

Æ
Æ
Æ
Æ
Æ
Æ

Detached
villa

External

1

Aveo
The Braes,
Reynella,
South
Australia

Æ
Æ
Æ
Æ
Æ
Æ
Æ
Æ

Mainly
detached
villa

Internal

2

Tall Trees
Supported
Living

Æ
Æ
Æ
Æ
Æ
Æ
Æ

Rental retirement village operated by small private company
Located in southern suburbs of Brisbane, Queensland
Targets pensioners with limited financial resources
Provides 72 semi-detached 1-bedroom villa units with kitchenette on a campus-style site
Main support services are on-site management, linen service, social activities and optional
meals service (twice per day)
No care services provided directly by the village and these must be obtained from HACC
providers
Operates under the Residential Tenancies Act
Classified as TYPE 1 as operator does not provide care services
Retirement village operated by large, national private sector provider with strong brand
based on the ‘live well’ motto offering support and ‘lifestyle’
Located in Reynella, South of Adelaide, South Australia
Targets middle-income retirees who typically sell their home to meet entry fee
Provides 82 independent living units ( 1, 2 and 3-bedroom) in form of duplex villa units and
28 ‘flexi-units’ with higher level of support and services
Central dining area and lounge for flexi-unit residents
Well-staffed on-site management including care attendants, recreational activities, 24-hour
emergency call system and residents’ association
House cleaning and meals service available on a paid basis
‘Transfer package’ to facilitate transfer from independent living to flexi-care
Some assistance provided with referral to ACAT for CACPs and to HACC
Leasehold tenure and governed by Retirement Village Act
‘Supported living community’ operated by a Queensland–based company
Located in Rochedale, a southern suburb of Brisbane, Queensland
Targets middle-income retirees who typically sell their home to meet entry fee
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Dwelling
form

Service
arrangement

Category

Case study
Community,
Rochedale,
Queensland

Private
apartments

External

4

Grande
Pacific,
Broadwater,
Gold Coast,
Queensland

Shared nonprivate
dwelling

Internal

6

Highgrove
House
Supported
Residential
Service,
Studley Park,
Victoria

Key features
Æ Aims to meet the gap in market between RACHs and retirement villages
Æ Provides 80 1½ to 2-bedroom independent living units in clustered villa units with barrierfree design features
Æ Leisure centre with wide range of recreational facilities
Æ Well staffed on-site management including care, kitchen, activities and grounds staff
Æ Provides care and support on an ‘as-needed’ basis with aim of providing continuing care
(not dementia)
Æ Wide range of support and care provided including meals, self-care, domestic assistance,
home nursing and other health care
Æ Residents can also access HACC and CACP and organisation investigating becoming
approved community care provider
Æ Leasehold tenure and governed by Retirement Village Act
Æ A private sector ‘lifestyle retirement resort’ located on the Broadwater, Gold Coast,
Queensland, with prime ocean views
Æ Targets wealthy, self-funded retirees who want a luxury, retirement village environment
Æ 116 apartments on 25 levels with barrier-free design features
Æ 12 studio apartments designed for residents with higher needs
Æ Wide range of support services and high quality recreational facilities
Æ Arrangements made for provision of nursing care by private aged care nursing service, and
no stated intention to rely on community care services provided through HACC and CACP
Æ Leasehold tenure and governed by Retirement Village Act
Æ Supported residential service provided by the private sector in suburban Melbourne
Æ Targets older people with high-care needs able to pay the substantial weekly fee
Æ 45 one-room and 5 two-room apartments in the context of a non-private dwelling with no
private kitchen facilities and meals served in dining room
Æ Support and care services provided internally include laundry, cleaning, meals, personal
care, physical assistance, recreational activities, care planning
Æ A range of externally provided services are also made available including nursing, allied
health, hairdressing
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Dwelling
form

Service
arrangement

Category

Case study

Key features
Æ Regulated under SRS specific legislation as well as local and State health regulations

COMMUNITY SECTOR CASE EXAMPLES
Detached
villa

External

7

Wishart
Village,
Brisbane,
Queensland

Æ Retirement village operated by Queensland Baptist Care, a church-based not-for-profit that
also provides other retirement villages and aged care services
Æ Targets older people from the local area with low-to-average financial resources who are
able to live independently
Æ Located in Brisbane southern suburbs close to shopping, transport and recreational
facilities
Æ Comprises 62 independent living units in detached or semi-detached villa style; includes 1,
2 and 3-bedroom units
Æ Support services include barrier-free design, social activities, availability of meals on
request and emergency call button
Æ No care services in independent living units but provider will assist in making referrals to an
external HACC and CACP provider
Æ Co-located with hostel and nursing home which facilitates transitions
Æ Governed by retirement village legislation; residents have ‘licence to occupy’

Mainly
detached
villa

Internal

8

Wintringham,
Melbourne,
Victoria

Æ Community organisation providing housing, support and care services to older people who
are financially disadvantaged and homeless
Æ Provides a wide range of housing including independent living units in both campus and
high-rise settings and hostels and nursing home accommodation
Æ Emphasises the necessity of high levels of support and care for this group of older people
due to their complex problems
Æ Support includes supervision, health support, meal support, cleaning, recreational and
social activities
Æ The organisation is an accredited community care provider providing CACP or EACH to
over half of its residents
Æ If level of frailty increases residents are assisted to move to Wintringham’s hostel and
nursing home accommodation
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Dwelling
form

Service
arrangement

Category

Case study

Key features
Æ Governed by the Aged Care Act for hostels and Residential Tenancies Act for independent
living units
Æ Innovative ‘Apartments for Life’ project being developed by Benevolent Society of NSW
based on Dutch Humanitas model
Æ Concept that residents can stay in same apartment irrespective of care needs
Æ Located in upmarket Bondi, Sydney close to all services and beach
Æ Designed as a 2-block high-rise with 1½ and 2½ bedroom private apartments plus wide
range of ground level facilities for residents and the community
Æ Building and apartments designed for barrier-free living and assistive technologies
Æ Targeting local people from a wide range of income and asset groups and with a wide
range of dependency/independence
Æ Formal care will include care adviser to link residents to community care services provided
by Benevolent Society and other local providers
Æ Informal care facilitated through apartment design and community activities
Æ Governed by the Retirement Villages Act with loan/licence and rental tenure

Private
Apartment

Internal

10

Ocean Street
Project,
Bondi,
NSW

Private
apartment

Internal

10

Irving Benson
Court,
Coburg,
Victoria

Æ Low-cost rental accommodation and care for older people at risk of homelessness provided
by Wesley Aged Care Housing Services
Æ Two-storey complex of 35 self-contained bed-sit units with common recreational area and
dining room
Æ Support services include an evening meal, personal support and social activities
Æ Many residents receive HACC and CACPs which are provided by Wesley Mission
Æ Care services typically provided include direct personal support, assistance with self-care,
administration of medication, transport to health-related appointments, management of
finance, shopping and domestic work
Æ Close links with hostel and group home also operated by Wesley Aged Care Housing
Service facilitates progression as needs increase
Æ Governed by residential tenancies legislation

Shared,
non-private
dwelling

External

11

Broadview
House,
Adelaide,

Æ Shared housing for frail and isolated older people requiring supported accommodation, but
not necessarily high levels of care

90

Dwelling
form

Service
arrangement

Category

Case study

Key features
Æ Operated by Northern Suburbs Housing Cooperative in inner North-Eastern Adelaide
Æ A 10-room converted house with private rooms and en-suite and shared living areas
Æ Support services on site include housekeeper, meals, cleaning of communal areas,
shopping, laundry, alarm pendant, social support
Æ No community care services provided, but staff assist residents to access HACC, CACP
Æ Modelled on Abbeyfield Housing and represents this form of housing in these case
examples
Æ Governed by the South Australian Cooperative and Community Housing Act, and
residential tenancies legislation

South
Australia

PUBLIC SECTOR CASE EXAMPLES
Private
apartment

Internal

16

Dougherty
Apartments
Retirement
Village and
Care Facility,
Chatswood,
NSW

Private
apartment

Internal

16

Older Persons’
High Rise
Support
Program,

Æ Joint venture of Willoughby City Council, the NSW Department of Housing and Uniting Care
Æ Comprises retirement village including residents who purchase their apartment under
loan/licence arrangement and public housing tenants, and a low-care residential aged care
facility
Æ High-rise building with 84 one-, two- and three-bedroom apartments, 51 hostel units and
12- room dementia-specific unit
Æ Barrier-free design of rooms being gradually introduced and extensive facilities including
garden, gym, café, communal lounges, security
Æ Support includes Vital Call pendant, emergency call buttons in units, on-site management,
recreational activities and social support
Æ Two weeks of care provided after hospitalisation and other care services available, on fee
basis from hostel
Æ Some residents use HACC and Uniting Care provide CACPs for some village residents;
Dougherty Apartments is not itself a CACP provider
Æ Operates under retirement village legislation and public housing tenants enter into standard
tenancy agreements
Æ Program of the Victorian Department of Human Services to provide support to older public
housing tenants with complex needs in inner-city high-rise towers
Æ High-rise towers are older buildings not originally designed for this tenant population
Æ Support workers provide case management, social support, low-level monitoring, practical
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Dwelling
form

Service
arrangement

Category

Case study
Footscray,
Victoria

Private
apartment or
detached
villa

Internal

14 or 16

Housing and
Support for the
Aged,
Melbourne,
Victoria

Key features

Æ
Æ
Æ
Æ
Æ
Æ
Æ
Æ

Shared nonprivate
dwelling

External

17

Matavai Group
Living Project,
Waterloo,
Sydney

assistance, recreational activities and links to health and community services
A pool of flexible care funds is available for a wide variety of purposes
Tenants are referred to community care organisations as well as other services, and to
ACAT if it felt that a higher level of care is required
An initiative of the Victorian Department of Human Services providing case-managed
packages of support to people aged 50 and over with a history of homelessness
Tenants may be living in any type of public housing in Victoria including high-rise towers,
low-rise apartment blocks and medium-density cluster housing
Provides funding for case management/support workers employed by community health
centres and brokerage funding for individual tenants
Focus is on tenants with complex needs but still able to live independently
Tenants are assisted to access a range of community health and community care services
including HACC and CACP
Some tenants may be referred to higher support options such as supported residential
services or residential aged care homes

Æ A collaborative project of the NSW Department of Housing and Mercy Arms Community
Care (MACC) in high-rise public housing in Waterloo, Sydney
Æ A group living model for frail older public housing tenants with complex needs who are able
to fit into a group living housing model
Æ Involves co-location of long-term residents on one floor of the building to facilitate high level
support through pooling of CACPs
Æ One floor of the building was renovated to make it suitable for the project and barrier-free
design features were installed
Æ Support includes meals, an emergency call-button, care services including self-care,
medication assistance, transport, cleaning, laundering, shopping
Æ Some consideration of expanding the project into other areas of public housing
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5

THE CASE STUDIES

5.1

Introduction

This chapter provides succinct descriptions of the 14 case studies introduced in
chapter 4 to illustrate the classification system of service integrated housing.
Generally speaking, the cases are described using the three criteria for the
classification: sector of the provider organisation, the form of dwellings and the wider
complex, and the service arrangement. Additional comments are made on tenure and
the resident group catered for. Some of the case studies are of widely established
forms of service integrated housing while others are of more specialised initiatives
catering for particular groups of older people. It is reiterated that the case studies are
not evaluations. They are designed to illustrate the nature and diversity of current
developments, and to stimulate consideration of emerging issues. Other case
examples of service integrated housing can be found in the case studies prepared for
the evaluation of the Retirement Villages Care Pilot (AIHW, 2006). Information is
correct as of the time of interview in late 2007.

5.2

The private sector cases

Five private sector cases are described in this section:
Æ Oxford Crest, Eagleby Queensland
Æ Aveo, The Braes, South Australia
Æ Tall Trees Supported Living Community, Rochedale, Queensland
Æ Grande Pacific, Broadwater, Gold Coast, Queensland
Æ Highgrove House, Studley Park, Victoria.

5.2.1 Oxford Crest, Eagleby, Brisbane
Provider organisation
Oxford Crest is a small unlisted, public company that at the time of interview operated
six villages of a similar style in various locations in Queensland. These villages are
based on a model first developed in the 1990s by a company called Westminster
House. Westminster House’s hostel-style rental accommodation became known in the
industry as the ‘Queensland model’. The rental villages provided by Village Life and
other companies are also based on this model.

Dwelling and village form
Oxford Crest is a low-cost rental village located in the southern, outer suburbs of
Brisbane. It offers affordable rental accommodation for older people linked to a range
of support services. The total cost of rent, food and services has been set so as not to
exceed 85 percent of the rate of the single pension, and eligible residents may also
receive Rent Allowance. However, the village has in recent times set rents to be
competitive to the local market, which has resulted in an actual cost of much less than
85 percent. The village comprises villa-style housing built as blocks of six or eight with
a communal carport, community dining hall, kitchen and property management office.
All units are 1-bedroom, single-story dwellings with kitchenette and en-suite bathroom.
They range in size from 35 square metres to 60 square metres. Kitchen facilities can
be adapted to include a microwave and cook-top stove if a resident decides to opt out
of the meals service. Until recently all units were fully furnished, but some units have
had furnishings removed to allow more choice for residents. There are 72 units on the
Eagleby site.

93

Service arrangement
A number of support services are integral to the village environment. While individual
units do not cater for wheelchairs, some barrier-free elements have been included in
bathroom design. Modifications such as grab rails can be installed, and in later model
units support studs have been fitted for easier installation. Installation of grab rails and
similar items is generally provided by HACC.
Other support services include a linen service, on-site management, social activities,
grocery pick-up and an optional meals service. Meals include breakfast and lunch.
Breakfast entails the residents collecting milk, bread and cereal every week to be
eaten in their unit. Lunch is a two course meal eaten in the common dining room. The
meals service is utilised by approximately 80 percent of residents. An evening meals
service was discontinued in 2007. An off-site linen service is provided. Residents drop
off and collect their linen at a central collection area within the village and some
residents arrange for Home Assist or Blue Care, two large HACC providers, to assist
with dropping off and collecting their heavy linen.
No care services are provided directly by the village, and this is made clear when
residents enter the village. The village promotes a ‘buddy system’ between residents,
which encourages safety and companionship. If medical (or other) attention is
required the residents arrange this for themselves, for example, phoning for an
ambulance. If residents require further support and care these must be obtained from
HACC providers. Management play only a small role in arranging care and support for
residents, but they do seek to maintain good relationships with local care
organisations. Tenancy Advocacy and Advice Service, Home Assist Secure and Blue
Care offer presentations to residents to inform them of their rights and services.

Tenure
Tenants tend to stay at the village for an average of two to three years. It is reported
that most residents are in their late sixties or early seventies. The majority of residents
rent their property, however a few have taken the option of buying their unit. The
village is governed by age restrictions placed on it via development restrictions from
the local council. The organisation prefers to operate under the Residential Tenancies
Act rather than the Residential Services (Accommodation) Act 2002, as it sees the
former as offering more protection for both the owner and the consumer.

In summary
Oxford Crest is a TYPE 1 form of service integrated housing run by a private
company, providing detached villa accommodation and limited support services.
Residents make their own arrangements for care services which are mainly obtained
from local HACC providers. This is low-cost housing targeted to age pensioners with
limited financial resources.

5.2.2 Aveo, The Braes, South Australia
Provider organisation
Aveo is a large national company formed some three years ago and operating 80
retirement villages Australia-wide. It has a strong brand built around the ‘live well’
motto. Each of its villages has a different design reflecting the character of the local
community. There is an emphasis on accommodation with support and ‘lifestyle’.
Aveo is not an Approved Provider of residential aged care or packages.
The Braes is a private sector retirement village in a medium priced range that caters
to retirees who typically sell their home to meet entry fees. Residents range from
some who then rely on a full Age Pension to others who are fully self-funded retirees.
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Dwelling and village form
The Braes offers a range of accommodation options including independent living
units, assisted living units and flexi-units. The village comprises 82 duplex-style
independent living units and 28 ‘flexi units’ with a central dining area and lounge for
flexi unit residents. The independent living units comprise seven 1-bedroom units (44
square metres), 73 2-bedroom units (64 to 87 square metres) and eight 3-bedroom
units (106 square metres). Units consist of a bathroom, laundry, kitchen, veranda,
garage, and individual gardens and outdoor areas. There is wheel chair and walker
accessibility throughout the village. Flexi units have higher level of security, quicker
access to support, wheelchair accessibility, and a higher level of assistive
technologies than the independent living units. Flexi-unit residents are provided with
all meals, a linen laundry service and cleaning. Many of the independent and flexi
units are fitted with assistive technologies such as grab-rails and easily accessible
showers.

Service arrangement
Located in Reynella, south of Adelaide, The Braes is in close proximity to services
including shopping centres, doctor and hospitals, and the retirement village itself
provides extensive support services. The village staffing includes a site manager, care
attendants, administrative assistant and handyman. Reflecting the strong emphasis
on ‘life-style’, there is an extensive program of recreational activities and an active
resident committee. A house cleaning service and a daily meal are available on a fee
basis. The village can arrange medical care if required. Each resident has access to a
24 hour emergency call system (neck pendant) which is staffed by care attendants
who have first aid training. Care attendants do not provide any form of personal care
to residents.
It is also possible for residents to move from the independent living units to flexi units
if their care needs increase. The village has developed a transfer package which
makes moving into the flexi-units more attractive to existing residents. When residents
require further care and support, managers at the village provide them and their
families with information on what assistance may be needed and what options they
have available to them. If an ACAT assessment is needed the managers can refer
them to the appropriate services. Residents are able to receive care and support in
their own units in the form of CACPs packages, assistance through domiciliary care
services, and private nursing care from local providers.

Tenure
The usual tenure is leasehold. The Braes is governed by the South Australian
Retirement Villages Act and adheres to state Occupational Health and Safety
legislation.
Most residents in the independent living units are single women. Many residents are
from the local area or have local family connections. The average age of residents is
around 78 to 80 years of age. The initial purchase price for independent living units
ranges between $160,000 and $240,000, and in addition there is a service fee and a
deferred management fee.

In summary
The Braes is a TYPE 1 form of service integrated housing run by a private company,
providing independent living in a retirement village environment, and a higher level of
support in flexi units. Care services are not provided by the retirement village provider,
but the provider can provide advice and referral to HACC and private providers. This
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is a medium priced retirement village option targeted on home owning retirees who
wish to live in a supportive environment.

5.2.3 Tall Trees Supported Living Community, Rochdale, Queensland
Provider organisation
Tall Trees Supported Living Community was established in 2000 by Tall Trees Group
Pty. Ltd., a Brisbane-based private, unlisted company. At this time the company only
operated one retirement complex at Rochedale, in the Southern suburbs of Brisbane,
Queensland. However, the company plans several similar developments elsewhere in
Queensland and NSW. Tall Trees Group Pty Ltd is not an Approved Provider for
Commonwealth residential aged care or packages.

Dwelling and village form
Currently, the complex provides 80 one and a half and two bedroom single storey, low
density low-set clustered apartments. Apartments range in size from 55 square
metres to 71 square metres. A two level, 30 apartment clustered complex including lift
access is currently under construction. All apartments comprise a full kitchen and
laundry, in-home security features, support and safety rails, and an in-home
emergency response system. Apartments have barrier-free features such as no
threshold, wide doorways and hallways that can be modified for increased disability
access. Four apartments in the new development will be designed specifically for
disability.
The complex is close to transport and a shopping centre and is in close proximity to a
large business and entertainment centre. Reflecting its strong focus on recreational
activity and social interaction, the complex includes a large leisure centre area
including lounge, library, a full commercial kitchen and dining area, a tea-making
kitchen for residents, a room used by on-site nursing staff, manager’s room, common
toilets, a children’s play area, community garden, and swimming pool. There is
resident parking, a community garden available to residents, extensive use of ramps
for disability access and an electronic external entry (locked at night). There is
extensive on-site management of care services, administrative, kitchen, activities and
ground staff.

Service arrangement
Tall Trees explicitly aims to bridge the gap between residential aged care homes and
retirement villages by offering a hospitality and care model that emphasises
independent living. The term ‘supported living community’ reflects this concept which
is based on a model chosen after study of the US retirement living sector. Central to
the model is the provision of support and care on an ‘as needed’ basis, the intent
being that residents do not have to move to a residential aged home if their needs
increase. An enrolled nurse is employed during the day and nine Certificate III carers
provide rostered seven-day, 24-hour care. A registered nurse is contracted one day a
fortnight and is on call as a consultant when needed. The enrolled nurse is
responsible for managing the care team and there is a program of staff training for
carers. At the time of applying to purchase a unit, residents are required to undertake
a physical and psychological assessment, and provide a current report from their
doctor. The main exclusionary criterion is medium or high level dementia.
Tall Trees aims to be able to cater for all residents’ care needs up to the time of their
death, with the exception of severe dementia. Residents with increasing dementia
symptoms are assisted to move to a high care facility by referral to an ACAT and
support through any subsequent move. Residents from time to time require hospital
admission for health issues beyond the resources of Tall Trees.
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Residents are offered a choice of four ‘comfort packages’. These include choice of: all
or no meals (including in-home delivery of meals and eating assistance); self-care
(including showering, dressing, toileting, grooming); domestic work (washing, house
cleaning, shopping; paying bills, ironing, clothes alterations and dry cleaning);
transport to appointments; home maintenance; social activities; and health care.
Health care can include on-call nursing care, assistance with medication, assistance
in obtaining medical aids, organisation of visiting allied health services, home nursing,
accompanying to appointments and provision of medical information. Packages are
costed on a ‘per hour’ user pays system on a cost recovery basis and range upwards
from approximately $70 a month. Residents are billed on a monthly basis only for
services provided.
Residents can be assisted to apply for government-funded community care services
to supplement or provide an alternative to care purchased through Tall Trees. Tall
Trees would like to be able to provide CACPs in their own right as they believe this
would enhance their model. However, they are concerned that meeting requirements
to become an Approved Provider might compromise the ‘non-institutional’ character of
the complex. They are investigating the possibility of becoming a sub-contractor of an
existing community care provider.

Tenure
Tall Trees comes under the Queensland Retirement Villages Act and is accredited
with Aged Care Queensland. Residents have leasehold tenure.
Tall Trees caters for middle-income retirees and residents generally sell their family
home to buy into the village. The purchase price of a unit in Tall Trees is around
$260,000 plus management fees and a deferred management fee. The weekly
general service charge is of the order of $97 - $111 a week, and there is a
maintenance reserve fund of about $10 per week. Tall Trees is affordable for those
with incomes at or above the Age Pension.
The average resident age is 81. Tall Trees promotes itself as a vibrant community
attractive to independent retirees who have a preference for recreational activities and
social interaction. Many residents are local or have children living in the local area.

In summary
Tall Trees is a TYPE 2 form of service integrated housing run by a private company,
providing independent living in villa units in a community environment. Care services
are provided internally, and residents can also access externally provided community
care. This is an example of medium-priced service integrated housing targeted on
home owning retirees who wish to live in a community environment offering
recreational activities and support and care services to meet increasing levels of
dependency.

5.2.4 Grande Pacific, Broadwater, Gold Coast, Queensland
Provider organisation
Grande Pacific is described by its private sector developers as a ‘lifestyle retirement
resort’. It is located on the Broadwater at Southport, at the centre of Queensland’s
Gold Coast, and was opened in November 2008.
The apartments, with prime views of the Pacific Ocean, are aimed towards wealthy,
self-funded retirees. The resort style development targets older people who want the
security and community of retirement villages, but also want to live in a prime position
with luxurious surroundings in keeping with a high-income lifestyle.
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Dwelling and village form
Grande Pacific is promoted as the ‘first high rise retirement resort in Australia’ and as
a ‘vertical retirement village’ offering five-star hotel accommodation.
The development comprises 108 apartments on 25 levels ranging from one to four
bedrooms, as well as a penthouse and sub-penthouse floor. The units range in size
from 70 square metres to 370 square metres. One level of the building contains 12
studio apartments with accessible bathrooms and small kitchenettes.
Each living unit includes barrier-free design features. All bathrooms in the complex are
fitted with 820mm shower screens to allow for walking frame access and with grab
rails. All common areas are wheelchair friendly and all bathrooms are able to be easily
converted to enable access for people with disabilities.

Service arrangement
Grande Pacific has a wide range of facilities on-site, including restaurant, doctors’
room, gymnasium, nurse’s station, lounge area with water views, bar, kitchen,
theatre/meeting room, library and hair salon.
The complex also offers a range of support services and recreational facilities for
residents. The ‘day’ staff includes a manager, a receptionist, a registered nurse, a
cleaner, a maintenance person and a social coordinator. The registered nurse can
provide injections or changing of dressings for residents requiring regular or
occasional care. The maintenance person also acts as bus driver, pool maintainer,
etc. The ‘night’ staff comprise an on-call night nurse who is on-site from 4.30 p.m. until
8.30 a.m., and security is provided by an external provider. There is a 24-hour
emergency call system which the nurse on duty responds to. A community vehicle is
available for residents’ use, as is a community bus.
Additional off-site services are contracted with various providers and users pay
according to use. Grocery delivery, linen service and private room cleaning are
contracted to external providers and available to residents on a fee-for-service basis.
Residents can have meals delivered to their apartment at menu costs from the on-site
restaurant. Health care provision is facilitated through a designated space allocated to
visiting doctors, podiatrist and masseuse, who charge residents directly for their
services.
Provision for continuing care is made by inclusion of a meals area, lounge room and
library on the third floor. It is envisaged that apartments on this level will house
residents with higher care needs who can access full meals packages and a higher
level of nursing care on a user-pays basis. Lift access to the floor can be altered to
make the floor secure for residents with dementia if necessary. As the number of
places on this floor is limited, similar services are available to residents in other
apartments depending on the level of care required. Residents who move from a
general apartment to a level three studio apartment in order to access a higher level
of care will not be charged exit fees on sale of their apartment. Residents are
encouraged to continue to live at Grande Pacific as their care needs increase, and
full-time nursing care can be made available on a user pays basis. Residents are
welcome to access community care services provided through HACC and CACPs if
this is their preference.

Tenure
The complex is developed and operated under Queensland retirement village
legislation and residents purchase a 99 year lease.
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Prices of apartments range from $399,000 to $2.2m. Residents must be 60+ years
and the average age is approximately 72 years.

In summary
Grande Pacific is a TYPE 4 form of service integrated housing run by a private
company offering independent living in private apartments in a luxury ‘vertical
retirement village’. It provides a wide range of support services internally and has
provision for ‘serviced apartment’ accommodation within the complex, although this
term is not used. Higher level care services are provided on a fee-for-service basis.
As the provider takes responsibility for these arrangements and they are not left
entirely to individual residents, this an internal arrangement.

5.2.5 Highgrove House Supported Residential Service, Studley Park, Victoria
Provider organisation
Highgrove House is a supported residential service (SRS) located in Studley Park, a
middle ring, affluent suburb in eastern Melbourne. It is one of three SRSs managed by
a subsidiary company of Blue Cross Nursing Home and Hostel Care Group, which is
also a large provider of residential aged care and CACPs.

Dwelling and village form
The two storey building includes one and two room accommodation, a dining room,
kitchen, laundry, office space, two sitting areas, and two external courtyards. There
are 45 one room and five two room apartments. The rooms have their own bathroom
and some have space for a bar fridge and basin. There are call-bells in the rooms,
rails in corridors and rooms, and higher than normal beds. Rooms are accessed by an
internal lift. Accessories such as shower chairs, toilet seats and other assistive
equipment are provided where necessary.

Service arrangement
Highgrove House provides temporary, respite and permanent ‘accommodation and
assistance with personal and special care’ to older people aged 50 years and over
who can afford the weekly fees. Staff employed at Highgrove includes a full time
manager/care coordinator, personal carers, an activities coordinator and kitchen and
grounds staff.
Its services include laundry, room cleaning, all meals, personal care, physical
assistance for those with mobility difficulties and recreational and social activities.
Residents are also able to access other visiting services including a hairdresser and
manicurist, and allied health, mental health, disability services and nursing. Residents
can have breakfast delivered to their rooms, while lunch and dinner are provided in
the dining room. There is a range of visiting health services including a podiatrist,
physiotherapist, occupational therapist and dietician. An ongoing care plan for each
resident is developed in consultation with the resident and relatives.

Tenure
SRSs are private sector facilities that must be licensed under specific state legislation
and also governed by a range of local and state government health regulations.
Residents enter into a Residential Agreement that outlines the roles and
responsibilities of the resident and the proprietor. There are a number of
accountability measures including a community visitors program.
Highgrove House is an ‘above pension’ SRS with fees that range from $800 a week
for a single room to $1000 a week for a double room. It is at the top end of SRS
services, which range from ‘pension only’ services. Residents are generally from the
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local area and there is a wide age range from 60 through to people in their 90s. There
is no age restriction for entry to an SRS and they cater for a wide age and income
range. Younger people with disabilities are more likely to be living in ‘pension only’
SRS, whereas more frail older people are in above pension SRS.

In summary
Highgrove House is a TYPE 6 form of service integrated housing run by a private
company offering accommodation, support and care to older people requiring care on
a daily basis, and able to pay for the level of care provided. It provides most of its care
services internally, but is reliant on external providers for a range of other
convenience and care services.

5.2.6 Summary: private sector cases
The five case examples described above illustrate the great diversity of private sector
provision of service integrated housing, although it should be stressed that no claim is
made that these are fully representative of the sector as a whole. Aveo, The Braes is
in a number of respects typical of many retirement villages operated by large national
retirement village companies and targeted at middle-income retirees who sell their
home to meet the entry fee. These retirement villages primarily offer support and
lifestyle services, but through serviced apartments (called flexi-units at The Braes)
and assisted living units are increasingly offering a level of 1-to-1 care, as well as
providing some services such as cleaning and meals to residents in independent
living units on a fee-for-service basis. Residents of independent living units at The
Braes are also receiving HACC and CACP services with some assistance by way of
referral from village management, who also facilitate transfer from independent living
to flexi-care within the village. The Braes relies mainly on external providers for care
services and is therefore classified as a type 1 service, but internal as well as external
care arrangements are being used to respond to the care needs of residents.
Tall Trees and Grande Pacific are independent retirement village operators who have
both developed innovative service integrated housing models that are quite different in
conception and targeted at different markets. Grande Pacific represents the providers
of luxury, resort-style retirement villages with a wide range of support services and
high quality recreational facilities. While it includes a serviced apartment facility (not
named as such), the main source of nursing care (other than the on-site nurse to
respond to emergencies) is an external private service, thus making it a Type 3
service. Tall Trees, by contrast, provides a wide range of support and care services
on-site on a fee-for service basis, as well as encouraging residents to access HACC
and CACP services. It aims to provide continuing care (except dementia care) and
has investigated the possibility of becoming an approved community care provider. It
is a type 2 service.
Both Oxford Crest and Highgrove House are out of the mainstream of retirement
village provision, and serve as a reminder that service integrated housing is not to be
simply equated with retirement villages. Oxford Crest is a so-called ‘rental retirement
village’, although in fact it operates under residential tenancies legislation. It provides
modest support services, but residents must rely entirely on external community care
providers for care services. The provision of affordable service integrated housing for
low income, older people without financial resources is an important policy issue to be
discussed in the final chapter of the report. In clear contrast to Oxford Crest, which is
a type 1 service, Highgrove House is a non-private dwelling providing a high level of
personal care, i.e. a type 6. Above pension SRSs are one of the few forms of service
integrated housing making internal provision for relatively high levels of care in the
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Australian context, although their dwelling structure is closer in form to residential
aged care homes than it is to independent living.
The case examples discussed so far include types 1, 2, 3 and 6 of the classification
chart (Figure 4). The lack of examples in categories 4 and 5 reflect limitations of the
case example selection process rather than any suggestion that these are improbable
categories. Category 4 would include a privately operated retirement village structured
as an apartment block with private apartments, operated by a provider who was an
Approved Provider (or sub-contractor) of packaged community care, or possibly a
residential aged care home, most likely a high care home. Category 5 would include a
pension-only SRS relying on HACC and CACPs for a significant proportion of
provision of community services. As the private sector continues to respond to the
varying demands from older Australians for service integrated housing, it seems likely
that a greater number and diversity of examples of types 1-6 will emerge.

5.3

The community sector cases

Five community sector cases are described in this section:
Æ Wishart Village, Brisbane, Queensland.
Æ Wintringham, Melbourne, Victoria.
Æ The Ocean Street Project, Bondi, NSW.
Æ Irving Benson Court, Coburg, Victoria.
Æ Broadview House, Adelaide, South Australia 3 .

5.3.1 Wishart Village, Brisbane, Queensland
Provider organisation
Wishart village is operated by Queensland Baptist Care, a church-based not-for-profit
organisation that also operates extensive HACC, package and residential aged care
services and five further retirement villages in Queensland. Queensland Baptist Care
is the welfare arm of the Baptist Union of Queensland.

Dwelling and village form
Wishart Village is located in the outer southern suburbs of Brisbane, Queensland. It is
centrally located close to a shopping centre, transport and recreational facilities. It
comprises 62 independent living units, a 60 room low care and a 44 room high care
home. The units are either stand-alone or duplex design with a large lock up garage.
There are one, two and three bedroom units, with two and three bedroom units also
having either a study or study nook and patio. The size of units range from 90 square
metres for a one bedroom unit, to 112 square metres for a two bedroom unit and 125
square metres for a three bedroom unit.
There are a number of barrier-free design elements within the village, although there
is a strong desire on the part of management to avoid an institutional feel. All units are
wheelchair accessible, with no steps up into the units and larger than average
entrances and doorways. Bathrooms have grab rails and wheelchair accessible
showers and vanity units. Residents are allowed to make additional modifications in
response to increasing disability as long as they pay for these changes and remove
them upon leaving. Each unit is fitted with an emergency call button in the bedroom

3
Broadview House is closely modelled on Abbeyfield Housing as it has developed in Australia and
serves as an example of this form of service integrated housing for older people.
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and bathroom. The emergency button is linked to an outside provider that has a
database including a brief medical history of the resident.

Service arrangement
Wishart Village does not have any recreational facilities, such as a pool, tennis courts
and bowling greens, and instead residents are encouraged to use the services
available in the local community. There is a residents’ committee which organises
social activities and there is a large auditorium. No meals are provided to residents in
the independent living units, but meals can be purchased from the low care residential
aged care home for a modest fee.
Generally, Wishart Village does not provide care services to residents in the
independent living units, and if residents require on-going assistance they need to
make their own arrangements with an external provider. The village manager can
provide some assistance in this process. It is possible for residents with care needs
including mild dementia to continue residing in independent living units if they are
receiving support from a partner or family. Residents requiring higher levels of support
are put in contact with external aged care providers. A few of the other retirement
villages run by Queensland Baptist Care have on-site CACP packages that can be
provided to residents but this is not the norm. Staff from the co-located residential
care homes can on occasions provide services to residents in independent living units
but, because the facility does not receive any government subsidy for such provision
of care, it is costly and not recommended to residents.
If residents’ care needs increase to the point that they cannot be supported by
CACPs, they can move into the on-site aged care homes at Wishart Village, following
assessment by an ACAT. There is a 12 room dementia-specific facility in the hostel
and secure dementia accommodation in the nursing home. If a resident needs to
move into residential care at either low or high care, they are put on a waiting list and
are often given a high priority.

Tenure
Wishart Village is governed by retirement village legislation. In addition to the entry
contribution, residents pay a service charge and a deferred management fee on exit.
Residents have a ‘licence to occupy’, a form of tenure that provides residents with the
right to live in the unit during their lifetime. As the title of the unit is not held by the
resident they are not required to sell the unit upon exiting.
The Village provides retirement village accommodation to older people with low to
moderate financial resources. Ingoing contributions by residents are $240,000 on
average, although this can be varied for people with limited financial assets. The
service fee is generally between $132 and $156 per fortnight and so easily affordable
for those whose income is at or only a little above the Age Pension. The majority of
residents come from within a 5 to 10 kilometre radius of the Village. Residents need to
be over 65 years of age and they have an average age of 77. Residents must be
retired and able to live independently, and capacity to live independently is assessed
at the time of entry. The average length of stay for residents is around 10 years. There
is a long waiting list for the village.

In summary
Wishart Village is a type 7 form of service integrated housing. It provides detached
villa housing in a retirement village environment and sources care services externally.
It has a number of basic support services and residents whose care needs increase
are likely to have the opportunity to move to the co-located hostel and nursing home.
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5.3.2 Wintringham and Wintringham Housing Ltd, Melbourne, Victoria
Provider organisation
Wintringham is a community organisation that is structured as a public company
under the leadership of its founder, Bryan Lipmann. It provides a variety of housing
and care services for older people who are financially disadvantaged and are either
homeless or at risk of homelessness. In order to be eligible for housing, clients must
be over 50, low income and without assets and be at risk of homelessness. A broad
range of housing is provided from inner-city apartments to self-care apartments and
units in ‘village’ settings. The emphasis is on independent living, with flexible care
services tailored to the individual needs of each resident, and the option of receiving
additional services if needed.

Dwelling and village form
In 2008, Wintringham established a wholly owned subsidiary, Wintringham Housing
Ltd to manage and develop all its housing activities. Its current diverse housing stock
comprises 140 independent living units in a number of locations: a 60-unit facility in
Williamstown; 20 houses in East Bentleigh; 40 units in the CBD on Little Collins Street
and Guildford Lane; 20 houses in Kensington Banks; 10 rooming houses in
Flemington. Most of the housing is located close to public transport, shops, and other
amenities. All houses have barrier-free design features. All independent living units
are self-contained one bedroom units with an en-suite bathroom, small lounge room,
kitchen facilities and a personal balcony. Apart from the CBD high-rise units, there are
gardens attached to each site. Free communal laundry facilities are also available in
all the housing sites. Common rooms on some sites are available for communal
activities. All units are furnished.
In 2009, Wintringham Housing Ltd was appointed as a registered Housing Association
by the Victorian Government, thus making it eligible to receive growth funds.
Wintringham Housing Ltd is the only housing association with direct links to the aged
care and housing sector.
Wintringham Housing Ltd has now also been appointed manager and developer of the
Alexander Miller Estate which owns a range of housing units throughout regional
Victoria. As a result of successful applications to state government and funds made
available through the National Partnership Agreement on the Nation Building and
Jobs Plan, Wintringham Housing Ltd has embarked on a $35 million renovation and
new build program for the Miller Estate that will result in approximately 180 units for
older regional Victorians.

Service arrangement
One of the concerns underpinning the development of Wintringham was that
homeless people had great difficulty receiving support from aged care services.
Rather than ‘conventional’ problems of ageing, many of this group have complex
problems including mental health issues, intellectual disability, alcohol problems and
behavioural problems that most aged care services are not well equipped to manage.
Support of residents is therefore seen as integral to ensuring residents’ capacity to
maintain their housing. Support includes supervision, working through compliance
issues, including compliance with medication, nursing, assistance in preparing meals
and with cleaning as well as direct provision of meals and cleaning. Wintringham has
its own nursing staff in recognition of the prevalence of health problems amongst
homeless people. Wintringham also employs recreation officers to assist residents to
engage in social and recreational activities.
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Wintringham is also an Approved Provider for community and residential aged care
services and uses its own staff to deliver CACP and EACH packages. Approximately
50 per cent of tenants receive care through CACPs or EACH packages. By using its
own staff, Wintringham can ensure that workers are skilled to deal with the complex
behavioural issues of some residents. Wintringham also provides CACP packages to
financially disadvantaged older people in the general community who are not
Wintringham tenants. If residents’ level of frailty increases to the point that they can no
longer live independently, even with assistance from CACPs, they are assisted to
move into Wintringham’s hostel and nursing home accommodation.

Tenure
All residents in Wintringham’s independent living apartments and villas are tenants
with low incomes, and their tenure is governed by the Victorian Residential Tenancies
Act for its independent living units. Residents in the residential aged care homes
come under the provisions of the Commonwealth Aged Care Act 1977.

In summary
Wintringham is a type 8 form of service integrated housing for low-income, homeless
people requiring stable housing and high level of support and care. Residents live in
mainly detached housing and care services are provided internally by Wintringham
through CACP and EACH packages.

5.3.3 Ocean Street Project, Bondi, NSW
Provider organisation
Ocean Street is a project of The Benevolent Society, Australia’s oldest charity and a
large not-for-profit organisation involved in a wide range of community service
provision, including ageing services. The project, still in development, is based on the
Dutch Humanitas concept of ‘Apartments for Life’. The intent is that residents are able
to remain in the same apartment for the rest of their lives, through the provision of
purpose-built apartments and access to support and care services and appropriate
technologies. It is intended as ‘a place where older people can live for the rest of their
lives in the same apartment with the support of health, community and other services
when needed’. The expectation is that 95 percent of residents will be able to stay
living at Ocean Street for the rest of their lives.
Ocean Street represents a significant change in direction for The Benevolent Society
which has recently began the process of divesting itself of its five residential care
homes.

Dwelling and village form
The site is located in the up-market, beachside suburb of Bondi in Sydney, close to
services, shops, transport and the beach. The project will involve redevelopment of
the site which has been owned by the Benevolent Society for some years and the new
complex will be set in a small precinct that contains a heritage-listed building and
surrounding grounds which are incorporated into the overall design concept. It is
adjacent to a council park.
The complex has been designed as two high-rise blocks comprising a total of
approximately 140 one and a half and two and a half bedroom apartments. A number
of community facilities including cafés, activity rooms and a child-friendly space will be
located at ground level for use by residents and the broader community. The building
will include administrative areas, consulting rooms for community care service
providers and visiting health specialists, a dementia day centre, a café, a men’s shed,
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and exercise and meeting spaces. The open space will include both passive and
active recreational areas and may include community and private gardens.

Service arrangement
Ocean Street is being designed to cater for different levels of mobility and frailty, and
to meet a number of standards for barrier-free housing. There will be a range of
apartment sizes, all with sufficient space to enable a family member or carer to stay
and provide ‘informal’ care. There will be reinforced ceilings to enable hoists to be
installed. The apartments will be fully self-contained to enable independent living and
will include emergency call buttons. Consideration is being given to ensuring that
appropriate infrastructure is in place to cater for future technological developments in
non-invasive, low level monitoring, for example, a system that will register if someone
falls that will not require the resident to press a call button. Underground car parking
will be available to residents, and parking will be available for visitors, visiting care
services and community transport buses. The project is also aiming to incorporate a
high level of sustainable design in the construction.
The project has a strong focus on ensuring older people remain connected to their
local community and social networks, and is hoping to draw residents from the local
area. It plans to attract residents from three income groups that reflect the differing
economic circumstances of households in the area. These groups are low income
renters (10%), those with modest property assets (30%), and those who are asset-rich
(60%). The costs of purchasing are still being determined. Residents will pay rent
linked to their financial circumstances. Age eligibility will be set at 55. Consideration is
being given to ways of maintaining a spread of clients in terms of their level of
dependency and independence. It is hoped to have a 40-year age range among
residents, but that applicants with moderate to severe dementia will not be accepted.
However residents who develop dementia or other disabilities while residing at Ocean
Street will be cared for appropriately, unless this poses a threat to themselves or
others.
The complex will rely on both informal and formal support and care. A care adviser,
concierge and community development worker will be attached to the complex, and
volunteers will play supporting roles. The care adviser will play an active role in linking
residents to care services provided by local organisations, including The Benevolent
Society, through the HACC, CACP, and EACH programs, as well as to other social
and recreational services. It is envisaged that community care provisions will be
coordinated in such a way as to facilitate efficiencies. Meals will be provided on site.
Informal support including mutual support among residents and support from family
and friends will be encouraged. The design feature of an added half bedroom is
intended to enable carers or family members to stay overnight if needed or desired.
The community development worker will be responsible for facilitating recreational
and other social activities.

Tenure
It is proposed that the Ocean Street Project will come under the NSW Retirement
Villages Act. The tenure of most residents will be under a loan-licence arrangement
involving an ingoing payment, a weekly service fee and a deferred management fee.
About 10 percent of residents will be renters. The Benevolent Society will retain
freehold to ensure the building and apartments retain their purpose of providing
retirement living and aged care. The Benevolent Society will also be the manager of
the building.
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In summary
The Ocean Street project is envisaged as a type 10 form of service integrated housing
to be run by a large community organisation as a project that will demonstrate the
value of the ‘Apartments for Life’ concept. Accommodation will take the form of private
apartments in a high-rise building. Extensive arrangements will be made by the
provider for care arrangements for residents on an as-needed basis. These will be
provided by The Benevolent Society itself as well as by other local community care
providers. While there is a mix of internal and external care provision, this is
predominantly an internal service arrangement involving the housing provider taking a
high level of responsibility for ensuring that residents receive the care that they
require.

5.3.4 Irving Benson Court, Coburg, Victoria
Provider organisation
Irving Benson Court is an initiative of Wesley Aged Care Housing Services of Wesley
Mission Melbourne, a large scale not-for-profit provider of community and residential
aged care services. It provides low-cost rental accommodation and care to older
people who are homeless or at risk of homelessness. While many of the residents
need minimal support to be able to live independently, the nature of their needs
means they do not require the level or type of care provided in low care residential
aged care homes.

Dwelling and village form
The building is centrally located in Coburg in close proximity to shops, the area mental
health service, churches, and public transport. It is a two-story complex of 35 selfcontained bedsit units, set around a central quadrangle and a recreation area. Office
space and a dining/activities room are also located within the complex. The building is
secure and only allows access to residents and staff. The units comprise a living room
which also serves as a bedroom and has kitchenette (cook-top; fridge) leading to a
walk through robe and bathroom. Feature includes a call-bell and bathroom grab rails.
Three units have been specifically designed for wheel-chair access. Where residents
do not bring their own furniture, which is not uncommon, this is provided by Wesley
Mission.
The service offers residents a safe and supportive environment with low rents. Staff
located at Irving Benson Court includes the manager of the housing service, the
CACP coordinator and residential support workers. Social interaction is encouraged
amongst residents and an evening meal is provided. Residents participate in a
number of social activities run by volunteers.
Many residents at Irving Benson Court are in receipt of HACC services and the
housing provider also provides approximately 20 CACPs to residents needing higher
levels of support. The CACP coordinator prepares a care plan for a resident which is
reassessed on a regular basis. The care plan typically includes direct support,
assistance with self care; administration of medication; transport to health-related
appointments; management of finances; shopping and domestic work. Many residents
receive a delivered meal from Meals on Wheels during the day. There are regular
visits from health practitioners including doctors, physiotherapists and podiatrists.
Irving Benson Court is one of a number of housing and aged care services run by the
Wesley Mission. In the event that residents require higher levels of care, they can
moved to a group home or low care aged care home also operated by Wesley Aged
Care Housing Services. In some other cases where there has been significant
recovery from illness such as alcoholism, residents move from Irving Benson Court to
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mainstream public housing. However, Irving Benson Court is not intended to be
transitional housing and residents are entitled to stay at Irving Benson Court for a long
as they need.

Tenure
Tenure is governed by Victorian residential tenancies legislation and residents are
required to sign a tenancy agreement. Residents pay a fortnightly rent of $205 and a
small daily contribution to their CACPs package, readily affordable with Age Pension
income.
Most residents are from the local area or the inner suburbs of Melbourne. Of the 30
residents currently housed at Irving Benson Court, all but two are aged over 50 and
the average age is 65 years of age, much lower age than the average of those in
residential aged care homes. Many residents are suffering from mental illness and
most are referred from hospitals or the local mental health services, and a small
number self-refer.

In summary
Irving Benson Court is a type 10 form of service integrated housing run by a
community organisation for insecurely housed older people with high needs. It
provides inexpensive, small private apartment type housing that is closely linked to
internally provided care services in the form of HACC and CACP. Through the Wesley
Mission the housing service has close links with other aged care services which are
used for referrals for residents who are not able to continue to live independently.

5.3.5 Broadview House, Adelaide, South Australia
Provider organisation
Broadview House is located in an established, inner North-Eastern suburb of Adelaide
and operated by the Northern Suburbs Housing Co-operative, an incorporated, nonprofit community housing organisation. The organisation was established in 1981 and
currently manages 131 independent one and two bedroom units located on 38
different sites, as well as Broadview House. The organisation’s philosophy is that
‘housing should be more than just shelter’.

Dwelling and village form
Broadview House was built by joining two standard detached houses with a newly
built common area. The result is a 10 room semi-independent accommodation facility
consisting of 10 carpeted, air-conditioned one bedroom rooms each with their own ensuite bathroom. There is also one respite room with an adjacent bathroom. All rooms
are located on the ground floor, are unfurnished and range in size from 24-35 square
metres. In addition, there is a common area, dining area, communal kitchen, laundry
and front and rear spacious, landscaped gardens. Wheelchairs can fit into the rooms
but not the bathrooms. Grab rails have been fitted as required. Each resident has their
own key and are free to come and go as they please. Resident rooms are treated as
the residents ‘home’ and private space. A spare room can be booked for visitors, and
the respite care room is available for non-residents.

Service arrangement
Broadview House was established as a housing alternative for people aged 55 years
and older on low incomes who are somewhat frail but not needing the level of care
provided in a nursing home. It is designed for people seeking support within a setting
that also provided security and companionship. Applicants must meet a number of
criteria including being aged 55 years and over, on a low income with limited assets,
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in reasonable health, having a housing need, capable of independent living and willing
to participate actively in the cooperative. Broadview House does accept people with
some level of complex needs (e.g. homelessness and depression), however the
number of people with complex needs housed at any one time is rationed.
Broadview House provides a number of support services on-site. It employs two
housekeepers on a rotating week schedule and a relief housekeeper who works every
second weekend. Two main meals are served each day from Monday to Friday and
one main meal is served on Saturday and Sundays. The housekeepers prepare and
serve the meals and are also responsible for cleaning the communal areas, weekly
shopping for household supplies, assisting residents with heavy laundry, and being on
call for emergencies. Residents are responsible for the care of their own rooms.
Mutual support is a key feature of Broadview House. Family support and other social
networks of residents provide some help and support and a volunteer care group
visits the residents to provide social contact. Residents are supplied with their own
personal alarm pendant, which provides 24 hour emergency access to doctors or the
Ambulance Service.
Broadview House staff and volunteers will assist residents to gain access to
community care through HACC, CACPs and EACH. Broadview House provides
housing and support for as long as possible, but if residents’ care needs increase
beyond a level that the service can provide, they may be encouraged to move to more
appropriate accommodation in a residential aged care home and referred to an ACAT
for assessment.
It should be noted that Broadview House was designed on the Abbeyfield housing
model, as described in chapter 3.

Tenure
Broadview House is incorporated under the South Australian Co-operative and
Community Housing Act 1991. Broadview House residents are encouraged to be
involved in the day to day running of the house and to participate in decisions on
house rules. Tenants of Broadview House enter into a lease agreement under the
Residential Tenancies Act 1995, but their legal status as tenants in a cooperative
housing facility is unclear.
Funding for the running of Broadview House is provided through tenants’ fees and
State Government subsidies. An affordability guarantee is provided to residents to
ensure no-one pays more than 25 percent of their gross income as rent, in line with
public housing rents. The service fee is 70 percent of the basic single pension, which
covers light and power, cost of meals, heavy laundry assistance, maintenance and
gardening, and basic household supplies.
The age of residents generally tends to be a mix with younger and older seniors. At
the time of interview, residents’ ages were in the range from 72 to 92 years. Residents
are predominately women, but there is a policy of having at least one man in the
house at any time.

In summary
Broadview House is a type 11 form of service integrated housing for low-income, frail
older people wanting to live in a supportive environment. Residents live in a shared,
non-private dwelling and are provided with a range of support services. However, care
services are not provided and residents requiring care are referred to external
community care organisations.
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5.3.6 Summary: community sector cases
The five examples of service integrated housing provided above give some indication
of the diversity and scope of the community sector’s involvement in service integrated
housing for older people. Wishart Village exemplifies the key role that large churchbased organisations have played in the development of retirement villages that
provide supported, independent living for many older people. It illustrates in particular
the model of the ‘three tier complex’ dating from the APHA of the 1970s, which
facilitates transfer from independent living to low and then high care residential care
homes as needs increase.
However, other ways in which retirement villages have increasingly addressed the
issue of care services provision are not illustrated by this sole example. Some
community sector retirement villages have diversified into providing serviced
apartments and assisted living units within retirement villages, thus providing
additional care options. Others have used their status as both community care
providers and retirement village operators to provide integrated support and care for
residents in independent living units in retirement villages through provision of HACC,
CACP and EACH packages. As noted earlier in the report, the Retirement Villages—
Ageing in Place initiative has opened up the possibility of extension of delivery of
community care to older Australians living in retirement villages, by opening up the
possibility of retirement village operators becoming approved providers of aged care
packages or developing partnerships with existing providers. The community sector
retirement village providers have particularly responded to this opening.
Looking beyond the retirement village industry, the examples of Wintringham and
Irving Benson Court illustrate the community sector’s important role in providing
service integrated housing to older people with complex needs, especially those who
are insecurely housed or homeless. Broadview House illustrates one form that the
Abbeyfield Housing model has taken in Australia. The Ocean Street Project
demonstrates the interest of the community sector in developing innovative models of
service integrated housing that bring housing, support and care together in different
ways. The Ocean Street project can be viewed as a retirement village development
that begins with the premise that older people should be provided with aged care
services in their apartment (or independent living unit) for as long as possible, with
residents only rarely having to move to residential aged care. Those retirement
villages moving towards greater provision of HACC, CACPs and EACH packages to
residents in independent living units are moving in a similar direction.
The examples of community sector service integrated housing projects provided
above include types 7, 8, 10 and 11 on the classification chart (Figure 4). No case
study is provided for type 9, although there would be examples of community sector
retirement villages providing apartment-type dwellings and making external
arrangements for care provision. Type 12 approximates the function of hostels prior to
their integration into the residential aged care system. Two types of services not
represented by the case examples are the stand-alone, small groups of independent
living units whose residents source care services from HACC and CACP providers
described in section 2.2 (many would be type 7), and community sector retirement
villages that are involved in the Retirement Village – Ageing in Place initiative (which
could be examples of types 8 and 10).

5.4

The public sector cases

Four public sector cases are described in this section:
Æ Dougherty Apartments Retirement Village and Care Facility, Chatswood, NSW.
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Æ The Older Persons’ High Rise Support Program, Footscray, Melbourne.
Æ Housing and Support for the Aged, Melbourne.
Æ Matavai Group Living Project, Waterloo, NSW (also known as Matavai Ageing-in

Place initiative).

5.4.1 Dougherty Apartments
Chatswood, NSW

Retirement

Village

and

Care

Facility,

Provider organisation
Dougherty Apartments were constructed in 1989 as a joint venture between the
Willoughby City Council, the NSW Department of Housing and the Uniting Church
who came together to form the Dougherty Apartments Retirement Housing Project.
The Project is a company limited by guarantee, with representation on a Board of
Directors of all three parties. The development is located in close proximity to the
central business district of Chatswood, a middle distance suburb on Sydney’s affluent
North Shore.

Dwelling and village form
There are 84 retirement village apartments (42 single Department of Housing units
and 42 Dougherty Apartments comprising 22 one bedroom, 19 two bedroom and one
three bedroom apartments) and 51 rooms in the associated low care residential care
home which also has a 13 room secure dementia specific unit. The complex is
designed with three wings to each floor and floor access is by internal lift. The ground
level has reception, staff offices, a chapel and a communal lounge. Level one includes
the dementia unit and a large open air roof garden. The gym and internet café are
located on level two as well as one self-care resident apartment. All other self-care
apartments are located on levels three to eight with the public housing and self-funded
apartments interspersed across all the floors. A communal lounge and drying room
are located on each floor. The complex is secure with an intercom system and CCTV,
and exterior entry is by a security swipe card. A car park is located in the basement.
Residents furnish their own apartments which are fully self-contained and include a
full kitchen and combined lounge and dining room. Each apartment has its own
balcony with views. The size of the one and two bedroom self-care apartments are 47
and 68 square meters respectively. Grab rails are fitted in bathrooms. Management is
progressively refurbishing units as residents vacate to include widened doorways,
wheelchair accessible bathroom facilities and height adjustments to light switches.

Service arrangement
A number of support services are available for the residents of the retirement village.
On-site management maintains and organises the facility as a whole. Residents have
a Vital Call pendant and a fixed call button in the bathroom of their apartments which
links them to registered nurses employed by the hostel. There are organised
recreational activities and residents can participate in arranged activities at the
adjacent community centre. There is a significant level of mutual support among the
residents. The central location of Dougherty Apartments facilitates access by
relatives, and this is also an important source of support for some residents.
The retirement village residents also have access to support and care services that
are available as a consequence of the co-location of the low care residential care
home. One significant benefit is a provision for residents to receive two weeks’ care at
no additional charge following a period of hospitalisation. This care may entail
provision of meals in the resident’s room, cleaning, access to physiotherapy,
assistance with self care, and provision of equipment. Retirement village residents
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may access, on a user pays basis, services available through the hostel such as
meals (short term only) and the laundry service. They can access the visiting GP and
podiatrist, and join in activities provided to hostel residents such as the physiotherapy
class. They can access subsidised transport services through Council Cab, a service
provided through the Willoughby City Council. On occasions, staff will provide
transport for medical and other important appointments when other transport options
are not available. Some of the residents of the self-care units use HACC services
such as meals on wheels, home help and shopping services. Staff refer residents to
the adjacent community centre for assistance in accessing community care services.
Retirement village residents needing higher levels of care can, following an ACAT
assessment, access CACPs or move to the low-level care home or dementia unit
within the Dougherty Apartments complex. Dougherty Apartments has made a
number of applications to obtain CACP provider status in order to deliver services
itself to its retirement village residents, but has yet to receive an allocation.

Tenure
Dougherty Apartments includes a retirement village in which residents purchase the
use of their apartments under a loan-licence arrangement, and public housing tenants
who rent their units under an agreement between the NSW Department of Housing
and Dougherty Apartments. Retirement village residents come under NSW retirement
village legislation. Entry costs of one and two bedroom apartments range from
$345,000 to $360,000 and $445,000 to $460,000 respectively. Occupants who are
public housing tenants enter into a standard tenancy agreement with the Department
of Housing. Tenant selection is the responsibility of the Department of Housing,
although there is consultation with the management of the facility to ensure that new
tenants are suitable. The NSW Department of Housing meets the costs incurred by
Dougherty Apartments with respect to the public housing units and tenants.

In summary
Dougherty Apartments is a type 16 form of service integrated housing. It involves two
public sector organisations - Willoughby City Council and the NSW Department of
Housing – combining to develop a retirement village with private apartments and
providing support and care services internally through a partner community
organisation, Uniting Care, who also provide a low-care residential aged care home in
the same complex. The co-location of independent living units and low care home has
enabled provision of a level of care above that usually found in retirement villages that
do not have a co-located aged care home, and approximates an assisted living
environment. The public housing tenants in Dougherty Apartments are receiving a far
higher level of support and care than that provided in conventional public housing
settings. The social mix of residents is a contrast to many retirement facilities that are
explicitly targeted on specific, and often narrowly defined, income and wealth groups.

5.4.2 Older Persons’ High Rise Support Program, Victoria
Provider organisation
The Older Persons’ High Rise Support Program is funded through the Aged Care
program of the Victorian Department of Human Services. It is an on-site support
program assisting people aged 55 and over and living in inner-city high-rise public
housing towers ‘to improve their health and wellbeing and maintain stable tenancies’.
Residents of the high-rise towers are tenants of the Victorian Office of Housing and
the program involves collaboration between two divisions of the Victorian Department
of Human Services. The program was established in 2000 to serve two towers,
housing 120 and 100 tenants respectively, and has since expanded to 11 towers on
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six sites so the total project now serves a total of around 1000 residents, although
only a proportion of these are clients at any particular time.
The program was introduced following a study of the support needs of older people in
inner-city, public housing, high-rise towers that cater primarily for older people. The
report identified a significant proportion of older tenants who were socially isolated,
who suffered from conditions such as mental illness, drug and alcohol dependence
and acquired brain injury, but who were not accessing health and community support
services. The program is targeted at such vulnerable and isolated older tenants,
particularly those who are frail or who have disabilities.
Dwelling form
The two high-rise buildings where the program was established are older buildings
which have been partially renovated, including conversion of many of the original
bedsit units into one bedroom apartments. Accommodation previously housing a
caretaker is now used as an on-site office for support workers. The buildings were not
originally designed for older people with complex needs. Some physical supports such
as grab rails can be provided following an assessment by an occupational therapist.
An emergency call and buzzer system was an original feature of the high rise sites,
and has been re-introduced as part of the high rise support program. The call button,
located in the bathroom of the apartments, triggers a buzzer system on the level on
which the call button is located. Neighbours are relied on to report the buzzer to the
support worker or after-hours support worker.
Service arrangement
Support services are provided by state government community health services and
one large church organisation. Support workers provide case management, social
support, monitoring, practical assistance, recreational activities and links to health and
community services. Informal support amongst tenants is encouraged. A range of
allied health workers, including a podiatrist and masseuse, from the local community
health service visit the two high-rise buildings on a regular basis.
A pool of flexible care funds is available to assist tenants, especially those with
complex needs. Flexible care funds are used for a variety of purposes including
paying for over the counter medication, providing transport, arranging cleaning of
apartments, meeting outstanding bills, bringing in mobility aids, using interpreters,
assisting with the purchase of white goods, and organising social and recreational
activities. These flexible packages are similar in form to CACPs but able to provide a
different range of services. Funds are also used for the salaries of the support workers
who link tenants to mainstream services including community health, housing and
community care services. Tenants are referred for ACAT assessment if it felt that a
higher level of care, including CACPs, is required.
Tenure
The program serves tenants in public housing who pay 25% of their income in rent.
Virtually all rely on a Disability Support Pension or Age Pension for their income and
so also have Health Care Cards and are eligible for other concessions on utilities and
some other services.
In summary
The Older Persons’ High Rise Support Program is a TYPE 16 form of service
integrated housing. It involves an internal service arrangement for support to public
housing tenants living in private apartments in a high-rise building. However, there is
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5.4.3 Matavai Group Living Project, Waterloo, NSW
Provider organisation
Matavai Group Living Project is a collaborative project involving the NSW Department
of Housing and Mercy Arms Community Care (MACC), a service of Catholic
Healthcare Ltd. Catholic Healthcare provides residential aged care, community care
and seniors’ living services across metropolitan Sydney and regional NSW. Mercy
Arms Community Care was established in 1991 to provide services in the
Redfern/Waterloo area, a low income area of central Sydney, and now has more than
1,000 clients. The collaboration involves the Department of Housing as the provider of
housing and tenancy manager and MACC as the provider of community care
services.

Dwelling and village form
The Matavai Group Living Project is a group living model within a public housing high
rise apartment block for frail older people with complex needs. When it was first
developed in 1993, MACC was providing assistance to 42 clients living in public
housing in South Sydney. It was felt that significant advantages could be gained
through a new ‘cluster development’ model of service delivery, based on a
Scandinavian model. The model involves co-locating a small number of long-term
residents of the building requiring high levels of support and care on one floor of the
building. The aim was to facilitate the efficient provision of high-level support services
funded through pooling of CACPs. The aims are improved quality of life; improved
well-being through regular provision of meals and consistent monitoring of physical,
medical and emotional needs; improved safety; and reduced likelihood of
institutionalisation. On-site carers provide the main component of care, supported by
other community care staff.
The project is located on the fourth floor of the 29 level Matavai public housing
complex in Waterloo, Sydney. Two one bedroom units and five bedsits have been
converted into three one bedroom units and four studio/bedsits and a shared kitchen
and dining room facility with an attached bathroom. Each of the units and bedsits is
self contained. A shared lounge and communal laundry is also located on the floor.
Features include grab rails, adaptable design for the installation of further grab rails as
necessary, hob-less showers and shower door design to ensure access by frame or
wheelchair. The complex is wheelchair friendly and tenants have lift access. The age
and original design of the building presented some challenges to adapting all units to
the same level of disability access. The building as a whole comprises approximately
200 units. A community room, kitchenette and small library are located on the ground
floor. The garden is well developed and contains a large water feature providing a
shady relaxing space for tenants.

Service arrangement
The project aims to ensure public housing clients retain their independence. The
support and care provided is described as equivalent to low level residential aged
care. Tenants requiring further care will have an ACAT assessment and will be
transferred to a residential aged care at the appropriate level. The ability to fit into a
group living model of housing and care is taken into consideration when older people
are referred to the project. Clients are drawn from the Matavai and Tarunga public
housing buildings and then from the wider Waterloo area.
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Meals are provided by a private catering company. Units have kitchenettes that
enable tenants to prepare their own meals, but all residents choose to pay to have
their meals provided. A personalised care plan is devised for each tenant. This might
include monitoring medication, assistance with self-care, arranging appointments,
providing transport and accompanying clients to appointments, cleaning rooms,
laundering and shopping with or for clients. Some clients access day care services in
the community and allied health services such as podiatry visit Matavai. Staff assist
clients in paying bills, letter writing and other daily activities as requested by the client.
Clients participate in occasional social events arranged by MACC such as the annual
Christmas party.
An after-hour emergency call button system is in place. The call button is installed in
each area of the units and is linked to the Department of Housing security. A common
phone is located in the kitchen and dining area that is linked to MACC after-hours oncall service.
Funding is provided through CACPs, with MACC allocating some of its packages to
residents of Matavai and Tarunga, but the quantity of care provided well exceeds
standard CACP benchmarks and staffing arrangements are under review. A second
floor in the Matavai building has been operating since December 2008, and
negotiations are underway for a third floor in the nearby Tarunga building where
HACC funding will be used to support residents to remain living independently. The
NSW Department of Housing is interested in expanding the project into other areas or
other buildings.

Tenure
The project is open only to public housing tenants who are in receipt of a CACP.
Tenants are subject to the same tenancy agreement with the NSW Department of
Housing as other tenants.
MACC does not have the authority to transfer clients to other facilities as they are
tenants of the NSW Department of Housing, and this situation has resulted in the
project continuing to serve some clients to higher levels of care than would otherwise
be the case.

In summary
The Matavai Group Living Project is a TYPE 17 form of service integrated housing
providing support and care to frail, older public housing tenants through MACC, an
external provider via pooled CACP packages. Tenants continue to have their own flats
but are brought together on the same floor where they share living areas and laundry
facilities, suggesting that this housing should be classified as a shared non-private
dwelling rather than private apartments.

5.4.4 Housing and Support for the Aged, Melbourne, Victoria
Provider organisation
The Housing and Support for the Aged program is an initiative of the Victorian
Department of Human Services that parallels the Commonwealth ACHA program. The
program provides funding for case management or support workers employed by
community health services or community organisations across the state, and
brokerage funding of $5,000 per client place per year.

Dwelling and village form
Unlike all the other case examples, HASP is not linked to a single set of dwellings but
is instead dispersed across individuals on a public housing waiting list wherever they
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are living and those already in public housing in a variety of locations who are
experiencing difficulty in managing their tenancy.

Service arrangement
The aim of HASP is to assist people aged over 50 with complex needs including agerelated frailty, serious mental health, psychiatric disability, alcohol and substance
abuse and similar problems, to secure and maintain a stable public housing tenancy.
The service includes case management, care coordination, monitoring, practical
assistance, social support, and a pool of flexible care funds. There are 12 equivalent
full-time support workers across Victoria. The tenants receiving support through the
program may be located in any type of public housing throughout Victoria, including
housing in high-rise towers, low-rise apartment blocks and medium density cluster
housing.
The program provides case-managed packages of support and services to people
who are entering public housing with a history of homelessness or insecure housing.
As support is usually for a relatively short term rather than ongoing, the $5000 funding
for each client place can support a number of clients in turn with short interventions
with on-going services then drawn from HACC, CACPs and other services such as
community health. The example discussed here focuses on the Inner South
Community Health Centre which receives funding for one half-time support position as
well as an allocation of brokerage funding ($35,000 per annum) to deliver the
program.
The program focus is tenants who have complex needs but who are still able to live
independently. In the Inner South Community Health Centre the caseload of
approximately 25 clients is shared across a pool of case management workers.
Referrals are made from a number of organisations including the Office of Housing
Area Office which refers clients who are entering public housing or who are currently
living in public housing but experiencing tenancy difficulties.
An individualised case plan is developed for tenants entering the program. Brokerage
funds are used for a range of purposes including paying rent arrears, meeting
transport costs, arranging medication and taking part in social and recreational
activities. Case managers assist with a wide range of day-to-day activities. Tenants
are also assisted to access a range of community health and community care
services, including HACC and CACPs. Intensive support can be provided through
brokerage funds for short periods. There is a regular case review of tenants being
supported through the program, and once their housing and daily living activities have
stabilised, clients are usually moved to a less intense case management service,
including CACPs and disability service packages for on-going support. A relatively
small number of clients who need higher levels of on-going support and care are
referred to ACATs and then Supported Residential Services or residential aged care
homes depending on their age and type of care needs.

Tenure
All clients of HASP are public housing tenants or on public housing waiting lists.

In summary
The Housing and Support for the Aged program could be viewed as a type 16 or type
14 form of service integrated housing, although tenants are not co-located in any
particular public housing building. Tenants may be living in flats in high-rise towers,
low-rise blocks or medium density cluster housing. The internal service arrangement
is an internal arrangement between a public housing authority and a provider of
support services located in the same government department who also draws on
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services provided by other HACC, community health and disability and aged care
services for on-going support.

5.4.5 Summary: public sector cases
All of the case examples provided in this section concern the provision of support and
care services to older public housing tenants. Historically, housing authorities in
Australia have viewed their role solely as housing providers and have not made direct
provision of or been responsible for support and care services for their tenants. While
this has now markedly changed in most states, housing authorities have been slower
to recognise the support and care needs of older public housing tenants than of some
other groups of public housing tenants (Jones, Bell, Tilse and Earl, 2007; McNelis,
Neske, Jones and Phillips, 2008).
However, as increasing numbers of people age in general public housing, as well as
those who enter dedicated older persons housing, the need to address the support
and care needs of public housing tenants is increasing. Two of the cases discussed
above – the Older Persons’ High Rise Support Program and Housing and Support for
the Aged – are relatively unusual cases of public sector community aged care and
community health providers and housing authorities jointly developing internal support
and care arrangements. As such they are classified as type 16 (the High Rise Support
Program) or 14 and 16 (the Housing and Support for the Aged program). The Matavai
Group Living Project involves the establishment of a group living and care program in
public housing using the resources of an external community care provider. As such it
can be classified as a type 17 form of service integrated housing. Dougherty
Apartments is an example of support and care being provided internally to public
housing tenants and other older people in an innovative arrangement involving ‘social
mix’ within a retirement village and co-location of the village with a low-care hostel.
This is a type 16 arrangement brought about through a partnership of two levels of
government and a voluntary sector aged care provider.
As the number of older people with support and care needs in public housing
increases with the ageing of the population, alongside a relative decline in access to
low care residential aged care homes, an increase in all types of service integrated
housing in public housing can be expected. In some cases, responses may simply
take the form of public housing authorities employing workers to liaise with community
care providers to ensure that public housing tenants receive the care they require. In
terms of the classification chart, such initiatives sit on the boundary between internal
and external service arrangements. Where a worker is employed by the housing
authority to link clients to services and provide other support but is not directly
involved in provision of on-going services, the role is similar to that of a retirement
village manager under external service arrangements. Even though the support
workers’ roles may be more intense and cover a wider scope of support, these service
arrangements are external and illustrate types 13 or 15, depending on the form of the
public housing dwelling and setting. Type 18 arrangements could occur in public
sector boarding houses that developed internal support programs similar to the High
Rise Support Program.

5.5

Conclusion

A classification chart distinguishing the various types of service integrated housing in
Australia was presented in chapter 4 based on three criteria: sector, dwelling form and
service arrangements. This classification resulted in a typology of 18 types of service
integrated housing as shown in Figure 4. The case examples provided in this chapter
cover 11 of the 18 categories shown in Figure 4 and illustrate the diversity of service
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integrated housing in Australia. Examples falling into the remaining categories have
also been identified.
The classification and case examples suggest patterns of likely associations amongst
variables that would be found were a large-scale study of service integrated housing
in Australia to be undertaken, and the overall patterns that are likely to emerge under
current policy settings. Most private sector provision at the present time is likely to fall
into types 1 and 3, i.e. retirement villages that provide a supportive living environment
but which rely on local community care organisations to provide care services for
residents. This pattern may change as more private retirement villages develop
assisted living services, thus increasing their capacity to provide care services to
residents in independent living unit. It may also change if, as encouraged under the
Retirement Villages – Ageing in Place initiative, private retirement villages become
more active in either gaining the status of Approved Providers of CACP and EACH
packages and/or entering into partnering or sub-contracting arrangements with
existing providers. These trends would result over time in a growth of types 2 and 4
and a realignment of the role of retirement villages to include the provision of support
and care services in a range of dwelling forms. Such development is likely to be taken
up by both not-for-profit and private retirement village operators who also provide
residential aged care services, and especially where services are co-located.
The pattern of provision by the community sector is likely to be somewhat different to
the private sector for the reason that community sector providers of retirement villages
are much more likely to also be approved and experienced providers of community
care as well as residential aged care homes. It seems reasonable to expect that these
capacities will generate the emergence of a higher proportion of internal service
arrangements (especially types 8 and 10) than in the private sector. Internal service
arrangements may also be facilitated by co-location with residential aged care homes
(although this was not the case with the example of Wishart Village). Internal service
arrangements may also be more likely to emerge in apartment buildings than in
detached villa housing, perhaps because of the opportunities for efficient service
provision (this point applies equally to the private sector). Furthermore, community
sector projects targeted on older people with complex needs are perhaps more likely
to rely on internal service arrangements due to the need to provide tightly designed
and delivered programs (e.g. Wintringham, Irving Benson Court).
In general, public housing would be expected to rely heavily on external service
arrangements given the primacy of its role as a housing provider, rather than a
support and care provider. Projects such as the Older Persons’ High Rise Support
Program where the housing authority has employed workers to take on responsibility
for arranging support and care services but not on an on-going basis are on the
margin of external and internal arrangements, and programs such as Dougherty
Apartments are classified as internal service arrangements as they involve a formal
partnership between a public housing authority and a community care provider formed
with the assistance of an enterprising local government. It seems likely that public
housing will address the needs of its older tenants for support and care by advocating
for them with care providers to gain access to community services care rather than by
providing care as an integral part of the housing service, but this role may extend
beyond the current focus on those with complex needs to facilitating access to
services for the wider population of frail older tenants in public housing.
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6

OVERVIEW AND IMPLICATIONS

6.1

Introduction

This final chapter explores the policy and research implications of the study. The
report is the first attempt in the Australian context to examine the service integrated
housing sector as a whole, rather than focusing on specific types of housing such as
retirement villages (Stimson, 2002) or independent living units (McNelis, 2004). In this
sense, the report is exploratory and can be viewed as laying the foundations for an
extensive program of research. Based on these foundations, this chapter firstly
provides an overview of the ‘state of play’ of service integrated housing in Australia at
the present time. This overview draws attention to the diversity of types of service
integrated housing in Australia; the international context; the roles of the private,
community and public sectors; the key drivers of change; and, importantly, the
opportunities presented by the current national policy context. The chapter then
moves to consideration of options for governments wanting to shape policy for the
future of service integrated housing in a more purposeful manner than has been the
case in the past. One clear conclusion of the chapter is that further evidence is
needed as a foundation for sound policy, and a number of directions for further
research are proposed.

6.2

The state of play

6.2.1 Diversification of service integrated housing in Australia
Over the past 50 years, and particularly over the past 30 years as community
awareness of the ageing of the Australian population has grown, new service systems
designed to meet the needs of the growing number of older Australians have been
developed. Prominent amongst these is the aged care system, including community
care and residential care, which has undergone major reform and development as
well as considerable expansion since the mid-1980s.
Closely related to aged care is the set of housing, support and care services referred
to in this paper as service integrated housing. The term service integrated housing is
defined in Chapter 1 as:
All forms of housing for people in later life where the housing provider
deliberately makes available or arranges for one or more types of support and
care, in conjunction with the housing provision.
Service integrated housing has not to this point received the same level of public and
policy recognition as aged care in Australia, notwithstanding sustained growth on the
ground. However, there is a strong case for viewing service integrated housing as a
key component of the repertoire of services that ageing societies need to develop for
their ageing populations. There are recent indications of increasing policy attention to
service integrated housing in Australia, and this report is itself evidence of increasing
research attention to this topic.
In the Australian context the main form of service integrated housing is the retirement
village. The scale of provision now compares with that of the residential aged care
program, and retirement villages have diversified to the point that ‘retirement village’
should be considered an umbrella term that encompasses a range of different kinds of
service integrated housing. Some retirement villages focus on recreational activities,
usually for the healthy, younger-old, and these are often referred to as lifestyle
villages. However, more are concerned with providing a supportive environment for
older people as well as lifestyle services, and an increasing number are catering for
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older people requiring a level of care as well as support. In the past the main strategy
for providing care as well as support in a retirement village environment was to colocate retirement villages with hostels and nursing homes. The so-called three-tier
complexes that developed early on, assisted by capital funding under the APHA,
continue to operate. However, the cessation of capital funding has been a factor
driving the development of other forms of retirement villages offering support and
care, such as serviced apartments and assisted living facilities. Retirement village
operators are also more actively involved in assisting ‘self-care’ retirement village
residents to access community care services such as HACC and CACP and EACH
packages, as well as making provision for some services directly on a user pays
basis. Alongside these mainstream developments in retirement villages, new forms of
the retirement village concept are emerging. Perhaps the most significant of these
from a public policy perspective are so-called affordable rental villages designed for
low-income, low-asset aged pensioners. But there are also other new forms including
other types of rental villages, villages based on freehold tenure, and villages aimed at
the luxury market sourcing care services from private sector providers.
There are also important developments in service integrated housing outside of the
retirement village sector, as conventionally defined. Many independent living units
built from the 1950s to the 1980s continue to house older people, and many of them
provide support and care to varying degrees. Services to older people are also
provided in some boarding houses and manufactured homes estates, and supported
residential services provide support and care to frail older people as well as people
with disabilities. Service integrated housing is provided to many older people with
complex needs, particularly older people at risk of homelessness. There are also wellestablished, albeit small scale, services such as Abbeyfield Housing, and emerging
experimental models such as apartments for life.

6.2.2 The international context
If we are to understand the future of service integrated housing in Australia, and the
roles that public policy might play in shaping this future, it is instructive to look at the
ways that service integrated housing has developed in comparable overseas
countries such as the US, the UK and European countries. All of these counties have
developed many forms of service integrated housing. However, the wide range of
terms used to describe service integrated housing in different national contexts has
made international comparison difficult. The international translation chart that
appears in this report as Table 2 (and in an expanded form at the end of the report)
addresses this issue. It defines and compares over 90 terms referring to types of
service integrated housing, and identifies the international equivalents to Australian
terms and forms.
There is much to be learnt from international experience as there is now a significant
body of research literature on many forms of service integrated housing. This
literature is reviewed in the positioning paper for this project and is summarised in
Chapter 3 of this report. One central message is that in both the US and UK, and most
European countries, service integrated housing has emerged as a key service sector
for older people, alongside community care and residential aged care. For example,
almost one million people live in assisted living facilities in the US and there is a large
research literature on this form of service integrated housing. Similarly, in the UK
sheltered housing provides approximately 400,000 units of accommodation and has
been at the centre of public policy debate about housing, support and care for older
people.
This international experience strongly reinforces the case that service integrated
housing should be viewed as a critically important part of the provision of housing,
119

support and care for older people in Australia. A central theme of this report is that
when thinking about the provision of support and care to older people, it is important
to recognise the role of service integrated housing as a form of home care,
intermediate between and linked to community care delivered to individuals in their
housing in the wider community on one hand and care in residential aged care homes
on the other. This view of service integrated housing was depicted schematically in
Figure 2.
The international experience also shows that while there are many individual types of
service integrated housing, each with their own distinctive features, it is possible to
recognise sub-types or clusters of service integrated housing that are present in each
individual country. There are three broad sub-types. Firstly, there is service integrated
housing offering lifestyle and recreation. The strongest tradition of this sub-type is in
the US where such housing forms are referred to as ‘active adult retirement
communities, ‘leisure oriented retirement communities’, ‘retirement housing for special
affinity groups’ and ‘retirement resorts’. In Australia the most commonly used term is
‘lifestyle village’.
Secondly, there is service integrated housing offering support. Support includes such
features and services as barrier-free environments, on-site management, general
property maintenance, social and recreational activities, group transport, limited
supervision including personal alert/emergency call systems and social support. In the
Unites States these housing forms are known by terms including independent living
facilities and board and care homes. In the UK such housing is called sheltered
housing, a term also used in the Netherlands, Canada, Germany and Israel. Similar
housing is called a sheltered home in Singapore and a silver housing project in Japan.
Some forms of co-housing for older people in Europe could also be classified here.
Abbeyfield Housing as it originally developed in the UK, and as it has been adapted in
Australia, is a form of service integrated housing offering support. The ‘self-care’ and
‘independent living’ units in Australian retirement villages are the main Australian
examples of service integrated housing offering support. Other examples are those
independent living units that offer some support, affordable rental villages, and some
boarding houses and manufactured home estates that offer support services.
Thirdly, there is service integrated housing offering support and care. In addition to
‘support services’, care services may include property maintenance in response to
individual needs particularly by way of installation of aids and equipment, assistance
with domestic work (cooking, cleaning, laundry, shopping and household
management), individualised transport service, assistance with personal care
(bathing, toileting, dressing, grooming, eating, medication), nursing care, allied health
services and case management and counselling. In the US this category includes
congregate seniors housing also known as service-enriched housing, service
coordinators in older persons’ housing and assisted living facilities. In the UK it
includes very sheltered housing and extra care housing, and in some European
countries it is termed service housing and heavy service housing. In the US, housing
that offers support and care on a continuing basis including nursing care is often
referred to as a continuing care retirement community or a life care community. The
equivalent in the UK is sometimes called a retirement community. The model of
apartments for life developed in the Netherlands also falls within this category.
The international experience also shows that the roles played by the public, private
and community sectors in service integrated housing provision vary widely from
country to country. The contrast between the US and the UK illustrates this point. The
US is illustrative of a context where the public policy framework is relatively weak, and
the private sector has played the main role over the past 30 years in developing new
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forms of service integrated housing, especially assisting living facilities which have
become widespread. The community sector has been active in seeking to extend
service integrated housing to lower income-groups by bringing together housing and
home-care funded through a vast diversity of programs. The UK exemplifies an
approach in which the state (and more recently the community sector) has taken the
lead in the development of service integrated housing. Sheltered housing and extracare housing has mainly been provided by local authorities and housing associations
operating within a national policy framework for service integrated housing that is far
more explicit than that in the US or, for that matter, Australia. In the UK the private
sector has played only a minor role, but with some recent expansion evident.

6.2.3 The roles of the public, community and private sectors
A useful way of reviewing the current state-of-play in service integrated housing in
Australia is by summarising the respective roles of the public, community and private
sectors in service provision. Sector is the first criterion in the classification of types of
service integrated housing presented in Figure 4. The future of service integrated
housing in Australia will depend on the roles that each of these sectors is able and
willing to play or can be persuaded to play.
The first point to note is the relatively minor role that the public sector has historically
played in funding, providing and regulating service integrated housing. The Australian
Government was initially involved in stimulating the involvement of the community
sector in retirement villages through its capital grants for independent living units,
hostels and nursing homes from the 1950s to the 1980s. But since the 1980s the
attention of the Australian Government in this broad area has mainly been focused on
aged care in the form of home and community care and residential aged care homes,
and capital funding has been largely withdrawn. The extensive development of
retirement villages since the 1980s has occurred largely without direct public sector
funding or provision. The Australian Government has been involved through the
CSHA in providing housing for older people in public housing, but this has not
involved direct funding or support for service integrated housing in public and
community housing, other than in a few isolated examples. The main form of support
from the Australian Government for service integrated housing has been for older
people with complex needs through programs such as ACHA, and there have been
some similar programs at the state level. The Retirement Villages – Ageing in Place
initiative signals a renewed interest by the Australian Government in mainstream
service integrated housing and provides a platform for more extensive involvement in
the future.
State and territory governments also have had only a low level of involvement in
service integrated housing. State and Territory Governments regulate retirement
villages, but this mainly focuses on consumer protection, especially the financial
arrangements under which residents enter retirement villages and other contractual
areas. In some states planning policies and regulations address issues of the location
and standards of housing for older people, including service integrated housing, but
these regulations are far from standard across the country. Some state housing
authorities have developed support programs for older public housing residents with
complex needs, as illustrated by the cases in Chapter 5, but this are small scale.
Some community housing facilities supported by state housing authorities also
provide support, for example Broadview House in South Australia (case study 5.3.5),
but once again this is usually on a small scale. Local government is also involved to a
limited extent in housing provision for older people. But there are few examples of
innovation such as Dougherty House developed by Willoughby Council in NSW in
partnership with the state housing authority and Uniting Care (see case study 5.4.1).
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It has been the community and private sectors that have played the main roles in the
development of service integrated housing in Australia since the 1980s. The residentfunded financing model involving residents purchasing the right to occupy retirement
village units with the proceeds of the sale of the family house, and paying
management fees and a deferred management fee, has enabled both sectors to
develop retirement villages without public subsidy. In the community sector many of
the organisations developing retirement villages have been the same organisations
involved in provision of aged care services including both community care and
residential aged care homes. This has enabled many organisations to offer residents
of retirement villages the possibility of moving to co-located or closely located aged
care facilities as their care needs increase as in the case of Wishart Village (case
study 5.3.1). It has also opened up the possibility of providing community care
services to residents of their retirement villages, and has provided the experience and
expertise to develop serviced apartments and assisted living facilities within retirement
villages. Many of the community sector providers of retirement villages are large statewide or nation-wide providers of services to older people, with affiliations to church or
welfare organisations. The community sector is also the main provider of service
integrated housing to older people with complex needs, as in the examples of
Wintringham and Irving Benson Court (case studies 5.3.2 and 5.3.4), and the sponsor
of innovative developments in service integrated housing such as the Ocean Street
Project (case study 5.3.3).
The private sector’s involvement in service integrated housing has also been
predominantly through retirement villages, although the case studies in section 5.2
show private sector organisations are also involved in a diversity of provision such as
supported residential services (e.g. Highgrove House), as well as manufactured home
estates and boarding houses. The great diversity of retirement villages is shown by
the cases of Oxford Crest Retirement Village, Aveo The Braes Retirement Village, Tall
Trees Supported Living Community and Grande Pacific, although these are not a fully
representative sample of the kinds of retirement villages provided across the sector.
The sector includes large providers of retirement villages across the country (e.g.,
Aveo) and smaller operators of single villages (e.g., Tall Trees). Private sector
retirement villages are targeted to the luxury (e.g., Grande Pacific), mid-range (Tall
Trees Supported Living Community) and affordable (e.g. Oxford Crest) segments of
the market. A number of private sector retirement villages have developed support
and care services such as serviced apartments and assisted living facilities, and some
have shown interest in expanding their role in provision of support and care services
to their residents through participation in the retirement villages care pilots and the
Retirement Villages – Ageing in Place initiative. Many private sector providers of
retirement villages have experience as providers of residential aged care homes,
especially high care, although their involvement in provision of community care has
thus far been minor.
It is clear from this overview that it has been the community and private sectors that
have been the main drivers of the development of service integrated housing, and that
these sectors have been quite innovate in responding to changing demands and
circumstances. This suggests that policies designed to expand or shape the future of
service integrated housing should focus on ways of steering and facilitating the
activities of the community and private sectors, and a number of ways in which this
might be done are suggested later in this chapter.

6.2.4 Drivers of change
It is not possible to provide a definitive analysis of the drivers of change in service
integrated housing in Australia without further research. But on the basis of the
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analysis presented in this report six key drivers can be tentatively identified. Three of
these are demand-side drivers: population ageing; the limitations on access to
residential aged care homes and hence demand for housing with support and care;
and the demand from older people who do not have a housing asset or other financial
resources to enter the mainstream retirement village industry, but whose frailty or
disability is such that they require significant levels of support and care. The other
three are supply-side drivers: the established and dynamic nature of the overall
seniors housing industry; the ‘competitive advantage’ enjoyed by the community
sector as both retirement village and aged care providers; and Australian Government
policies towards the development of service integrated housing and related areas
including affordable housing and community care provision. The first five of these are
discussed in this section and the sixth is discussed separately in the following section.

Demand-side drivers
The first driver is the ageing of the Australian population which will increase demand
for all forms of services for older people including service integrated housing. The
number and proportion of Australians aged 65 and over living in retirement villages
has been steadily and consistently increasing over the past two decades. These
trends are set to continue especially from around 2020 when many baby boomers will
be entering their 70s. A high proportion of people entering later life over the next two
decades are home owners who will have the capacity to sell their home and purchase
a place in a retirement village. The scale on which retirement villages have grown
shows that they have been accepted by many consumers, and all the more so when it
is recognised that moving to a retirement village is largely a matter of consumer
choice compared to the necessity of entering an aged care home. It seems likely that
the diverse forms of service integrated housing offered by retirement villages will
continue to appeal to segments of the older population looking for or requiring a
supportive living environment and/or the lifestyle offered by retirement villages, and
with the means to make the choice.
The second driver is the likely demand for service integrated housing offering a
significant level of care, but less than the 24-hour care offered in residential aged care
homes. One source of support for this proposition is the high level of demand for this
form of housing in the US in the form of assisted living, and in the UK in the form of
extra-care housing. In the Australian context, as residential aged care homes have
become increasingly targeted on older people with high care needs, and as access to
aged care is rationed through Aged Care Assessment Teams (ACATs), it seems likely
that housing options that offer significant levels of care outside of RACHs will be in
high demand. This is evidenced by the increasing number of private and community
sector providers offering assisted living, in part as an alternative to low-care RACH.
However, we lack comprehensive data on demand and supply of serviced apartments
and assisted living in retirement villages and on the extent of use of HACC and
CACPs and EACH packages in retirement villages. It is important for such data to be
collected on a regular and systematic basis in order to understand the emerging role
of service integrated housing in the provision of housing, support and care in
Australia.
The third demand-side driver is the current and emerging need for service integrated
housing for older people who do not have a housing asset or other financial resources
to enter the mainstream retirement village industry, but whose frailty or disability is
such that they require some level of support and care. There are three main groups of
such older people who are likely to require service integrated housing.
The first group are those living in inappropriate, unsupported and often expensive
housing in the private rental market. While this group can access community care
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services, it is often the case that physical and social aspects of their housing
circumstances make effective provision of community care difficult and they would in
many cases benefit from more supportive living arrangements. The private sector
response to the needs of this group has been the development of affordable rental
villages, examples being Oxford Crest (see Chapter 5) and the national Village Life
chain. However, this model of retirement villages has experienced financial and
operational difficulties, provides quite limited support, and does not facilitate access to
community care services other than on an informal basis. The other types of private
sector initiatives for this group are pension-only supported residential services and
boarding houses. It appears that there are relatively few large-scale community sector
initiatives for this group. Although some of these renters are accommodated in
independent living units run by community sector organisations, the geographic
distribution of these units is uneven and not well matched to the current and future
distribution of the older population.
The second group are older public housing tenants whose needs for support and care
services are increasing. Public housing has historically not provided or arranged
support and care services for its residents, relying on community care providers. As
the number and proportion of older public housing tenants with support and care
needs increase, there are likely to be pressures on state and territory housing
authorities to take greater responsibility for either providing or arranging support and
care to older tenants. This may result in internal arrangements such as the Matavai
Group Living Project (see Chapter 5), the appointment of service coordinators in
public housing to coordinate external support and care for tenants, or other
arrangements.
The third group are older people with complex needs who in many cases are
insecurely housed, at risk of homelessness, or homeless. Organisations such as
Wintringham (see Chapter 5) provide service integrated housing to this group of older
people, who are in most cases unsuited to conventional retirement village living.
Programs such as ACHA and state-level equivalents such as Victoria’s Housing and
Support for the Aged program (see Chapter 5) are designed to assist this population
to find suitable housing, sustain tenancies and access support and care services.
There will be a continuing demand for service integrated housing for this small
population. Many in this client group are relatively young, and stabilising housing and
ensuring access to basic services as they enter old age can improve wellbeing and
moderate their needs for higher levels of on-going support and care as they age.

Supply-side drivers
On the supply side, the primary drivers of service integrated housing are to be found
in the characteristics of the overall retirement village industry. There has been no
major study of the retirement village industry since Stimson’s study published in 2002,
and in the absence of detailed recent research, predictions concerning the future of
the industry have to be based on piecemeal evidence and so are necessarily
somewhat speculative. As discussed in Chapter 2, in his 2002 study Stimson
predicted significant future expansion of the industry, and a continuation of the trend
of the past three decades which has seen retirement villages firmly established as the
fastest growing type of housing oriented to the needs of older people in Australia.
Stimson based his analysis on the ageing of the population, and the likelihood of
increased market penetration as providers responded to different market segments
and developed new village forms. He foresaw greater concentration of ownership and
management and maturation of the industry as a whole. His predictions of continuing
industry growth were affirmed by the number of retirement village residents
enumerated in the 2006 census.
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Uncertainties in the Australian residential property market generated by the global
financial crisis in 2008 and 2009 appear to have had a short term negative impact on
demand for retirement villages and some disruption to the industry as a whole.
However, as discussed in Chapter 2, the development of new villages is a long term
process. Large scale providers especially have land holdings and plans set many
years in advance and can adjust the pace of development in line with wider economic
conditions. While the industry faces many contemporary and emerging challenges
including the availability of suitably located and priced land for village development
and the changing aspirations of future cohorts of older people, there is no compelling
evidence to suggest that the short term issues facing the industry in the wake of the
global financial crisis invalidate Stimson’s longer-term predictions.
Within the retirement industry, the supply of service integrated housing is driven in
significant part by the differences in the roles of the community and private sectors in
aged care as well as retirement village provision. As discussed in section 6.2.3, many
large, community sector providers of retirement villages hold a competitive advantage
over private sector providers insofar as they are also providers of both community
care and RACHs. This facilitates the provision of HACC and CACP and EACH
packages to residents in community sector retirement villages and the provision of
assisted living services by staff located nearby in community care or RACH services.
It also facilitates service integrated housing in the form of three-tier complexes, and
day care services using the facilities of either retirement villages or RACHs. By
contrast, private sector providers of retirement villages are only minor providers of
community care services at this stage, although their role has grown and may
continue to grow in line with increases in CACP provision. The capacity of retirement
village providers to readily access community care services for their residents is a
major driver of service integrated housing. While the Retirement Village – Ageing in
Place initiative encourages all retirement village operators to apply for allocation of
CACP places and the related approved provider status, it seems likely that community
sector retirement village providers will be best placed to take advantage of this
opportunity.
The final set of drivers of provision of service integrated housing is Australian
Government policy. As the policies and priorities of the Australian Government are of
central importance to the future of service integrated housing they are considered in
some detail in the following section.

6.2.5 The national policy context
In Chapter 2 the roles played by Australian Government policies in the development of
service integrated housing from the 1950s to the mid-2000s were reviewed. A central
theme of that chapter was that the development of service integrated housing for older
people gradually ceased to be an explicit goal of public funding and policy as hostels
were increasingly viewed as part of the residential aged care system, a process that
was completed with the passage of the Aged Care Act 1997. The main form of service
integrated housing in Australia, the retirement village, developed from the 1970s
without an explicit policy framework and without direct public funding. While the
Australian Government has played an important role in provision of service integrated
housing for older people who are marginally housed or homeless since the late 1980s,
it was left to the community and private sectors to build the mainstream system of
service integrated housing. However, a critical contribution made by the Australian
Government to the development of service integrated housing since the 1980s has
been the development of community care, firstly in partnership with the State and
Territory Governments in the form of the HACC program and subsequently through
the provision of CACP and EACH packages. These developments gave community
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and private sector providers of retirement villages and other forms of service
integrated housing an expanding source for much of the service component for
service integrated housing. While some retirement village providers deliver these
programs directly to retirement village residents, a variety of other partnership
arrangements have also been established for delivering care services.
A number of recent developments in Australian Government housing and aged care
policy indicate renewed interest in housing for older people and point to the ways that
an explicit policy designed to expand and enhance service integrated housing could
be developed. This renewed interest has involved interdepartmental policy
development bringing together housing initiatives taken by the Department of Families
and Housing, Community Services and Indigenous Affairs (FAHCSIA) and care
programs delivered by the Department of Health and Ageing (DoHA), and these
departments have provided information on the initiatives that are now being
implemented.
The Retirement Village – Ageing in Place initiative, the only initiative specifically for
older people, has already been mentioned and its further expansion is noted below.
Four other initiatives that have been introduced since the election of the Labor
Government in 2007 which identify older people within wider target populations have
not yet been considered. The opportunities now presented by these programs are
outlined below. They are:
Æ The National Partnership Agreement on Homelessness.
Æ The National Partnership Agreement on Social Housing.
Æ The Social Housing Initiative.
Æ The National Rental Affordability Scheme.

The Retirement Village – Ageing in Place initiative 4
The Retirement Village – Ageing in Place initiative reinforces the role of retirement
villages as service integrated housing providers, and underscores the finding of the
evaluation of the Retirement Villages Community Care Pilot that providing home care
to people living in retirement villages can avoid or defer moves into residential aged
care homes. The pilot and the further initiative, already mentioned in several places in
this report, encourage retirement village operators to apply for new CACP and EACH
packages in the annual allocation of aged care places and, if they do not already have
it, to obtain Approved Provider status. Identifying retirement villages as priority areas
for the allocation of new aged care packages is significant at two levels. Firstly, it
increases the availability of aged care packages for retirement villages which
otherwise need to source packages from prior allocations or other general allocations.
Secondly, and importantly, it gives explicit recognition to retirement villages as
providers of service integrated housing.
For many years there have been no impediments to the provision of HACC services
and CACP and EACH packages to residents of retirement villages, and as this report
has shown many retirement villages have used this opportunity to provide care
services to their residents. In promoting the role of retirement village providers as
CACP providers, a third issue has been to address consumer concerns. Some
residents appear to be uncertain about their access to subsidised services vis-a-vis
services provided under their retirement village contract, including care services
available on a user pays basis. Extending village operators roles in delivering CACPs
4 Information on recent developments in this and the other national initiatives discussed in this section
was provided by FAHCSIA and DOHA.
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is a means of promoting equitable access to services for which residents qualify on
the basis of assessed need.

The National Partnership Agreement on Homelessness
In January 2009 the Australian Government introduced a new national housing policy
framework, the National Affordable Housing Agreement (NAHA), to replace the
Commonwealth State Housing Agreement (CSHA) and the Supported
Accommodation Assistance Program (SAAP). The NAHA is supported by four
National Partnership Agreements (NPAs), one of which is the NPA on Homelessness.
The NPA on Homelessness is a wide-ranging measure designed to prevent
homelessness and improve housing and service provision for people who are
homeless. Older homeless people fall within the ambit of the NPA and one optional
output measure that State Governments can include in their implementation plans is
‘measures that will provide support services and accommodation to assist older
people who are homeless or at risk of homelessness’. It seems likely that this will
result in some new service integrated housing projects for older homeless people. For
example, South Australia has proposed provision of 48 dwellings (with capital
provided under the economic stimulus package) across the state linked to HACC
services and state health services. As well as capital funding, funds will be provided
for support packages and brokerage. Additionally, the Australian Government has
committed to allocating aged care places and capital for at least one new specialist
facility for older people who are homeless in an area of need for each of the next four
years (Department of FAHCSIA, 2008). It is also supporting the development of
Common Ground, a supportive housing model for homeless people, in several states.
These and similar initiatives represent a continuation and extension of the Australian
Government’s involvement in provision of housing for older people with complex
needs (see section 2.5.1), an involvement that is also demonstrated through its
commitment to increase funding for ACHA as part of the homelessness initiatives
(Department of FAHCSIA, 2008).

The National Partnership Agreement on Social Housing
The NPA on social housing involves the Australian Government providing capital
funds to the States and Territories for building at least 1,600 new social housing
dwellings by 2009–2010. There is no particular emphasis on providing housing for
older people, but one criteria is that projects ‘should adhere to universal design
principles that facilitate better access for persons with disability and older persons’.
Data is being collected on the number of older tenants being accommodated in
dwellings being funded under the NPA on social housing.

The Social Housing Initiative
The Social Housing Initiative is part of the Nation Building – Economic Stimulus Plan
providing $6.4 billion to State and Territory Governments to substantially boost the
supply of social housing currently available for disadvantaged Australians over the
period 2009–2012. Of 19,300 new dwellings to be constructed, around 4,300 are
targeted specifically for older people or have been identified as being suitable for older
persons, and a number of approved projects involve the construction of independent
living units for older people. There is a strong emphasis on incorporation of universal
design elements in these new dwellings, as there is on new dwellings being built
under the NPA on social housing.

The National Rental Affordability Scheme
The National Rental Affordability Scheme (NRAS) is an Australian Government
initiative to stimulate the supply of new affordable rental dwellings by 50,000 by June

127

2012. Successful NRAS applicants will be eligible to receive a National Rental
Incentive for each approved dwelling where they are rented to eligible low and
moderate income households at 20 per cent below market rates. Priority is given
under NRAS to proposals that target special needs groups, one of which is older
people. So far some 15-20 projects have been approved which directly target older
tenants including some projects within retirement villages. Aged and Community
Services Australia (ACSA) were engaged in the early stage of the scheme as a
partnership facilitator to particularly assist aged care providers to participate in the
scheme.
Two NRAS projects providing rental accommodation to low income older people
warrant note as both are being developed by not-for-profit agencies, but unlike earlier
ILU development, they will not be require ingoing payments by residents. St Ann’s
project in Tasmania involves construction of 80 modern affordable dwellings in a
development targeted at people aged over 55 years. St Ann’s provides residential and
other services to aged people, and as well as facilitating access to health and
community support services, the project aims to be economically, environmentally and
socially sustainable and features energy and water saving measures, and open
spaces for recreation. The Elderly Citizen's Homes Inc. project in South Australia will
see NRAS funds applied to upgrading of 120 Independent Living Units located in inner
and middle metropolitan areas of Adelaide and are close to health services, shops
and convenience services such as pharmacies. ECH is a long established and large
not-for-profit provider of aged care and affordable housing to older people in South
Australia. The units are 35-45 years old and need significant renovation to meet
current standards for disability access. The dwellings will be fitted out with design
features that particularly assist older people, optimise accessibility and reduce
ongoing costs for tenants. The dwellings will be targeted to older people (over 60
years) on low incomes, particularly those on the Age Pension, with rents at below
74% of market rates.
Both these projects will offer service integrated housing as defined for this project,
and demonstrate the opportunities available for wider development of service
integrated housing through NRAS.

Summary
The policy initiatives described above indicate the renewed and strong emphasis in
current Australian Government policy on expanding the availability of social and
affordable housing and reducing homelessness. Many of these initiatives have direct
implications for the housing of older Australians. The emphasis on older people in the
NPA on homelessness is an extension of the Australian Government’s longstanding
involvement in provision of service integrated housing for older people with complex
needs. Expansion of social and affordable housing provision through the NPA on
social housing, the social housing initiative and NRAS will add to the stock of housing
available to lower income, older renters. The emphasis on barrier-free design in all of
these programs is an important step towards more supportive housing for older
people.
Nevertheless, apart from the Retirement Village – Ageing in Place initiative and the
focus on older people in the NPA on homelessness, these policy initiatives do not
directly address the issue of the supply of service integrated housing for older people,
the central focus of this report. The wider question therefore remains: in a policy
climate conductive to policy innovation and expansion in housing for older people,
how can the provision of service integrated housing for older people be advanced?
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6.3

Policy options

In this final section six policy options for service integrated housing are briefly
canvassed. These are:
Æ do nothing
Æ facilitate existing trends
Æ address the needs of low-income older people
Æ address the geographic distribution of services
Æ develop principles and guidelines
Æ expand the evidence base.

6.3.1 Do nothing
Service integrated housing has developed over the past 30 years with little or no
policy direction and no direct funding or provision by government other than for people
with complex needs. It might be argued that this represents a significant policy
success, or at the least an example of successful policy by default. Policy settings that
have seen the retirement village sector expand to some 130,000 units over thirty
years without direct public investment can hardly be counted as a failure. The growth
and diversification of retirement villages indicates that older Australians are prepared
to convert their housing assets into retirement village accommodation and services.
Furthermore, this approach has allowed great flexibility for providers, an attribute that
is often much sought after by organisations wanting to ‘do their own thing’ rather than
being subject to what they may view as the restrictions of government programs and
regulation. This approach appears to have provided greater flexibility than seems to
be apparent in many overseas models, and providers have been opportunistic and
innovative in developing many models that work. Why consider new forms of policy
intervention?
There are five answers to this rhetorical question. Firstly, it can be argued that there
are ways that policy interventions could facilitate current trends and enhance the role
that is being played by the retirement village sector and other forms of service
integrated housing. A clearer policy framework could reduce some of the uncertainties
that providers now face and encourage development and further innovation. Leaving
each provider to make their own decisions runs risks not only for investors but also for
residents in existing housing and in future developments as poor decisions could lead
to under-occupancy and in turn reduce the viability of delivering care services. While
larger providers may be more able to ride out adverse conditions in the short term,
increasing scale means that the consequences of poor decisions are magnified.
Secondly, it can be argued that the needs of low-income, low-asset older people are
not met in existing arrangements and that governments need to selectively intervene
on behalf of this group of older people. Thirdly, the case can be made that
governments have a particular interest in the geographic distribution of retirement
villages and this should be a focus of public action. Fourthly, there is an argument for
governments to play a role in setting principles and developing guidelines to improve
practices in the retirement village sector. Finally, there is a case for saying that the
evidence base required to underpin public policy is so inadequate that it is not
possible to assess the outcomes of 30 years of policy by default. From this
perspective, the next step should be to expand the evidence base.
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6.3.2 Facilitate existing trends
It was shown in Chapters 2, 4 and 5 that over the last decade retirement villages have
been diversifying, particularly in the ways that they provide care services to residents.
This diversification includes the development of serviced apartments and assisted
living arrangements and the provision of community care to ‘self-care’ residents
through various internal and external arrangements for delivery of care services. One
policy option would be to find ways to facilitate these trends, but to rely principally on
the entrepreneurship of private and community sector operators to expand the volume
and range of these options. In this way, retirement villages would hopefully continue to
diversify both in terms of target market (from low/middle income retirees through to
the wealthy) and support and care arrangements.
The kinds of arrangements that have been canvassed in this report point to ways in
which the Australian Government could move from the ‘hands off’ approach that has
prevailed to date to a more ‘hands on’ approach that would facilitate, but not dictate,
closer integration of service delivery with a variety of housing forms. As a matter of
policy, HACC and CACP and EACH packages are currently available to eligible older
people in all forms of accommodation (other than RACHs), including retirement
villages. The way has been and should remain open for retirement village providers to
be proactive and innovative in the ways that they make available or arrange the
provision of care services within their facility. Retirement village providers have a wide
range of options available to them. They can become providers of community care
services in their own right or enter into partnership arrangements with community care
providers. They can develop serviced apartments and assisted living facilities either
using their own staff or drawing on community care providers. They can use private
providers to offer care services as either a supplement or an alternative to publiclysubsidised community care providers. They can co-locate with RACHs in order to
provide continuity of care and to take advantages of economies of scale in care
service provision. They can develop ‘seamless’ links for clients between community
care and residential care by providing respite care in RACHs and in HACC funded day
centres. By enabling community care services to be delivered in all forms of housing,
the Australian Government has laid the foundation for a highly flexible and diverse
approach to the provision of service integrated housing. This foundation can now be
built on intentionally.
This facilitative approach has been strengthened by the Retirement Villages – Ageing
in Place initiative which provides further opportunities for retirement village operators
to become involved in community care provision, albeit at this point on a small scale.
They can do this by applying for approved provider status (if they are not already
approved providers), by entering into a brokerage arrangement with an existing
provider or by co-locating aged care services within the retirement village precinct. To
obtain community care funding operators need to demonstrate how their village
environment contributes to the continuity and quality of care for residents, and how
they are increasing diversity of choice of care arrangements for residents. As well as
providing enhanced opportunities for service integrated housing arrangements, this
initiative legitimises the care provision role of retirement villages.
There are a number of ways in which the role of retirement villages as service
integrated housing providers could now be further facilitated. The Australian
Government could make explicit the range of options available to retirement village
operators and encourage, rather than simply allowing, a range of forms of community
care provision in retirement villages. It could also significantly expand the number of
community care packages available through the Retirement Villages – Ageing in
Place initiative. It could also monitor the level of provision of care services in
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retirement villages and identify and address barriers to care provision. One issue that
may need addressing is the advantageous position of large, community sector
providers, who have greater scope for ‘internal’ integration of their housing and care
services than most private sector providers. The extent to which private sector
providers of retirement villages will take up opportunities to become providers of
community care services is not clear. While some providers may want to offer a range
of services on a user pays basis, from a consumer perspective, there is a need to
ensure that all residents have the opportunity to access publicly subsidised services
for which they quality on the basis of assessed need, and for which they pay standard
means tested fees.

6.3.3 Address the needs of low-income, low-asset older people
The main limit of the mainstream retirement village model in Australia is that it is
restricted to those who can pay the entry charge through sale of their family home or
some equivalent funding source. Low income, older renters are thus excluded in most
cases from retirement villages. The only exceptions are that some community sector
retirement villages retain a number of units on a rental basis and, as shown in the
Dougherty Apartments example (Chapter 5), there are a few instances of public
housing tenants being placed in retirement villages.
It is interesting that the main response to this limitation has come from the private
sector with the development of affordable rental villages by companies such as Village
Life and Oxford Crest (see the case example in Chapter 5). However, as previously
noted, some of these companies have had difficulty with their financial models and
have been able to provide only limited support services while charging a high
proportion of the aged pension in rent and for services, with services provided by the
operator without regard to residents’ choice. Protection of consumers’ access to
publicly funded services becomes an issue in these situations.
It seems likely that as the number of low–income older renters increases, the demand
for forms of supportive housing with care options will also increase. If governments
wish to increase access to service integrated housing for lower income, low wealth
older renters, a number of options might be considered. One approach would be to
further encourage the development of supportive housing developments for older,
low-income people as part of the social housing initiative, the NPA on social housing,
NRAS and/or similar future initiatives. Such housing developments might involve colocation of older people in new ‘rental retirement villages’ or by including a proportion
of rental units in existing or proposed conventional retirement village developments.
They would include support in the form of barrier-free design and on-site
management, probably with a shared facility such as a community centre or a
meeting/administration area. Ready access to community care provision either
through a community-based provider or via a housing provider who was also an
approved aged care provider and/or a HACC provider would be included in the design
of the housing development, and one responsibility of the manager of the housing
service would be to facilitate provision of community care. Provision for ongoing
community care in such ways would be a condition of approval. The housing provider
for such facilities could be a public housing authority, a community housing provider, a
not-for-profit retirement village or aged care provider, or a private sector organisation.
Service integrated housing developments for lower income, low wealth older renters
such as those proposed above might restore, resurrect or recommission housing
facilities developed as part of earlier public policies. While the Social Housing Initiative
and NRAS are at an early stage, and some projects for older people have been
funded, as noted above, both programs appear to present four particular opportunities
for community sector providers to redevelop outdated accommodation that is in need
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of renewal. These opportunities could be pursued through a sub-program of NRAS to
provide affordable service integrated housing. Firstly, redevelopment of a number of
clusters of outdated ILUs has been under discussion for some years, but action has
been slow to eventuate. A dedicated sub-program could be the trigger for action to
refurbish the ILUs or rebuild on the sites. Secondly, there has been a considerable
reduction in the number of RACHs over the last decade and little is known about the
exit pathways of these facilities. As restructuring of RACHs is continuing in line with
rising standards required for buildings and care environments, more purposeful exit
strategies could see some of these facilities and sites used as forms of service
integrated housing at least on an interim basis, or redeveloped for this purpose.
Thirdly, and more generally, some small, stand-alone low-care RACHs are reported to
be experiencing difficulties in delivering higher levels of care, especially nursing care,
to provide effectively for ageing-in-place. Rather than being lost to aged care
altogether, providers of these facilities could be enabled to opt out of the residential
aged care program to become part of a service integrated housing program, with care
services delivered through community care packages. This option could be of
particular interest to providers who also operate community care services but not high
care RACHs. Fourthly, some public housing complexes comprising solely or mainly of
older people might also become part of a service integrated housing program by
instigating deliberate arrangements for community care provision. This last proposal
would also respond to the growing need for public housing authorities to develop
support and care services for their own older tenants. A ‘service integrated housing’
program involving both new-build and redeveloped complexes would respond to the
housing and care needs of a growing older population in a targeted and effective way
as supplements to the generic programs aimed at increasing the supply of social and
affordable housing.
It hardly needs to be said that strict income and asset testing needs to apply, and that
any conditions on matching funding from providers preclude capital payments by
residents so that the APHA, and its subsequent subversion, is not reinvented.

6.3.4 Address the geographic distribution of services
As well as general facilitation of service integrated housing and development of
service integrated housing for lower income older people, there is a need to address
the geographic spread of service integrated housing so that older people can adjust
their housing while remaining in their familiar local neighbourhood and maintaining
their local social networks. Aged care places including places in RACHs are
distributed in accord with the distribution of the aged population through the
Commonwealth needs-based planning process, but there is no equivalent mechanism
to address the geographic distribution of retirement villages. While not proposing a
similar needs-based planning process, a case can be made for public policy
measures to shape the distribution of service integrated housing.
One measure would be the provision of information on the distribution of the current
and projected aged population in relation to the distribution of various forms of older
persons’ housing. Such a database would serve an important function in supporting
planning by providers in the private and community sectors. For example, knowing
where older persons housing is to be developed under NRAS and other social
housing initiatives will be particularly relevant to providers seeking to develop service
integrated housing for those on lower incomes. More generally, a common and
geographically comprehensive information base would be more reliable than each
provider relying on their own market analysis for selected areas. There is scope for
government to work with provider bodies such as ACSA and the RVAA on this area.
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A second measure would be to promote more provision of service integrated housing
in under-supplied localities. Joint ventures between public housing authorities and
private or not-for-profit agencies are among the options available, particularly as part
of urban redevelopment projects in inner-city areas and public housing
redevelopments.

6.3.5 Develop principles and guidelines
As shown in Chapter 3 and in the earlier positioning paper on this project, there is a
large body of international research literature on service integrated housing that
identifies key issues associated with service quality and consumer satisfaction. It is
important that principles and guidelines for good practice drawn from this literature,
and from the experience of respected providers, be available to developers and
managers of service integrated housing. It is not necessarily desirable to develop a
regulatory approach similar to that which is in operation in RACHs. However, the
encouragement of good practice via practice standard and guides, codes of practice,
rating scales and the like could well be an appropriate role of government in
association with industry bodies. Standardisation of terminology to assist consumers
to understand their options and what to expect from particular types of services could
be one aim of such an approach.
One critical area where governments are encouraging good practice is barrier-free
design. While much of the older persons’ housing built some years ago has little or
only basic features of this kind, newer developments are incorporating more and more
such features in both dwelling design and external environments. These features,
both low and high tech, are becoming increasingly important in all forms of housing for
older people, and while they may be not required by occupants when they move in,
they can go a long way to enabling independence and ageing-in-place. They can be
regarded as a form of ‘passive support’ that are not just integrated with housing but
are integral to it.
The Australian Network for Universal Housing Design (ANUHD), a national network of
housing industry bodies, housing professionals, government professionals, designers
and builders, researchers and home occupants, is the principal organisation
promoting accessible and adaptable housing in Australia. ANHUD participants share
the philosophy that the homes built for today’s Australia should be fit for all of
tomorrow’s Australians, at all ages, and of all abilities. The Australian Government
provided funding for redevelopment of the ANUHD website, www.anuhd.org, in 2009.
There are as yet no required standards for barrier-free/accessible housing in the older
persons’ housing sector, and it seems unlikely that the accessibility standards
prescribed for public buildings under the Disability Discrimination Act will be extended
to housing for older people or people with disabilities. One approach would be for
government to promote a voluntary ‘accessibility rating scale’ that could be used to
rate older persons’ housing in much the same way that energy ratings apply to
electrical appliances. The Sustainable Housing Code, developed by the South East
Queensland Regional Organisation of Councils provides an example suited to
Australian retirement housing. Further development may be stimulated by the
emphasis on universal design in housing being built under the social housing initiative
and the NPA on social housing and this provides an important example to the industry
as a whole.

6.3.6 Expand the evidence base
The development of policy options for service integrated housing in Australia is
handicapped by the limited research evidence base. There is a marked contrast
between the extensive data available on the publicly funded aged care program and
133

the extremely limited data available on service integrated housing in Australia. A first
step is to obtain data on the current level and type of provision in Australia. There has
been no survey of retirement villages since 2000–2001. There is a need for a survey
to determine the state of supply, using the classification system developed in Chapter
4 of this report and including information on the new and emerging types of services
such as serviced apartments, assisted living and affordable rental villages. The
classification developed in this report could provide a framework for such a survey
and in turn be revised and refined in the light of findings.
It is also important to make estimates of demand for service integrated housing in
Australia. Without this information, it is not possible to assess with any certainty
whether there is a sufficient volume of all or some of the options available. Demand
could be estimated from demographic data, waiting lists and/or vacancies for various
forms of service integrated housing, and market surveys undertaken by providers.
An important part of any study of supply and demand is the geographic distribution of
services. A mapping exercise plotting the distribution of older persons housing against
the distribution of the older population would address the issue of the accessibility of
service integrated housing for older people wishing to remain in their own locality, and
provide guidance for the location of new facilities. While the population aged 70 and
over is used in planning residential aged care, a younger age group is appropriate for
considering the distribution of retirement housing. Age 55 or 60 and over not only
accords with the age specifications in retirement village legislation in different states
but also provides a good indicator of future concentrations of older populations as
people age in place, and can also identify areas that are attractive for retirement
migration which tends to occur around retirement age.
Another fundamental gap in the research literature is data on the characteristics of the
population in retirement villages and other forms of service integrated housing. This
would provide a better understanding of the characteristics of those living in service
integrated housing and how this differs from the overall older population by way of
being older, more likely to be women, less likely to be ever or currently married, to be
living alone, and so forth. Data on the differences in the characteristics of residents in
different types of facilities will provide a better understanding of the relationship
between different types of services and particular segments of the older population.
Such data can make a valuable contribution by indicating the extent of matches
between different segments of demand and supply of different types of service
integrated housing, and especially point to demand that is going unmet.
Studies that further examine the constellation of factors underpinning the decision to
move into service integrated housing are also required. There have been a number of
mostly small scale studies examining the ‘push’ and ‘pull’ factors associated with
moves to retirement villages, but these factors need to be linked to the financial
decision-making processes involved. It seems likely that there are many middle to low
income home owners – the classic asset rich-income poor – who are using the move
to a retirement village to downsize, thereby releasing assets to boost an Age Pension
income. Increased understanding of how these financial factors interact with the
retirement incomes system, and how they combine with lifestyle and support factors to
result in moves to retirement villages would be helpful in determining the kinds and
levels of service integrated housing that offer viable responses to the diversity of
housing and income needs of many older Australians.
One barrier to housing adjustment has been the perception that increased assets
remaining after realising housing assets and purchasing alternative housing could
affect eligibility for the Age Pension, and this barrier needs to be investigated. Policy
measures to address this barrier also need to be considered. One possibility is that
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some of those approaching retirement have realised housing assets and used any
surplus to boost their superannuation, with attendant tax advantages. Extending such
an option to post retirement housing adjustments for those who have limited
superannuation could provide an incentive for homeowners whose housing is
increasingly out of tune with their needs.
Finally, there is a need for case studies or evaluations of a range of types of service
integrated housing. More information is required on consumers’ knowledge of and
perceptions about service integrated housing, and on issues that have been more
widely addressed in the international literature such as ‘institutional drift’, the quality of
management practices, the capacity of service integrated housing to respond to
continuing care needs as the care requirements of residents increase, and the cost
effectiveness of service integrated housing compared to community care and
residential care for residents with varying levels of dependency.
As well as generating a body of empirical data on service integrated housing, this
research should inform the reconceptualisation of service integrated housing as the
third component of the aged care system, intermediate between and interacting with
community care delivered to individuals living in the general community and
residential care.

6.4

Conclusion

The aim of this study has been to more clearly identify service integrated housing as a
central approach to the provision of housing, support and care for Australians in later
life, and to consider the implications of the emergence of this type of housing for
Australian public policy and policy research. Despite its important place as an
increasingly popular housing option for many older Australians, and as a location for
the provision of support and care of older people, service integrated housing has
attracted far less policy and research attention than other areas of ageing policy and
provision for many years. This policy context has now changes and this report
provides a basis for future policy and research by providing:
Æ A definition of service integrated housing that distinguishes it from community

care, residential aged care homes, and other forms of housing.
Æ An historical account of service integrated housing that clarifies the processes and

developments that have led to the current structure and pattern of provision.
Æ An examination of the various forms of service integrated housing that have

developed internationally, especially in the US, UK and Europe, and an
international translation chart that facilitates comparison.
Æ A classification scheme that identifies the various types of service integrated

housing based on sector of provision, dwelling structure/type and arrangements
for provision of care services.
Æ A series of case examples that illustrate the diversity of service integrated housing

provision in Australia and that show how the classification scheme can be used to
distinguish different housing types.
Æ A discussion of policy options and a proposed research agenda.

Retirement villages and other forms of service integrated housing have developed in
Australia over the past thirty years mainly through initiatives of the community and
private sectors. The key question that now arises in a policy context characterised by
renewed government interest concerns the ways in which a stronger leadership role
could best be pursued. The strategies to this end identified in this report include
facilitating the role of the community and private sectors in providing service
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integrated housing; addressing the need to expand the provision of service integrated
housing to low-income, low-asset older people; addressing the geographic distribution
of services; developing principles and guidelines for the operation of service
integrated housing; and expanding the research evidence base.
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INTERNATIONAL TRANSLATION CHART
Table 4: Definition of terms used to describe service integrated housing in Australia and internationally. Identification of similarities and
differences in the meanings of these terms

Australia

Other countries
Generic terms for housing for people in later life

Seniors’ housing
A generic term referring to all housing intended for occupancy by people in
later life. In the Australian context this most commonly refers to housing for
people aged 65 and over, but the term can also be used to refer to people
aged 55 and over.
See also: retirement housing; housing for the elderly; housing for the aged.
Retirement housing
See seniors’ housing.
Housing for the elderly
See seniors’ housing.
Housing for the aged
See seniors’ housing.
Aged care
Formal, long-term support and care of people in later life who are frail or
who have a disability either in their own home in the form of home and
community care or in a residential aged care home (RACH).
Service integrated housing
The term intentionally chosen in this study to refer to housing arrangements
for older people where the housing provider deliberately makes available
one or more types of support and care as part of the housing provision.
The term has not previously been widely used in the Australian or
international context.

These generic terms are also widely used with the same meaning in most, if
not all, other countries.

Long-term care
Term used in the US to refer to formal, long-term support and care of people
in later life who are frail or who have a disability either in their own home or in
a residential care facility.

The term ‘service integrated housing’ is intended to have international
relevance.

Terms for ‘home and community care’
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‘Home and community care’ is the generic term used in this translation chart to refer to provision of aged care services in the home of a person in later life.
Community care
See home and community care.

Home and community care
Formal provision of support and care services in the home of a person in
later life. In Australia, Formal home and community care services are
provided through the Home and Community Care program (HACC); the
Community Aged Care Packages (CACP) program; and the Extended Aged
Care in the Home (EACH) program. These services are delivered to eligible
clients regardless of the form of their accommodation, except for those
living in RACH. Formal home and community care services complement the
widespread provision of informal care by family members and others.
Home and community care is also the generic term used in this report to
refer to the provision of aged care services in the home of a person in later
life.
Also known as community care.

Community Aged Care Package (CACP)
Packages of home and community care services, usually with case
management, provided as part of the Australian aged care system to older
people assessed as eligible for entry to residential aged care homes.
Packages provide the equivalent of low-level residential aged care in the
older person’s home.

Community care
Term used in the UK, Canada and some EU countries to refer to the formal
provision of support and care services in the home of a person in later life. In
some countries (not UK), community care services are commonly divided
into home health care and social care.
Home care and Home care services
Term used in the US, Canada and some EU countries (and in Australia pre1980s) to refer to the formal provision of support and care services in the
home of a person in later life. In some countries, community care services
are divided into home health care and social care.
Another term used in the US and Canada is in-home care.
Home health care
In the US and EU countries refers to the provision of health care services,
principally nursing, in an older person’s home.
In-home care
See home care.
Social care
Term used in EU countries to refer to the provision of a range of non-health
services in an older person’s home.
A wide variety of service arrangements involving case management and care
packages are found in other countries and share many features with CACPs.

Community Options
Case managed (brokered) home and community care services, usually with
case management, provided through the HACC program delivered to older
people who would otherwise require, or be at risk of requiring, admission to
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a residential aged care home. They are called linkages projects in Victoria.
Extended Aged Care in the Home (EACH)
Packages of home and community care services with case management,
provided as part of the Australian aged care system to older people
assessed as eligible for entry to residential aged care homes. These
packages provide the equivalent of high-level residential aged care in the
older person’s home.
Linkages project
See community options.
There is no equivalent of collective home care in Australia.

Naturally occurring retirement communities are not specifically identified as
such in Australia, although there are many examples of localities with high
concentrations of older people, e.g. coastal areas of high amenity.
Australian provision of home and community care services through program
such as HACC, CACP and EACH are generally based on assessment of
need rather than place of residence (NORC) or local group membership
(collective home care).

Multigenerational housing support models have not been a feature of home

Collective home care
Arrangements in which an organisation provides a range of home care
services to a designated group of older persons living in their own homes in
close proximity to one another. It differs from general home care provision in
that residents are identified as members of the home care scheme and
receive services by virtue of this membership, e.g. the ‘supportive
communities’ scheme in Israel.
Other terms include: virtual assisted living community.
Naturally occurring retirement community (NORC)
Buildings, apartment complexes, neighbourhoods or towns with a high
concentration of older people as a consequence of ageing-in-place or other
factors. They are distinguished from planned retirement communities that are
specifically designed to accommodate older people. The term is mainly used
in the US. A number of government and non-government organisations have
developed supportive service programs to enable older people living in
NORCs to successfully age in place.
Virtual retirement community
Term used in the US and to refer to the coordinated provision of home and
community care services in a local community
See collective home care.
Multigenerational housing support models
A generic term referring to housing arrangements designed to facilitate
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Other countries
informal support of older people by younger family members or other
younger people.

Terms for ‘service integrated housing offering lifestyle and recreation’
Services typically include sporting and recreational facilities and activities, and social activities focused on a club house or community centre.
Lifestyle village
Term widely used in Australia to refer to retirement communities that offer
recreational and sporting facilities and social activities to the over-55s (in
some cases over-45s). Villages are designed on a campus model and
typically include a central activities and functions facility. Lifestyle villages
vary widely in their level of amenity.

Australia has no equivalents to the large-scale retirement resorts of the US.

Active adult retirement community (AARC)
Term used in the US to refer to retirement communities designed to attract
retirees, often from the ‘young-old’ (55+), who are active, fully independent,
and (often) affluent. AARCs may provide access to a range of lifestyle
activities including golf, tennis, swimming, club house, etc.
Also known as leisure oriented retirement community (LORC).
Leisure oriented retirement community (LORC)
See active adult retirement community (AARC).
Retirement community
Term used in the US to refer to large-scale, planned retirement
developments, often offering recreational activities and security.
Also known as retirement resort.
Retirement housing for special affinity groups
Term used in the US to refer to a retirement community for people in later life
who have common interests, e.g. former academics, former military officers,
older gay people, etc.
Retirement resort
See retirement community.
Retirement new town
See retirement town.
Retirement town
Term used in the US to refer to retirement communities on a township scale
designed to attract retirees by offering a wide range of recreational and
lifestyle activities.
Also known as retirement new towns.

140

Australia

Other countries
Terms for ‘service integrated housing offering support’

Support services may include some or all of the following: barrier-free environments, on-site management, general property maintenance, social and
recreational activities, group transport, limited supervision including personal alert/emergency call systems, social support.
There are two sub-sets:
• Shared housing. A living arrangement for older people where small numbers of unrelated persons live together in a dwelling unit with a mix of
shared and private facilities with the aim of providing a supportive environment.
• Independent living complex. A formal, independent living arrangement designed for older people in a communal environment providing support
services.
Shared housing
The Abbeyfield Housing model has been replicated on a small scale in a
number of localities in Australia.

Wesley Home Share in Melbourne is the only agency assisted program for
shared housing for older people known to operate in Australia. It is based
on the UK Home Share program.

Co-housing has so far attracted only limited attention in the Australian
context.
There is no formal, direct equivalent to board and care homes for older

Abbeyfield Housing
A form of group housing for older people first developed in the UK. The living
environment consists of approximately 10 separate, bed-sit rooms located in
a communal dwelling, with common dining, living, and laundry facilities. The
communal environment is designed to encourage a community atmosphere,
mutual aid, and companionship. Main meals preparation and cleaning of
shared areas is provided by a housekeeper, with residents maintaining their
own rooms and doing their own laundry.
Agency-assisted shared housing
A US and UK term referring to a supervised matching service that brings
together a provider of housing, typically an elderly homeowner requiring
assistance, security and companionship, and another, usually younger
person able to provide this support in return for inexpensive or free
accommodation. Home Share is a UK-based program of this kind.
Co-housing
A European cooperative housing model involving households of various ages
opting to live together as part of a supportive community, with a mix of
personal and public spaces. Co-housing typically involves groups of 10–50
individual dwellings with common facilities that provide opportunities for
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people in Australia.
Boarding house
Boarding houses in Australia provide low-cost accommodation mainly in
inner-city areas of larger cities. Residents are low-income people, including
significant number of older people, especially men. Boarding houses offer
long-term single or shared rooms, often furnished, and usually shared
bathroom, kitchen and laundry facilities. In many boarding houses meals
and serviced rooms are provided. Historically, most boarding houses have
been provided by the private sector, but the community and public sectors
are also involved in boarding house provision. Boarding houses are
regulated by State Governments. Residents receive Commonwealth Rent
Assistance but operators do not receive any subsidies for support services.
Residents are eligible for HACC and other community services.
Also known as rooming houses.

residents to share daily activities and mutual support without loss of privacy.
Board and care home
A US term for a group housing facility for older people or people with
disabilities that need assistance with personal care and daily living activities.
They are often located in converted single family houses and provide food,
shelter, assistance with tasks of daily living, and supervision.

Rooming houses
See boarding houses.

Independent living complex
Independent living unit (ILU)
A term used with a specific meaning in Australia to refer to dwellings
provided in a small-scale campus setting by not-for-profit organisations that
received capital funding under the Aged Persons Homes Act 1954.
Dwellings are usually provided for older people with modest income and
assets, often on the basis of a modest entry contribution or on a rental
basis. The term is also used to refer to the dwellings of those living
independently in retirement villages.
These dwellings are also referred to as self-care units.
Retirement village
This term is widely used in Australia to refer to a housing complex
comprising multiple, self-contained dwellings for people in later life together
with communal facilities and services. Most residents are deemed to be

Independent living facility (ILF)
A term used in the US to refer to a seniors-restricted complex for those able
to live independently. An ILF typically provides a limited range of services
including on-site management, property maintenance, limited supervision
and social activities. Some ILFs provide a wider range of services, although
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‘independent’, meaning that they do not require the level of care and
support associated with residential aged care homes. Dwellings are usually
referred as self care units or independent living units. Legal definition of a
‘retirement village’ in State and Territory legislation is usually based on
restriction to residents aged over 50 or 55, and may also include reference
to particular types of tenure arrangements.
See also rental retirement village, three-tier complexes, vertical village.

complexes providing additional services such as a common dining facility are
more commonly referred to as congregate seniors housing.

Vertical village
A retirement village located in a high-rise apartment building.
Rental retirement village
A retirement village characterised by rental tenure, sometimes referred to
as ‘rental by choice’.
Manufactured home estate
A housing estate comprising sites for manufactured or relocatable homes.
Typically residents own their home but lease the site and pay a charge for
use of amenities and facilities. Manufactured home estates are widely used
by retired people in Australia.
See also residential park.
Residential park
A park comprising caravans or cabins where the resident may own or rent
the dwelling and pay for use of facilities. Significant numbers of older people
live in residential parks.
See also manufactured home estate.
There is no direct equivalent to sheltered housing in Australia

Mobile home park
A term used in the US for parks in which space can be rented for mobile or
relocatable homes. Other terms include trailer parks, mobile home
communities and manufactured home communities. One subset of mobile
home parks, often known as retirement communities, restricts residents to
those aged 55 and over.

Sheltered housing
A term used in the UK to refer to small, purpose built accommodation for
older people involving a mix of private space and shared facilities, with
limited support and supervision provided by an on-site warden. The term is
also used in a number of other countries, including the Netherlands, Canada,
Germany and Israel, to refer to similar housing forms. In Singapore, housing
similar in form to sheltered housing is called a sheltered home, and in Japan
the term used is silver housing project. In some parts of the UK and in some
other countries, sheltered housing provides a wider range of services
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including care services.

Affordable rental villages
An Australian term referring to a form of retirement village developed in the
2000s by Village Life and other private companies. Villages are low-cost
providing apartments with kitchenettes, support services, all meals in a
central dining room and a linen service, but no personal care services.

Terms for ‘service integrated housing offering support and care’
In addition to ‘support services’, care services may include property maintenance in response to individual needs, assistance with domestic work (cooking,
cleaning, laundry, shopping and household management), individualised transport service, assistance with self-care (bathing, toileting, dressing, grooming,
eating, medication), nursing care, allied health services and case management and counselling.
There are two sub-sets:
•

Housing with care. Housing arrangements that offers support services and a range of care services to frail older people.

•

Housing with continuing care. Housing arrangements that offers support services and a range of care services and that emphasise continuation
of care that is adaptive to the changing needs of the older person over the whole period of later life.

Housing with care
The term congregate housing is not widely used in Australia.

Congregate seniors housing (CSH)
A term used in the US to refer to housing provided on a congregate basis for
older people who receive support services including meal services and lowlevel assistance with activities of daily living. The term emerged in the
context of the Congregate Housing Services Program, a federal program
providing assistance to public and non-profit housing projects to provide
meals and other supportive services to increasingly dependent populations.
Also known as service-enriched housing and supported housing.
Service-enriched housing
See congregate seniors housing.
Supported housing – US
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See congregate seniors housing.

Hostel
Hostels were established under the Aged Persons Homes Act 1954 as
independent accommodation in a shared building with limited support and
supervision. However, over time their role changed, and they became
providers of care for frail older people offering a wide range of support
services and personal care. By the 1970s they were viewed as a form of
residential care for frail older people with ‘low’ levels of dependency
alongside nursing homes catering for older people needing a higher level of
care. In 1997 the terms ‘hostel’ and ‘nursing home’ were formally abolished
and all such facilities became residential aged care homes.

Service coordinators
A US term referring to the employment of service coordinators in older
persons’ housing projects to facilitate linkages between residents and home
care and home health care services.
The term ‘hostel is not used outside of Australia to refer to service integrated.
housing for older people.

Supported residential service (SRS)
An Australian term referring to residential homes which provide
accommodation and personal care for people with disabilities, including frail
older people, who need support in tasks of daily living. Accommodation is in
furnished single or shared rooms. Care usually includes assistance with
showering, personal hygiene, dressing, meals and medication, as well as
physical and emotional support. Residents may receive Rent Assistance.
Most SRSs are provided by the private sector and they are not funded as
residential aged care homes.
Other terms are supported accommodation (Queensland), licensed
residential centre (NSW) and supported residential facility (South Australia).
Serviced apartment
An Australian term referring to a one- or two-bedroom apartment in a
retirement village providing services such as cleaning, laundry and
assistance with self-care activities. Meals are often provided in a dining
room setting, and a small kitchenette may also be included within the
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Assisted living facility (ALF)
A term increasingly used in Australia to refer to the extension of hotel
services in serviced apartments in retirement villages to also include
personal care services such as medication supervision and access to
podiatry. The range and level of assisted living services is tailored to the
needs of residents and use is instigated by the resident. The full spectrum
of HACC services, including nursing care, may also be available to
residents in serviced apartments.
Flexi-apartment
A term used in some Australian retirement villages to refer to apartments in
which additional self-care, health and support services are available for
purchase on an optional basis.

Other countries
Assisted living facility (ALF) – US
A term used in the US to refer to a housing option that involves the delivery
of professionally managed support and care services in a setting that is
residential in character and appearance. The intent of assisted living is to
accommodate physically and mentally frail older adults without imposing a
heavily regulated, institutional environment. ALFs accommodate frail older
people who need significant levels of assistance with daily living, but who do
not require continuous nursing care
Extra care housing
A term used in the UK to refer to housing schemes that provides extra
support to older people to enable them to live as independently as possible
and retain their own tenancy. It is designed for older people who are
physically or mentally frail and need extra help to manage, and who might
otherwise need residential or nursing care. Extra care housing typically
provides an on-site care team to meet needs flexibly 24 hours a day.
Also called very sheltered housing.
Assisted living – UK
See extra care housing
Close care
See extra care housing
Flexi-care
See extra care housing
Integrated care
See extra care housing
Supported housing – UK
See extra care housing
Very sheltered housing
See extra care housing.
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Service housing
Term used in a number of European countries including Sweden, Finland,
Denmark and Germany to refer to non-institutional housing with care for
older people. Independent accommodation is provided in housing blocks,
with access to a range of in-house facilities and services and to communitybased home care services.
Also called service flats in Denmark.
See also heavy service housing.
Service flats
See service housing.
Heavy service housing
A term used in Finland to refer to service housing with higher levels of care.
Small group housing
Term used in Sweden and other European countries for small group
dwellings comprising apartments as well as communal spaces for people
with high-support needs, including dementia.

Housing with continuing care
Three-tier complexes
Australian retirement villages comprising ILUs, hostels (low care) and
nursing homes (high care) as part of the same complex, thus facilitating
continuing care provision as the needs of the older person change.
However, costs of residential aged care is publicly subsidised and
admission to aged care is subject to external assessment of need.

Continuing care retirement community (CCRC)
A term used in the US to refer to housing complexes which offer a continuum
of care from independent living through to nursing care within the same
community. Residents enter into a long-term contract that provides for
housing, services and nursing care, as required. The contracts usually
involve a sizeable entry fee as well as monthly rents/charges, and are
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Continuum of care
See three-tier complexes.

effectively a form of insurance against the risk of requiring nursing care in
later life.
Also called Life care community.

Ongoing care
See three-tier complexes.

Life care community
See continuing care retirement community.
Retirement community (UK)
A UK term referring to a housing complex comprising private bungalows and
a wide range of services and communal facilities including a central building
containing a residential care home. The underlying philosophy is that
residents will be housed, supported and cared for throughout their lives,
whatever their care needs may be. There is an emphasis on positive lifestyle
as well as on provision of support and care. Residents pay an initial fee
which is essentially the lease on the bungalow, and a monthly fee which
covers services and the costs of care if required. Effectively this is an
insurance scheme that depends on achieving a balance of residents between
those that need care and support and those that are fully independent. The
leading example is Hartrigg Oaks, York which was developed by the Joseph
Rowntree Housing Trust.
Also known as retirement village (UK).
Retirement village (UK)
See retirement community.

Apartments for life (Australia)
Housing models being developed by community organisations in Australia
based on the Humanitas model.

All age community
UK term referring to the provision of a diversity of forms of service integrated
housing and aged care services within a local area to enable older people
top age in place.
Apartments for life
A housing model for older people developed by Humanitas in the
Netherlands in which residents are guaranteed housing continuity in the
community for life, with support and care services brought to the older
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person’s dwelling.

Terms for ‘residential aged care homes’
This is the generic term used in this translation chart to refer to provision of aged care services in a residential setting.
Nursing home (Australia)
A residential aged care home providing accommodation, support and
nursing care to older people no longer able to live independently in their
own home. Prior to the 1997 Commonwealth Aged Care Act, Australia’s
residential aged care system comprised ‘low care’ hostels and ‘high care’
nursing homes. In 1997, hostels and nursing homes were brought together
and collectively renamed residential aged care homes.
Residential aged care home
The collective term used in Australia to refer to all facilities providing
accommodation, support and nursing care to older people no longer able to
live independently in their own home.
See also nursing home (Australia).

Nursing home (general)
Term used in many countries to refer to a residential aged care home
providing accommodation, support and nursing care to older people no
longer able to live independently in their own home.
Residential care
Term used in the UK to refer to residential accommodation for older people
provided by local authorities.
Skilled nursing facility (SNF)
A term used in the US to refer to a residential facility for older people
providing high levels of nursing care, broadly equivalent to a nursing home in
the Australian context.
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